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10 — Introduction

10.1 — General
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

This chapter reflects the Centers for Medicare & Medicaid Services’ (CMS) current
interpretation of statute and regulation that pertains to Medicare Advantage (MA) coordinated
care plans (CCPs) for special needs individuals, referred to hereinafter as special needs plans
(SNPs). This manual chapter is a subchapter of chapter 16, which categorizes guidance that
pertains to specific types of MA plans, such as private fee-for-service (PFFS) plans. The
contents of this chapter are generally limited to the statutory framework set forth in title XVIII,
sections 1851-1859 of the Social Security Act (the Act), and are governed by regulations set
forth in chapter 42, part 422 of the Code of Federal Regulations (CFR) (42 CFR 422.1 et seq.).
This chapter also references other chapters of the Medicare Managed Care Manual (MMCM)
that pertain to enrollment, benefits, marketing, and payment guidance related to special needs
individuals.

To assist MA organizations (MAOs) in distinguishing the requirements that apply to SNPs,
Table 1 below provides information on the applicability in sections of this chapter to each
specific type of SNP, that is, chronic condition SNP (C-SNP), dual eligible SNP (D-SNP), and
institutional SNP (I-SNP), as described in section 20 of this chapter.

Table 1: Chapter Sections Applicable to Certain SNP Types

SNP Type Applicable Sections
C-SNP 20.1; 40.2.1; 50.3
D-SNP 20.2; 30.4; 40.2.2; 40.4; 50.2; 50.3
I-SNP 20.3; 40.2.3; 40.6; 50.3

10.2 — Statutory and Regulatory History
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

The Medicare Modernization Act of 2003 (MMA) established an MA CCP specifically designed
to provide targeted care to individuals with special needs. In the MMA, Congress identified
“special needs individuals™ as: 1) institutionalized individuals; 2) dual eligibles; and/or 3)
individuals with severe or disabling chronic conditions, as specified by CMS. MA CCPs
established to provide services to these special needs individuals are called “Specialized MA
plans for Special Needs Individuals,” or SNPs. 42 CFR 422.2 defines special needs individuals
and specialized MA plans for special needs individuals. SNPs were first offered in 2006. The
MMA gave the SNP program the authority to operate until December 31, 2008.

The Medicare, Medicaid, and State Children’s Health Insurance Program (SCHIP) Extension Act
of 2007 subsequently extended the SNP program from December 31, 2008, to December 31,
2009, but imposed a moratorium that prohibited CMS from approving new SNPs after January 1,



2008. Accordingly, CMS did not accept SNP applications in 2008 for contract year (CY) 2009.

The Medicare Improvements for Patients and Providers Act of 2008 (MIPPA) lifted the
Medicare, Medicaid, and SCHIP Extension Act of 2007 moratorium on approving new SNPs.
MIPPA further extended the SNP program through December 31, 2010, thereby allowing CMS
to accept MA applications for new SNPs and SNP service area expansions until CY 2010. CMS
accepted SNP applications from MA applicants for creating new SNPs and expanding existing
CMS-approved SNPs for all three types of specialized SNPs in accordance with additional SNP
program requirements specified in MIPPA. CMS regulations that implement and further detail
MIPPA application requirements for SNPs are located at 42 CFR 422.501-504.

Effective immediately upon its enactment in 2011, section 3205 of the Patient Protection and
Affordable Care Act (“ACA”) extended the SNP program through December 31, 2013, and
mandated further SNP program changes as outlined below. Section 607 of the American
Taxpayer Relief Act of 2012 (ATRA) extended the SNP program through December 31, 2014.
Section 1107 of the Bipartisan Budget Act of 2013 (Pub. L. 113-67) extended the SNP program
through December 31, 2015. Section 107 of the Protecting Access to Medicare Act of 2014
extended the SNP program through December 31, 2016. Most recently, section 206 of the
Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) extended the SNP program
through December 31, 2018.

Section 3205 of the ACA amended sections 1859(f)(7), 1853(a)(1)(B)(iv), and 1853(a)(1)(C)(iii)
of the Act to:

e Require all SNPs to be approved by the National Committee for Quality Assurance
(NCQA) (based on standards established by the Secretary) (see section 30.2 of this
chapter);

e Authorize CMS to apply a frailty adjustment payment for Fully Integrated Dual Eligible
(FIDE) SNPs (see section 20.2.5.1 of this chapter); and

e Improve risk adjustment for special needs individuals with chronic health conditions (see
section 20.1.4 of this chapter).

10.3 — Requirements and Payment Procedures
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

SNPs are expected to follow existing MA program rules, including MA regulations at 42 CFR
422, as interpreted by guidance, with regard to Medicare-covered services and Prescription Drug
Benefit program rules. All SNPs must provide Part D prescription drug coverage because
special needs individuals must have access to prescription drugs to manage and control their
special health care needs (see 42 CFR 422.2). SNPs should assume that existing Part C and D
rules apply unless there is a specific exception in the regulation/statutory text or other guidance
to CMS interpreting the rule as not applicable to SNPs. Additional requirements for SNP plans
can be found in the Prescription Drug Benefit Manual at:
https://www.cms.gov/medicare/prescription-drug-



https://www.cms.gov/medicare/prescription-drug-coverage/prescriptiondrugcovcontra/partdmanuals.html

coverage/prescriptiondrugcovceontra/partdmanuals.html.

Payment procedures for SNPs mirror the procedures that CMS uses to make payments to non-
SNP MA plans. SNPs must prepare and submit bids like other MA plans, and are paid in the
same manner as other MA plans based on the plan’s enrollment and the risk adjustment payment
methodology. Guidance on payment to MAOs is available in chapter 8 of the MMCM. CMS
posts current MA payment rates online in the “Ratebooks & Supporting Data” section at:
http://www.cms.hhs.gov/MedicareAdvtgSpecRateStats/.

Current CMS guidance on cost sharing requirements, including guidance provided by the CMS
model marketing materials at: https://www.cms.gov/Medicare/Health-
Plans/ManagedCareMarketing/MarketngModelsStandardDocumentsandEducationalMaterial.htm
1, is applicable to all SNPs.

20 — Description of SNP Types
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

SNPs may be any type of MA CCP, including either a local or regional preferred provider
organization (i.e., LPPO or RPPO) plan, a health maintenance organization (HMO) plan, or an
HMO Point-of-Service (HMO-POS) plan, as described in chapter 1 of the MMCM. This section
describes the three types of SNPs (i.e., C-SNPs, D-SNPs, and [I-SNPs) in further detail.

20.1 — Chronic Condition SNPs
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

20.1.1 — General
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

C-SNPs are SNPs that restrict enrollment to special needs individuals with specific severe or
disabling chronic conditions, defined in 42 CFR 422.2. Approximately two-thirds of Medicare
enrollees have multiple chronic conditions requiring coordination of care among primary
providers, medical and mental health specialists, inpatient and outpatient facilities, and extensive
ancillary services related to diagnostic testing and therapeutic management.

A C-SNP must have specific attributes that go beyond the provision of basic Medicare Parts A
and B services and care coordination that is required of all CCPs, in order to receive the special
designation and marketing and enrollment accommodations provided to C-SNPs. (See section
60 below and the Medicare Marketing Guidelines at: https:// www.cms.gov/Medicare/Health-
Plans/ManagedCareMarketing/FinalPartCMarketingGuidelines.html, for more information on
SNP-specific marketing).

20.1.2 — List of Chronic Conditions
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

Section 1859(b)(6)(B)(iii) of the Act and 42 CFR 422.2 define special needs individuals with
severe or disabling chronic conditions as special needs individuals “who have one or more co-
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morbid and medically complex chronic conditions that are substantially disabling or life
threatening; have a high risk of hospitalization or other significant adverse health outcomes; and
require specialized delivery systems across domains of care.” CMS solicited public comments
on chronic conditions meeting the clarified definition and convened the SNP Chronic Condition
Panel in the fall of 2008. Panelists included six clinical experts on chronic condition
management from three federal agencies—the Agency for Healthcare Research and Quality
(AHRQ), the Centers for Disease Control and Prevention (CDC), and CMS. After discussing
public comments on a proposed list of SNP-specific chronic conditions, the panelists
recommended, and CMS subsequently approved, the following 15 SNP-specific chronic
conditions:

1.

2.

8.

9.

Chronic alcohol and other drug dependence;
Autoimmune disorders limited to:

Polyarteritis nodosa,
Polymyalgia rheumatica,
Polymyositis,

Rheumatoid arthritis, and
Systemic lupus erythematosus;

Cancer, excluding pre-cancer conditions or in-situ status;
Cardiovascular disorders limited to:

Cardiac arrhythmias,

Coronary artery disease,

Peripheral vascular disease, and

Chronic venous thromboembolic disorder;

Chronic heart failure;
Dementia;

Diabetes mellitus;
End-stage liver disease;

End-stage renal disease (ESRD) requiring dialysis;

10. Severe hematologic disorders limited to:

Aplastic anemia,

Hemophilia,

Immune thrombocytopenic purpura,
Myelodysplatic syndrome,



e Sickle-cell disease (excluding sickle-cell trait), and
e Chronic venous thromboembolic disorder;

11. HIV/AIDS;
12. Chronic lung disorders limited to:

e Asthma,

e Chronic bronchitis,

e Emphysema,

e Pulmonary fibrosis, and
e Pulmonary hypertension;

13. Chronic and disabling mental health conditions limited to:

e Bipolar disorders,

e Major depressive disorders,
e Paranoid disorder,

e Schizophrenia, and

e Schizoaffective disorder;

14. Neurologic disorders limited to:

Amyotrophic lateral sclerosis (ALS),

Epilepsy,

Extensive paralysis (i.e., hemiplegia, quadriplegia, paraplegia, monoplegia),
Huntington’s disease,

Multiple sclerosis,

Parkinson’s disease,

Polyneuropathy,

Spinal stenosis, and

Stroke-related neurologic deficit; and

15. Stroke.

The list of SNP-specific chronic conditions is not intended for purposes other than clarifying
eligibility for the C-SNP CCP benefit package. CMS may periodically re-evaluate the fifteen
chronic conditions as it gathers evidence on the effectiveness of care coordination through the
SNP product, and as health care research demonstrates advancements in chronic condition
management.

20.1.3 — Grouping Chronic Conditions
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

When completing the SNP application, MAOs may apply to offer a C-SNP that targets any one



of the following:

1. A single CMS-approved chronic condition (selected from the list in section 20.1.2
above),

2. A CMS-approved group of commonly co-morbid and clinically-linked conditions
(described in section 20.1.3.1 below), or

3. An MAO-customized group of multiple chronic conditions (described in section 20.1.3.2
below).

20.1.3.1 - CMS-Approved Group of Commonly Co-Morbid and Clinically-
Linked Conditions
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

A C-SNP may not be structured around multiple commonly co-morbid conditions that are not
clinically linked in their treatment because such an arrangement results in a general market
product rather than one that is tailored for a particular population. C-SNPs are permitted to
target a group of commonly co-morbid and clinically linked chronic conditions. Based on
CMS’s data analysis and recognized national guidelines, CMS identified five combinations of
commonly co-existing chronic conditions that may be the focus of a C-SNP.

CMS accepts applications for C-SNPs that focus on the following five multi-condition
groupings:

Group 1: Diabetes mellitus and chronic heart failure;

Group 2: Chronic heart failure and cardiovascular disorders;

Group 3: Diabetes mellitus and cardiovascular disorders;

Group 4: Diabetes mellitus, chronic heart failure, and cardiovascular disorders; and

Group 5: Stroke and cardiovascular disorders.
For MAOs that are approved to offer a C-SNP targeting one of the above-listed groups, enrollees
need to have only one of the qualifying conditions for enrollment. CMS will review the Model

of Care (MOC) and benefits package for the multi-condition C-SNP to determine adequacy in
terms of creating a specialized product for the chronic conditions it serves.

20.1.3.2 - MAO-Customized Group of Multiple Chronic Conditions
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

MAOs may develop their own multi-condition C-SNPs for enrollees who have all of the
qualifying commonly co-morbid and clinically linked chronic conditions in the MAQO’s specific
combination. MAOs that pursue this customized option must verify that enrollees have all of the



qualifying conditions in the combination. MAOs interested in pursuing this option for multi-
condition C-SNPs are limited to groupings of the same 15 conditions selected by the panel of
clinical advisors that other C-SNPs must select. As with SNPs pursuing the Commonly Co-
Morbid and Clinically-Linked Option described in section 20.1.3.1, CMS will carefully assess
the prospective multi-condition SNP application to determine the adequacy of its care
management system for each condition in the combination and will review the MOC and benefits
package.

20.1.4 — Hierarchical Condition Categories Risk Adjustment for C-SNPs
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

CMS uses a risk score that reflects the known underlying risk profile and chronic health status of
similar individuals for purposes of hierarchical condition categories (HCC) risk adjustment
described under section 1853(a)(1)(C) of the Act. The Act requires CMS to use such risk score
in place of the default risk score that is otherwise used to determine payment for new enrollees in
MA plans. For a description of any evaluation conducted during the preceding year and any
revisions made under section 1853(b) of the Act, refer to CMS’s annual “Announcement of
Calendar Year Medicare Advantage Capitation Rates and Medicare Advantage and Part D
Payment Policies and Final Call Letter” (“Announcement”), located at:
https://www.cms.gov/Medicare/Health-Plans/Medicare AdvtgSpecRateStats/Announcements-
and-Documents.html.

20.2 — Dual Eligible SNPs
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

20.2.1- General Definitions
(Rev. 130; Issued: 01-12-24; Effective: 01-12-24; Implementation: 01-12-24)

20.2.1.1- Eligibility Definitions
(Rev. 130; Issued: 01-12-24; Effective: 01-12-24; Implementation: 01-12-24)

D-SNPs enroll individuals who are entitled to both Medicare (title XVIII) and medical
assistance from a state plan under Medicaid (title XIX). States cover some Medicare costs,
depending on the state and the individual’s eligibility. Individuals in the following Medicaid
eligibility categories may be eligible to enroll in D-SNPs, to the extent permitted in the state
Medicaid agency contract (see section 20.2.2 of this chapter):

o Full Medicaid (only);

® Qualified Medicare Beneficiary without other Medicaid (OMB Only);

e  (OMB Plus,

o Specified Low-Income Medicare Beneficiary without other Medicaid (SLMB Only),
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e SLMB Plus,
o  Qualifying Individual (QI); and
e  Qualified Disabled and Working Individual (QDWI).

States may vary in determining their eligibility categories; therefore, there may be state-
specific differences in the eligibility levels in comparison to those listed here. For specific
information regarding Medicaid eligibility categories, refer to:
https.://www.cms.gov/medicare-medicaid-coordination/medicare-and-medicaid-
coordination/medicare-medicaid-coordination-
office/downloads/medicaremedicaidenrolleecategories.pdf.

20.2.1.2 D-SNP Definitions
(Rev. 130; Issued: 01-12-24; Effective: 01-12-24; Implementation: 01-12-24)

20.2.1.2.1 Definition of a D-SNP
(Rev. 130; Issued: 01-12-24; Effective: 01-12-24; Implementation: 01-12-24)

Dual eligible special needs plans (D-SNPs) are SNPs that exclusively serve Medicare
beneficiaries who are also entitled to Medicaid.

Per 42 CFR 422.2, a D-SNP:

(1) Coordinates the delivery of Medicare and Medicaid services for individuals who are
eligible for such services,

(2) May provide coverage of Medicaid services, including long-term services and
supports and behavioral health services for individuals eligible for such services; and

(3) Has a contract with the state Medicaid agency that meets the minimum requirements
in paragraph 42 CFR 422.107(c) (further described in section 20.2.2 of this chapter.)

Additionally, each D-SNP must satisfy one or more of the following criteria for the integration of
Medicare and Medicaid benefits:

(1) Meet the additional requirement specified in 42 CFR 422.107(d) in its contract with
the state Medicaid agency, or in other words, meet the criteria for a coordination-only D-
SNP;

(2) Meet the definition of a highly integrated dual eligible special needs plan (HIDE
SNP); or

(3) Meet the definition of a fully integrated dual eligible special needs plan (FIDE SNP).

These concepts and definitions are described in more detail below.
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20.2.1.2.2 Definition of FIDE SNP
(Rev. 130; Issued: 01-12-24; Effective: 01-12-24; Implementation: 01-12-24)

A FIDE SNP is defined in 42 CFR 422.2 as a D-SNP—

o That provides dually eligible individuals access to Medicare and Medicaid benefits under
a single entity that holds both an MA contract with CMS and a Medicaid managed care
organization contract under section 1903(m) of the Act with the applicable state;

e Whose capitated contract with the state Medicaid agency requires coverage of the
following elements to the extent Medicaid coverage of such benefits is available to
individuals eligible to enroll in a FIDE SNP in the state, except as approved by CMS
under 42 CFR 422.107(g) and (h):

o Primary care and acute care, and for plan year 2025 and subsequent years
including Medicare cost-sharing as defined in section 1905(p)(3)(B), (C), and (D)
of the Act, without regard to the limitation of that definition to OMBs;’

o Long-term services and supports (LTSS), including coverage of nursing facility
services for a period of at least 180 days during the plan year;

o For plan year 2025 and subsequent years, behavioral health services,

o For plan year 2025 and subsequent years, home health services as defined in 42
CFR 440.70; and

o For plan year 2025 and subsequent years, medical supplies, equipment, and
appliances, as described in 42 CFR 440.70(b)(3);

o That coordinates the delivery of covered Medicare and Medicaid services using aligned
care management and specialty care network methods for high-risk beneficiaries,

e That employs policies and procedures approved by CMS and the State to coordinate or
integrate beneficiary communication materials, enrollment, communications, grievance
and appeals, and quality improvement,

e For plan year 2025 and subsequent years, that has exclusively aligned enrollment,’ and

o Forplan year 2025 and subsequent years, whose capitated contract with the state
Medicaid agency covers the entire service area for the D-SNP.

Beginning in 2025, all FIDE SNPs also qualify as applicable integrated plans, as defined in 42
CFR 422.561 and section 20.2.1.2.5 of this chapter, but not all applicable integrated plans
qualify as FIDE SNPs.

20.2.1.2.3 Definition of HIDE SNP
(Rev. 130; Issued: 01-12-24; Effective: 01-12-24; Implementation: 01-12-24)

! Under 42 CFR 422.107(g) and (h), CMS allows limited carve-outs from the scope of Medicaid LTSS and Medicaid
behavioral health services that must be covered by FIDE SNPs and HIDE SNPs. More information on carve-outs
can be found in section 20.2.6 of this chapter.
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A HIDE SNP, as defined in 42 CFR 422.2, is a D-SNP that provides coverage of Medicaid
benefits under a capitated contract that meets the following requirements:

o The capitated contract is between the state Medicaid agency and—
o The MA organization, or
o The MA organization's parent organization, or another entity that is owned and
controlled by its parent organization.

o The Medicaid capitated contract requires coverage of the following benefits, to the extent
Medicaid coverage of such benefits is available to individuals eligible to enroll in a
HIDE SNP in the state, except as approved by CMS under 42 CFR 422.107(g) or (h) (see
section 20.2.2.4 of this chapter):

o LTSS, including community-based LTSS and some days of coverage of nursing
facility services during the plan year, or
o Behavioral health services.

e For plan year 2025 and subsequent years, the capitated contract covers the entire service

area for the D-SNP.

HIDE SNPs may also qualify as applicable integrated plans, as defined in 42 CFR 422.561 and
section 20.2.1.2.5 of this chapter, but not all applicable integrated plans are HIDE SNPs.

20.2.1.2.4 Coordination-only D-SNPs
(Rev. 130; Issued: 01-12-24; Effective: 01-12-24; Implementation: 01-12-24)

If a D-SNP is not a FIDE SNP or a HIDE SNP, it is a coordination-only (CO) D-SNP and is
subject to the contracting requirement specified at 42 CFR 422.107(d)(1). CO D-SNPs must
have a CMS-approved contract with a state Medicaid agency that stipulates that, for the purpose
of coordinating Medicare and Medicaid-covered services between settings of care, the D-SNP
notifies, or arranges for another entity or entities to notify, the state Medicaid agency,
individuals or entities designated by the state Medicaid agency, or both, of hospital and skilled
nursing facility admissions for at least one group of high-risk full-benefit dual eligible
individuals, identified by the state Medicaid agency. The state Medicaid agency must establish
the timeframe(s) and method(s) by which notice is provided. In the event that a D-SNP
authorizes another entity or entities to perform this notification, the D-SNP must retain
responsibility for complying with this notification requirement.

There are no federal requirements for FIDE SNPs or HIDE SNPs to comply with the
requirement at 42 CFR 422.107(d)(1). However, some states choose to apply similar

notifications requirements in their state Medicaid agency contracts for FIDE and/or HIDE
SNPs.

For a CO D-SNP that, under the terms of its contract with the state Medicaid agency, only
enrolls partial-benefit dually eligible individuals, the data notification requirements at 42 CFR
422.107(d)(1) do not apply if the D-SNP operates under the same parent organization and in the
same service area as a D-SNP limited to full-benefit dually eligible enrollees that meets the
requirements at 42 CFR 422.107(d)(1) and outlined above in this section. Said another way,
partial-benefit-only D-SNPs are not required to meet the notification requirement in 42 CFR
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422.107(d)(1) when the MA organization also offers a D-SNP with enrollment limited to full-
benefit dually eligible individuals that meets the integration criteria at 42 CFR 422.2 and is in
the same state and service area and under the same parent organization.

2 Aligned enrollment, as defined in 42 CFR 422.2, refers to the enrollment in a D-SNP of full-benefit dually eligible individuals whose Medicaid
benefits are covered under a Medicaid managed care organization contract (i.e., Medicaid MCO contract under section 1903(m)(2)(A) of the
Act) between (A4) the applicable state and (B) the D-SNP’s M A organization, the D-SNP's parent organization, or another entity that is owned
and controlled by the D-SNP's parent organization. When state policy limits a D-SNP's membership to individuals with aligned enrollment, this
condition is referred to as exclusively aligned enrollment.
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Table 2: Features of D-SNP Types

Plan Type | Single entity | State option to carve | Integrated | Exclusively | Applicable Medicaid plans Data notification
holds both out certain | materials aligned integrated cover entire requirements for
MA and Medicaid benefits enrollment plan service area of enrollee use of
Medicaid the D-SNP hospital or SNF
contracts admission

FIDE SNP | Required No, except as Required Required in For 2025 and | Required in plan | Not federally

approved by CMS plan year later, all FIDE | year 2025 and required
under 42 CFR 2025 and SNPs are AIPs | later
422.107(g) or (h) later

HIDE SNP | Not May carve out LTSS | Not Not federally | Can qualify as | Required in plan | Not federally
federally or behavioral health | federally required AIPs, but not | year 2025 and required
required but not both. Any required AIPs by later

carve-out of services default
in the category must

be approved by CMS

under 42 CFR

422.107(g) or (h)

CO D-SNP | Not No requirements on | Not Not federally | Can qualify as | Not federally Required, except in
federally Medicaid benefits federally required AIPs in required specific instances
required provided required certain for D-SNPs that

contexts only enroll partial-

benefit dually
eligible individuals

Note: States may apply requirements beyond the federal minimum requirements shown in the table above.




20.2.1.2.5 Applicable Integrated Plan
(Rev. 130; Issued: 01-12-24; Effective: 01-12-24; Implementation: 01-12-24)

Applicable integrated plans (AIPs) are defined in 42 CFR 422.561 as either of the following
arrangements:

e A FIDE SNP or HIDE SNP and a Medicaid managed care organization where—

o The FIDE SNP or HIDE SNP has exclusively aligned enrollment; and

o The Medicaid managed care organization (as defined in section 1903(m) of the Act
and which has a contract under section 1903(m)(2)(A) of the Act) through which such
D-SNP, its parent organization, or another entity that is owned and controlled by its
parent organization covers Medicaid services for dually eligible individuals enrolled
in such D-SNP and such Medicaid managed care organization; or

e A D-SNP and affiliated Medicaid managed care plan where—

o The D-SNP, by state policy, has enrollment limited to those beneficiaries enrolled in a
Medicaid managed care organization;

o There is a capitated contract between the MA organization, the MA organization's
parent organization, or another entity that is owned and controlled by its parent
organization and

» A Medicaid agency, or
» A Medicaid managed care organization that contracts with the Medicaid
agency; and

o Through the capitated contract, Medicaid benefits including primary care and acute
care, including Medicare cost-sharing without regard to the limitation of that
definition to QMBs, and at a minimum, one of the following: home health services as
defined in 42 CFR 440.70, medical supplies, equipment, and appliances as described
in 42 CFR 440.70(b)(3), or nursing facility services are covered for the enrollees.

AIPs must offer integrated appeals and grievances at the plan level in accordance with 42 CFR
422.629 through 422.634. More information on integrated appeals and grievances can be found in
the Addendum to the Parts C & D Enrollee Grievances, Organization/Coverage Determinations, and
Appeals Guidance for Applicable Integrated Plans, located here:
https://www.cms.gov/files/document/dsnpartscdgrievancesdeterminationsappealsguidanceaddendum.

pdf

Beginning in 2025, all FIDE SNPs are AIPs. Currently, most AIPs are FIDE SNPs or HIDE SNPs.
CO D-SNPs may qualify as AIPs under certain circumstances. As an example, the following
arrangements would be AIPs under current regulations, where both plans include enrollment that is

exclusively aligned between the CO D-SNP and the affiliated Medicaid MCO:

e A CO D-SNP and affiliated Medicaid MCO where the CO D-SNP holds a contract with a
separate Medicaid MCO to cover all capitated managed care benefits in the state and the
separate Medicaid MCO holds the contract with the state for those benefits, and

e A CO D-SNP and affiliated Medicaid MCO where the affiliated Medicaid MCO holds a
contract with the state for the capitated Medicaid benefits.

20.2.2 — State Contract Requirements for D-SNPs
(Rev.129, Issued: 08-11-23, Effective: 08- 11- 23; Implementation: 08- 11- 23)
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Section 164(c)(2) of MIPPA, and as amended by section 3205(d) of the ACA, requires that all D-
SNPs have an executed contract with applicable state Medicaid agencies beginning January 1,
2013. See section 1859()(3)(D) of the Act and implementing regulations at 42 CFR 422.107.

The Medicare Advantage Dual Eligible Special Need Plans Application, which is available through
HPMS and on the CMS website, provides further information on how and when D-SNPs must
submit their state Medicaid agency contracts (SMACs) and related information to CMS.

CMS requires each D-SNP to submit a SMAC for review by the first Monday in July every year for
each state in which it seeks to operate for the upcoming contract year. A D-SNP with an evergreen
SMAC is still required to submit its contract to CMS by the first Monday in July.

The SMAC must document each entity’s roles and responsibilities with regard to dually eligible
individuals, and must cover the minimum regulatory requirements below:

1. The MAQO’s responsibility to coordinate the delivery of, and if applicable, provide
coverage of Medicaid services. (42 CFR 422.107(c)(1))

The SMAC must document the MAQ’s responsibility to coordinate the delivery of Medicaid
benefits for individuals who are eligible for such services and, if applicable, provide
coverage of Medicaid benefits, including long-term services and supports and behavioral
health services, for individuals eligible for such services.

2. The categories of eligibility for dually eligible individuals to be enrolled
under the D-SNP. (42 CFR 422.107(c)(2))

The SMAC must clearly identify the dually eligible populations that are eligible to enroll
in the D-SNP. A D-SNP may only enroll dually eligible individuals as specified in the
SMAC. If a SMAC states that a D-SNP can only enroll certain dually eligible individuals
(e.g., full-benefit dually eligible individuals, those aged 65 and above), the MAO must
limit its D-SNP enrollment accordingly.

3. The Medicaid benefits covered under the D-SNP. (42 CFR 422.107(¢c)(3))

The SMAC must include information on plan benefit design, benefit administration, and
assignment of responsibility for providing, or arranging for, the covered benefits. The
contract must document the Medicaid benefits covered under a capitated contract, as
applicable, between the state Medicaid agency and the MAO offering the D-SNP, the D-
SNP’s parent organization, or another entity that is owned and controlled by the D-SNP’s
parent organization. If the list of services is an attachment to the contract, the D-SNP
must reference the list in the body of the contract.

4. The cost sharing protections covered under the D-SNP. (42 CFR 422.107(c)(4))

The SMAC must require that D-SNPs not impose cost sharing on specified dually eligible
individuals (i.e., full-benefit dually eligible individuals, QMBs, or any other population
designated by the state) that exceeds the amount that would be permitted under the state
Medicaid plan if the individual were not enrolled in the D-SNP. In addition, the D-SNP
must meet all MA maximum out-of-pocket (MOOP) requirements, as described in section
20.2.4.1 of this chapter.



5. The identification and sharing of information on Medicaid provider participation. (42
CFR 422.107(¢c)(5))

The SMAC must enumerate a process for how the state will identify and share
information about providers contracted with the state Medicaid agency so that they may
be included in the D-SNP’s provider directory. Although CMS does not require all
providers to accept both Medicare and Medicaid, the D-SNP’s network must meet the
needs of the dually eligible population served.

6. The verification process of an enrollee’s eligibility for Medicaid. (42 CFR 422.107(c)(6))

The SMAC must require that MAOs receive access to information verifying
eligibility of dually eligible enrollees from the state Medicaid agency. The SMAC
must describe how the D-SNP and the state exchange information to verify each
enrollee’s Medicaid eligibility.

7. The service area covered under the SNP. (42 CFR 422.107(c)(7))

The SMAC must identify the service areas for which the state has agreed the MAO may offer
(i.e., market and enroll beneficiaries in) one or more D-SNPs. The D-SNP service area(s)
must be consistent with the SMAC-approved service area(s).

8. The contract period. (42 CFR 422.107(c)(8))

The SMAC must require a period of performance between the state Medicaid agency and
the D-SNP of at least January 1 through December 31 of the year following the due date
of the contract. Contracts also may be drafted as multi-year, or “evergreen” contracts (i.e.,
continuously valid until a change is made in the contract), as long as the entire calendar
year is covered.

9. Unified appeals and grievances. (42 CFR 422.107(¢)(9))

For D-SNPs that meet the definition of an applicable integrated plan as defined in 42 CFR
422.561, the SMAC must require documentation of the use of unified appeals and
grievance procedures under 42 CFR 422.629 through 422.634, 438.210, 438.400, and
438.402.

10. Minimum integration requirement. (42 CFR 422.107(d))

10a. Hospital and skilled nursing facility data notification requirements. (42 CFR
422.107(d)(1))

The SMAC requires any D-SNP that is not a fully integrated or highly integrated D-SNP
(as defined in 422.2), except as specified at 42 CFR 422.107(d)(2) (which is described in
section 10b below), to notify, or arrange for another entity or entities to notify, the state
Medicaid agency, individuals or entities designated by the state Medicaid agency, or both,
of hospital and skilled nursing facility admissions for at least one group of high-risk full-
benefit dual eligible individuals, identified by the state Medicaid agency. The SMAC must



establish the timeframe(s) and method(s) by which notice is provided. In the event that a
D-SNP authorizes another entity or entities to perform this notification, the D-SNP must
retain responsibility for complying with the requirement in 42 CFR 422.107(d)(1).

10b. Exception to hospital and SNF data notification requirements for certain D-SNPs
(42 CFR 422.107(d)(2))

The SMAC requirement at 42 CFR 422.107(d)(1) (which is described in section 10a) does
not apply to a D-SNP that meets two conditions:

(1) Under the terms of its SMAC, the D-SNP only enrolls beneficiaries who are not
entitled to full medical assistance under a state plan under title XIX of the Act (i.e.,
partial-benefit dually eligible individuals); and

(2) The D-SNP operates under the same parent organization and in the same service area
as a D-SNP limited to beneficiaries with full medical assistance under a state plan
under title XIX of the Act (i.e., full-benefit dually eligible individuals) that meets the
requirements under 42 CFR 422.107(d)(1).

20.2.3 — Relationship to State Medicaid Agencies (42 CFR 422.107(b))
(Rev. 129, Issued: 08-11-23, Effective: 08- 11- 23; Implementation: 08- 11- 23)

Pursuant to section 164(c)(4) of MIPPA, state Medicaid agencies are not required to enter into
contracts with MAOs with respect to D-SNPs. In addition to the SMAC, the MAO must still meet
all CMS application requirements, including that the organization be organized and licensed under
state law as a risk-bearing entity eligible to offer health insurance or health benefits coverage in the
state, to have an MA contract and to offer a D-SNP.

20.2.4 — Special Cost Sharing Requirements for D-SNPs
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16)

20.2.4.1 — General
(Rev. 126, Issued:03-31-23, Effective:01-01-23, Implementation: 01-01-23)

MAOs offering D-SNPs must comply with and ensure that their contracted providers comply with
limits on out-of-pocket costs for dually eligible individuals. Pursuant to section 1852(a)(7) of the Act
and 42 CFR 422.504(g)(1)(iii), D-SNPs cannot impose cost sharing for Medicare Parts A or B
benefits on specified dually eligible individuals (QMBs and full-benefit Medicaid individuals, or
other Medicaid populations when the state is responsible for covering such amounts) that would
exceed the amounts permitted under the State Medicaid Plan if the individual were not enrolled in the
D-SNP. This category includes QMB Only and QMB Plus, the two categories of dual eligibility that
have all Medicare Parts A and B cost sharing covered by Medicaid, and may also include other dually
eligible enrollees for whom the state covers Part A or Part B cost sharing (such as SLMB Plus).

Like all other local MA plans (per 42 CFR 422.100(f)(4)), D-SNPs must establish a MOOP amount.
For purposes of tracking out-of-pocket spending relative to its MOOP amount, a plan must count all
costs for Medicare Parts A and B services accrued under the plan benefit package, including cost
sharing paid by any applicable secondary or other coverage (such as through Medicaid, employer(s),
and commercial insurance) and any cost sharing that remains unpaid (such as because of limits on
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Medicaid liability for Medicare cost sharing under the lesser-of policy and the cost sharing
protections afforded certain dually eligible individuals). When these out-of-pocket costs for an
enrollee reach the MOOP amount, the D-SNP is responsible for 100 percent of the costs of items and
services covered under Parts A and B.

D-SNPs (like all MA organizations) are responsible for tracking out-of-pocket spending accrued by
each enrollee and must alert enrollees and contracted providers when the MOOP amount is reached
(42 CFR 422.100(f)(4) and (f)(5)(ii1), and 422.101(d)). Remittance advice or explanation of benefits
notices issued per 42 CFR 422.111(k) that indicate attainment of the MOOP amount and the
absence of any additional cost sharing charges may fulfill the notice requirement for providers and
enrollees.

20.2.4.2 - D-SNPs With or Without Medicare Zero-Dollar Cost Sharing
(Rev. 128; Issued:06-30-23; Effective: 06-30-23; Implementation: 06- 30-23)

When MA organizations submit bids for the upcoming contract year, each D-SNP must identify
whether or not the D-SNP has Medicare zero-dollar cost sharing. In HPMS, D-SNPs have the option
of one of the following two indicators:

1. Medicare Zero-Dollar Cost Sharing Plan, or
2. Medicare Non-Zero Dollar Cost Sharing Plan.

These two indicators are used in multiple areas within HPMS, and use of the accurate indicator is
essential to the proper display of benefits in Medicare Plan Finder.

We strongly encourage states and D-SNPs to finalize D-SNP eligibility criteria in their State
Medicaid Agency Contracts well in advance of D-SNP bid submissions. However, if a state changes
the Medicaid eligibility criteria it requires the D-SNP to use through the State Medicaid Agency
Contract after bid submission and before contract approval, the MA organization will have the ability
to change the D-SNP’s (or D-SNPs’) Medicare Zero-Dollar Cost Sharing D-SNP designation(s) in
HPMS.

20.2.4.2.1 Definition of Medicare Zero-Dollar Cost Sharing Dual Eligible Special

Needs Plans
(Rev.128; Issued:06-30-23; Effective: 06-30-23; Implementation: 06- 30-23)

A Medicare Zero-Dollar Cost Sharing D-SNP is a D-SNP under which all Medicare Part A and B
services are provided with no Medicare cost sharing to all enrollees who remain dually enrolled in
both Medicare and Medicaid. This term encompasses the following types of plan designs:

1. Where cost sharing for enrollees is $0 as part of the plan design (i.e., cost sharing for all Part
A and B benefits has been reduced to $0 as part of the supplemental benefits provided by the
D-SNP); and

2. Where there is cost sharing in the plan design, but all individuals who are eligible to enroll in
the D-SNP are protected by sections 1848(g)(3)(A) and 1866(a)(1)(A) of the Act from cost
sharing, or otherwise qualify for Medicaid coverage of cost sharing (see section 1852(a)(7) of
the Act and 42 CFR 422.504(g)(1)(ii1) for cost sharing protections afforded non-QMB full-
benefit dually eligible individuals).



CMS uses the designation of a Medicare Zero-Dollar Cost Sharing D-SNP to ensure that information
provided to beneficiaries is accurate, clear, and consistent with the requirements on MA organizations
at 42 CFR 422.111 and 422.2260-422.2267.

For a Medicare Zero-Dollar Cost Sharing D-SNP, information on Medicare Plan Finder on
Medicare.gov describe all Part A and B services under the D-SNP, such as inpatient hospital stays
and doctor visits, as available at no cost to the enrollee. Plan materials may also describe the D-SNP
benefits that way. Such descriptions are accurate — even if the D-SNP plan benefit in the MA
organization’s bid to CMS includes cost sharing for Medicare Part A and B services — if all
individuals who are eligible to enroll in the D-SNP are protected from cost sharing (see number 2
above). An MA plan, including a D-SNP, that has no cost sharing for services under Medicare Part A
and B in its plan bid will also have such benefits described as available with no cost sharing, both in
plan materials and on Medicare Plan Finder. This information helps dually eligible enrollees
understand what costs they will have when choosing a plan and allows D-SNP materials to clearly
show that costs are not a barrier to accessing covered services. When the “Medicare Zero-Dollar Cost
Sharing D-SNP” designation is not available, plan materials and Medicare Plan Finder will indicate
that cost sharing for Medicare varies depending on the enrollee’s category of Medicaid eligibility.
Like all MA plans, both Medicare Zero-Dollar Cost Sharing D-SNPs and other D-SNPs can reduce
Medicare Part A and B cost sharing as a supplemental benefit. CMS bid review applies the same
standards for all D-SNPs.

A D-SNP that includes cost sharing in its plan design may designate itself as a Medicare Zero-Dollar
Cost Sharing D-SNP provided that it meets all of the following criteria:

1. The D-SNP plan benefit package limits enrollment, under the terms of its State Medicaid
Agency Contract, to dual eligibility categories with Medicare cost sharing protections:

o QMB Only;
o QMB Plus;

o SLMB Plus and;

o Other Full Benefit Dual Eligibles (FBDE).

If the D-SNP enrolls members of dual eligibility categories that do not have Medicare cost
sharing payable by Medicaid (i.e., SLMB-only, QI, or QDWI), the D-SNP cannot (and
must not) be designated as a Medicare Zero-Dollar Cost Sharing D-SNP.

2. The D-SNP provider contracts (1) require that providers accept the D-SNP’s payment and any
Medicaid payment of Medicare cost sharing (whether paid by the Medicaid agency, the D-
SNP itself, or a Medicaid managed care plan) as payment in full and (2) prohibit providers
from collecting from a dually eligible enrollee any Medicare cost sharing that is payable under
Medicaid (42 CFR 422.504(g)(1)(iii) and 74 FR 1494-1499 (January 12, 2009)).

Per 42 CFR 422.504(g)(1)(iii), such D-SNP provider contract provisions must also apply to
SLMB Plus and FBDE enrollees for whom Medicare cost sharing protections are more
limited, if those groups are eligible to enroll in the D-SNP. SLMB Plus and FBDE enrollees
cannot be charged Medicare cost sharing above any Medicaid copay applicable to the same
service under the Medicaid state plan or a waiver. In the rare instance that a Part A or B
service is not covered under the Medicaid state plan or a Medicaid waiver, the cost sharing for
a SLMB Plus or FBDE enrollee is the Medicare cost sharing under the MA plan benefit
because of the limits in Medicaid coverage. (This is because 42 CFR 422.504(g)(1)(iii) applies
when the State is responsible for coverage or payment of the Medicare cost sharing.)



However, States may elect in their Medicaid State Plan to pay all Medicare cost sharing for all
FBDE individuals (including SLMB Plus individuals), even for Medicare services not covered
by Medicaid under the State Plan. To comply with § 422.504(g)(1)(ii1), Medicare Advantage
plans in those states must ensure that their network providers in those states do not charge a
SLMB Plus or FBDE enrollee Medicare cost sharing for any Medicare Part A or B service
above the Medicaid copay for the same service as covered under the Medicaid State Plan (see
2020 Medicaid Section E of the Coordination of Benefits and Third Party Liability
Handbook, Available online at: https://www.medicaid.gov/medicaid/eligibility/coordination-
of-benefits-third-party-liability/index.html). MA organizations can determine if states have
made such an election by checking the Medicaid State Plan. We encourage states and D-SNPs
to include this information in their State Medicaid Agency Contracts.

Providers can never charge a QMB Only or QMB Plus enrollee Medicare cost sharing for any
Medicare Part A or B service above any applicable Medicaid copay per section 1902(p)(3) of
the Act.

3. The providers contracted with the D-SNP do not charge Medicaid copays, deductibles, or
coinsurance for any Medicaid service that is also a Medicare Part A or B service. If a D-SNP
operates in a state that imposes Medicaid copays on dually eligible enrollees for specific
services, then the D-SNP must list those Medicaid copays in its plan materials for those
services and may not be designated as a Medicare Zero-Dollar Cost Sharing D-SNP, unless:

o The D-SNP or Medicaid managed care plan responsible for Medicaid payment of
Medicare cost sharing does not impose Medicaid copayments for enrollees (i.e., the
plan pays the provider the copay in lieu of payment by the dually eligible enrollee); or

o The state limits its payment of Medicare cost sharing to the Medicaid rate for the
service, and the amount the D-SNP pays the provider for the service is equal to or
greater than the Medicaid rate, including in any deductible phase of the benefit. (In this
circumstance, no Medicaid payment is made so there is no Medicaid copay.)

20.2.4.2.2 Special Considerations for PPO D-SNPs
(Rev.128; Issued:06-30-23; Effective: 06-30-23; Implementation: 06- 30-23)

D-SNP PPOs that that are designated as a Zero-Dollar Cost Share D-SNP may not describe out-of-
network services in plan materials as available at “zero cost” because non-contracted providers that
are not enrolled in Medicaid may charge the Medicare cost sharing under the plan benefit to non-
QMBs. QMB Plus and QMB Only beneficiaries would pay $0; other full-benefit dually eligible
individuals would pay the plan benefit cost sharing rate (see sections 1848(g)(3) and 1866(a)(1)(A) of
the Act for provisions protecting QMBs regardless whether the MA organization has a contract with
the provider that prohibits the collection of cost sharing per 42 CFR 422.504(g)(1)(iii)). For example,
an out-of-network service with 30 percent coinsurance under the plan benefit would be described as
“$0 or 30 percent.” For D-SNPs designated as Zero-Dollar Cost Share, Medicare Plan Finder will
continue to show the cost sharing in the plan benefit for out-of-network services, and in-network cost
sharing will show $0.

20.2.4.2.3 Medicare Zero-Dollar Cost Sharing D-SNPs and Enrollee Lapse in
Medicaid Eligibility
(Rev.128; Issued:06-30-23; Effective: 06-30-23; Implementation: 06- 30-23)
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D-SNPs can provide up to six months of deemed continued eligibility for enrollees who have lost, but
are expected to regain, Medicaid eligibility, per 42 CFR 422.52(d). The Medicare cost sharing
protections for enrollees in a Medicare Zero-Dollar Cost Sharing D-SNP lapse if an enrollee no
longer has Medicaid eligibility for any of the dual eligibility categories with cost sharing protections.

During periods when Medicaid eligibility for Medicaid coverage of cost sharing for Medicare Part A
and B benefits has lapsed and the individual remains enrolled in the D-SNP, plan providers may
collect Medicare cost sharing under the MA plan benefit for the service. Enrollee materials from
Medicare Zero-Dollar Cost Sharing D-SNPs, including any required plan notice related to the loss of
Medicaid eligibility, must explain that the enrollee may be billed cost sharing for Medicare Part A
and P