
Keep your SNF-qualified residents with you, longer
With the Optum care model + UnitedHealthcare® assisted living plan
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Sources 
1. 2019–2020 IESNP results. Contact Optum at optum.com/alc.

Extend your residents' length of stay
With Optum’s assisted living plan, you get the support you need 

to keep residents at home in your community.

Kay 
moves 

in.

Kay enrolls in the Optum United 
Healthcare® Assisted Living Plan 
which includes the Optum Care 

Model. She begins meeting with the  
Optum advanced practice clinician 
(APC) assigned to your community.

1

The APC performs regular clinical 
assessments, monitors Kay’s chronic

conditions, preps her on their 
trajectories and helps Kay manage 

her medications.

Kay 
gets care 

while at your 
community.

2

Kay plans 
for the 
future.

Together, Kay and her APC document 
Kay’s preferences for advanced care 
(if and when it is needed). With Kay's 

permission, the APC shares it with 
your staff, Kay's providers and family.

3

Kay falls 
and injures 

her hip.

Your staff calls the Optum care team, 
who is on call 24/7, and 

communicates with the hospital 
to coordinate Kay's care.

4

Kay has to 
stay at the 
hospital.

While Kay is at the hospital, and with 
her permission, the APC actively 

communicates with Kay’s hospital 
care team, her primary doctors,

family and your staff.

5

Kay 
needs 
rehab.

The Optum care team works with Kay’s 
doctors to transfer her to a nursing 
facility for intensive rehabilitation. 
After a few weeks, Kay transitions to 
outpatient rehab and the APC helps 
her return home to your community.

6

Without the assisted living plan, an APC 
might not be available, and Kay sees 
her primary care doctor on her own. 
She does not necessarily keep your staff 
updated on changes to her health — 

leading to potential gaps in care.

1

There may not be an APC on hand to 
help coordinate Kay’s care with her 

primary care doctor and make sure Kay’s 
day-to-day health needs are being met.

2

Your staff might need to coordinate 
Kay’s advanced care plan and share 

it with her loved ones and doctors.
3

There is little to no coordination 
of Kay’s care with the hospital

 to ensure the staff there knows about 
her chronic conditions, medications 

and advanced care plan.

4

Your staff must actively communicate 
with the hospital and Kay’s family 
to understand if and when Kay can 
return to your community, and what 

care she’ll need when she’s back.

5

Kay’s stay in the nursing facility 
lingers on, preventing her from 

returning home and causing you to lose 
a valuable member of your community. 

WITH 
the assisted living plan

WITHOUT 
the assisted living plan

The Optum clinical care model is helping assisted living communities maintain their residents’ health and 
extend their length of stay, eight months longer than the national average.1 Here’s a look at how these 

plans make this possible, and what your community may miss when there isn’t a plan in place.
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