
 
 
January 13, 2023 
  

Senator Bill Cassidy 
520 Hart Senate Office Building 
Washington, D.C. 20510  

Senator John Cornyn 
517 Hart Senate Office Building 
Washington, DC 20510 

Senator Mark R. Warner 
703 Hart Senate Office Building 
Washington, DC 20510 

Senator Tim Scott 
104 Hart Senate Office Building 
Washington, DC 20510 

Senator Thomas R. Carper 
513 Hart Senate Office Building 
Washington, DC 20510 

Senator Robert Menendez 
528 Hart Senate Office Building 
Washington, DC 20510 

 

Re: Improving Care for Patients Jointly Enrolled in Medicare and Medicaid 

Dear Senators: 

The National MLTSS Health Plan Association (MLTSS Association) appreciates the opportunity to provide 
input on the Senators’ request for information on how to advance integrated care for dually eligible 
beneficiaries, published on November 22, 2022.1 

The MLTSS Association represents managed care organizations (MCOs) that have Medicaid managed care 
contracts with one or more states and take risk for long-term services and supports (LTSS) provided under 
Medicaid.2  Our members assist states in delivering high-quality LTSS at the same or lower cost as the fee-
for-service system with a particular focus on ensuring beneficiaries’ quality of life and ability to live as 
independently as possible. Our members also offer integrated care options, including Highly Integrated 
Dual Eligible Special Needs Plans (HIDE-SNPs) and Fully Integrated Dual Eligible Special Needs Plans (FIDE-
SNPs). We cover a significant number of enrollees in MLTSS plans and integrated plans, including national 
plans and regional and community-based plans.  

Advancing integrated care for dually eligible beneficiaries has been a top priority for the MLTSS Association 
since its inception. Dually eligible beneficiaries make up twenty percent of Medicare and fifteen percent of 
Medicaid enrollees but one-third of the cost in both programs. Notably, less than ten percent of full-benefit 
dually eligible beneficiaries are enrolled in programs that integrate Medicare and Medicaid. Given that over 
40% of dually eligible beneficiaries use LTSS, the MLTSS Association recognizes the potential of integrated 
care programs to improve health and outcomes for older adults and individuals with disabilities.3 In fact, 
the MLTSS Association has developed a set of policy proposals to advance integrated care.  

 
1 https://www.cassidy.senate.gov/newsroom/press-releases/cassidy-scott-carper-menendez-cornyn-and-warner-
launch-bipartisan-effort-to-improve-care-for-patients-jointly-enrolled-in-medicare-and-medicaid 
2 Members include Aetna, AmeriHealth Caritas, CareSource, Commonwealth Care Alliance, Elevance Health, Inclusa, 
LA Care Health Plan, Molina Healthcare, UPMC Community HealthChoices, and VNS Health.  
3 Dually Eligible Individuals: The Basics (ICRC).  

https://www.mltss.org/post/the-national-mltss-health-plan-association-s-policy-proposals-to-advance-integrated-care-1
https://www.integratedcareresourcecenter.com/sites/default/files/ICRC_DuallyEligible_Basics.pdf


 

2 
 

Drawing from these recommendations, below we offer our perspective on how Congress can create a policy 
environment more conducive to ensuring dually eligible beneficiaries are enrolled in and benefit from 
integrated care products. To that end, we recommend a collaborative approach that builds upon CMS’ 
existing D-SNP framework and takes into account the unique circumstances of each state.  

Question 1: How would you separately define integrated care, care coordination, and aligned enrollment 
in the context of care for dually eligible beneficiaries? How are these terms similar and how are they 
different? 

Integrated Care: A model of care with the goal of aligning the delivery, payment, and administration 
Medicare and Medicaid services for dually eligible beneficiaries. The most advanced models of integrated 
care include comprehensive management across payors of the entire spectrum of a beneficiary’s needs, 
allowing a beneficiary to seamlessly access their Medicare and Medicaid benefits. Consequently, we believe 
these advanced integrated care models must include MLTSS, given the inextricable linkage between dually 
eligible beneficiaries and their LTSS needs. Inclusion of behavioral health services is also important to 
ensure beneficiaries receive the highest level of integrated care. Ultimately, integrated care models lead to 
aligned incentives, better quality and outcomes, an improved beneficiary experience, and significant cost 
savings.  

Care Coordination: An exact definition for care coordination varies by state, program, and population. For 
dually eligible beneficiaries, we envision care coordination to encompass the plan, provider, and beneficiary 
activities necessary to manage an individual’s medical, behavioral, social, and LTSS needs, with the goal of 
achieving high quality, efficient, and effective care. Critically, care coordination is a person-centered 
process, recognizing an individual’s needs, goals, and preferences.   

Aligned enrollment: Aligned enrollment occurs when a dually eligible beneficiary receives their Medicaid 
and Medicare benefits through the same parent entity. While states adopt a variety of approaches to 
promote aligned enrollment, fundamentally, aligned enrollment allows a single parent entity to coordinate 
both a dually eligible beneficiary’s Medicare and Medicaid benefits. Aligned enrollment can occur through 
the following avenues: 

1. When the beneficiary is enrolled within a Medicaid MCO and D-SNP owned by the same parent 
company in the same geographic area. 

2. When the beneficiary receives all their benefits from a D-SNP, including Medicaid benefits. For 
example, Idaho directly contracts with their D-SNPs to provide Medicaid wrap-around services, 
such as LTSS. In these cases, the parent entity of the FIDE-SNP is not required to operate an 
affiliated MCO that the member is enrolled in for Medicaid benefits. Rather, the D-SNP itself is 
responsible for these Medicaid services through a direct contract with the state.  

3. Through other state-specific integrated care models, such as Massachusetts (through the Senior 
Care Options program) and Minnesota (through the Minnesota Senior Health Options program).  

Exclusively aligned enrollment occurs when the state limits D-SNP enrollment to only full-benefit dually 
eligible beneficiaries, enrolled in either aligned Medicaid MCO or who receives Medicaid benefits from the 
D-SNP.  
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Relationship Between Terms: The above terms are all important aspects of integrated care delivery for 
dually eligible beneficiaries. Aligned enrollment is critical to realize the full benefits of integrated care 
delivery models. When a member is enrolled in aligned plan(s), one entity has responsibility for the entire 
Medicare and Medicaid benefit package, aligning the entity’s incentives and strengthening the ability for 
the entity to provide robust care coordination. Aligned enrollment also streamlines the beneficiary and 
provider experience, including the use of integrated member materials, appeal and grievance processes, 
and simplification of provider billing.4  

Critically, aligned enrollment, and by extension integrated care, better facilitates care coordination 
between a beneficiary’s Medicare and Medicaid benefits – which may otherwise operate in silos under 
each payer delivery system. For example, while most medical services will be covered under Medicare, 
behavioral health and LTSS needs will be covered under Medicaid. Similarly, full integration of all benefits, 
where plans are responsible for the entirety of a beneficiary’s physical, behavioral, and LTSS needs, is 
important to achieve the full impact of aligned enrollment. If certain benefits are carved out of the D-SNP 
contract, a plan’s ability to coordinate and deliver whole-person care to individuals is diminished. 

Question 2: What are the shortcomings of the current system of care for dual eligibles? What specific policy 
recommendations do you have to improve coordination and integration between the Medicare and 
Medicaid programs? 

While integrated care delivery systems have advanced significantly over the past decade, there persist 
significant gaps in the availability, state capacity, and coordination of care for dually eligible beneficiaries. 
We also recognize the success of the Financial Alignment Initiative’s flexibilities to address these gaps. 
Below, we first identify those FAI elements Congress should consider including in our current integrated 
care delivery system, given the end of Medicare-Medicaid Plans (MMPs) in 2025. We then identify 
additional gaps within our integrated care delivery system and offer our proposed policy solutions, as 
described in more detail in our integrated care policy proposals. These recommendations include an array 
of both short-term and long-term solutions that will address identified barriers to integrated care and 
increase the enrollment of dually eligible individuals in integrated models.  

MMP Flexibilities to Maintain 

• MLTSS: Several states (e.g., South Carolina, Illinois, Ohio, Michigan) only provide MLTSS through 
the MMP or where the MMP is the only integrated product available. Implementation of a 
statewide MLTSS program may require approval through a state legislature (e.g., Ohio), posing a 
significant legislative barrier. Legislative approval may be untenable based on the political 
environment and policy priorities of a particular state legislature. For example, other stakeholders, 
including the nursing home industry, may significantly impede efforts to move towards an MLTSS 
model. By ending MMPs, some states may be forced to transition these beneficiaries into an FFS 
model, with beneficiaries consequently losing the value of a managed LTSS delivery system as well 
as coordinated Medicare and Medicaid benefits. The change will be disruptive and confusing for 
beneficiaries.  

 
4 June 2021 Report to Congress on Medicaid and CHIP, Chapter 6 (MACPAC) 

https://www.mltss.org/post/the-national-mltss-health-plan-association-s-policy-proposals-to-advance-integrated-care-1
https://www.macpac.gov/wp-content/uploads/2021/06/June-2021-Report-to-Congress-on-Medicaid-and-CHIP.pdf
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• Passive Enrollment: Use of this enrollment flexibility allows voluntary enrollment of beneficiaries 

into the most integrated care plan with the choice to opt out. Given the challenges of 
communicating the value of integrated care to dually eligible beneficiaries among the 
overwhelming number of Medicare coverage options, passive enrollment is critical for decreasing 
beneficiary confusion and growing enrollment in integrated care. Given the current statutory 
barriers to passive enrollment, Congress should expand CMS’ authority to allow passive enrollment 
of dually eligible beneficiaries into HIDE-SNPs and FIDE-SNPs with the option to opt-out.  
 

• Shared Savings: In the MMP demonstration, CMS and the participating state establish specific 
aggregate savings percentages for each year of the demonstration, which are applied to Medicare 
Parts A and B and Medicaid. Through this process, both Medicaid and Medicare payers share in the 
contribution to the capitation rate and in the savings achieved through the demonstration 
regardless of underlying utilization patterns. Shared savings models encourage care coordination, 
align incentives between the state and CMS, and reduce the propensity for cost shifting.  
 

• Quality Measurement: Several states currently use MMP-specific quality measures that are very 
specific to the populations served by plans. Some states have quality measures built into their 
contracts that are targeted to a specific population and may be challenging to transfer to SMACs 
and/or the Star Ratings system. For example, Massachusetts’ One Care MMP demonstration is 
targeted to adults ages 21 to 64, and Medicare Star Ratings may not be as appropriate to assess 
the needs of this population.  

Additional Integration Policies to Consider 

Problem 1: Despite the benefits of integrated care models, only 10% of dually eligible beneficiaries are 
enrolled in an integrated product nationally. Current enrollment processes can also be complex, resulting 
in beneficiary confusion and fragmentation as they attempt to navigate two separate programs and 
enrollment processes.  

Solutions: 

• Create a new special enrollment period for dually eligible beneficiaries in Original Medicare to 
enroll in an integrated care product on a continuous (monthly) basis. Once dually eligible 
beneficiaries are enrolled in a program, they cannot switch between D-SNP products outside of 
existing enrollment timelines. This change would not modify existing enrollment timelines for those 
already enrolled. 
 

• Expand default enrollment authority beyond newly eligible beneficiaries to all dually eligible 
beneficiaries in Original Medicare enrolled in the parent company’s managed care organization 
with an option to opt-out. HIDE-SNPs and FIDE-SNPs which meet current requirements for 
performance indicators (i.e., 3 star rating and above, or no star rating if the plan is new/has low 
enrollment) would be eligible to default enroll dual eligible beneficiaries into the HIDE-SNP or FIDE-
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SNP if the beneficiary is enrolled in Original Medicare and in the HIDE/FIDE’s parent company’s 
Medicaid managed care organization. Moreover, the expanded authority would apply to any HIDE-
SNP and FIDE-SNP entities that have a Medicaid contract which covers, at minimum, a 
comprehensive set of LTSS as well as home and community-based services with reasonable state-
specified service exclusions and carve-outs. 
 

• Expand CMS’ and MMCO’s authority to allow passive enrollment. Congress can provide CMS with 
the authority to passively enroll beneficiaries in Original Medicare into HIDE-SNPs and FIDE-SNPs 
subject to certain performance thresholds (e.g., 3 star plans).  
 

• Facilitate aligned enrollment. Congress should require CMS to work with states to explore 
additional opportunities to improve aligned enrollment through use of the tools currently available 
to states, including State Medicaid Agency Contract requirements, auto-assignment, marketing, 
and enrollment counselors. As mentioned above, expanded authority to CMS and MMCO to 
conduct passive enrollment is another avenue to increase aligned enrollment.  

Problem 2: Multiple stakeholders have identified that a consistent issue with standing up integrated care 
products and further maintaining enrollment is a lack of beneficiary and provider understanding. This was 
a notable issue in the initial phases of certain MMP programs. Beneficiaries may be faced with the 
possibility of selecting from a PACE program, D-SNP, traditional MA, or traditional Medicare FFS in certain 
markets yet there is currently no consistent source of information that enables them to weigh their options. 

Solutions: 

• Require CMS, MMCO, and ACL, in collaboration with other stakeholders, to develop educational 
materials to be used on the national level on the benefits of integrated care and provide funding 
for ACL to develop state-specific resources for counseling for dually eligible individuals on their 
options for integrated care products. 
 

• Require CMS to update Medicare Plan Finder to include new functionality and information on 
integrated care products. Functionality could include identification of integrated plans, their level 
of integration, and high-level information on the benefits and advantages of integrated care 
products.  
 

• Provide funding for the development of a one-time grant program for states, in partnership with 
the State Health Insurance Assistance Programs (SHIP) TA Center, that would create training 
modules for SHIP counselors and other state-specific education materials for Area Agencies on 
Aging (AAAs), beneficiaries, primary care providers, MA brokers, and other community 
stakeholders. The training grant would support staff time spent developing these materials, 
educating relevant entities on integrated care products and managed care in general, facilitating 
greater coordination between SHIP programs and Medicaid agencies within states, customizing 
materials by region, and other related activities.  
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Problem 3: Given the operational complexity and administrative barriers of integrated products, coupled 
with limited state staffing resources and Medicare expertise, states need additional funding and resources 
to initiate development of an advanced integrated care delivery system. For example, states may have 
competing priorities related to high-cost, high need populations, such as electronic visit verification for 
personal care services and implementation of the HCBS settings rule. States may also not have sufficient 
expertise in Medicare to advance integrated care efforts and may need additional funding to hire additional 
staff and engage external contracts.5 

Solutions: 

• Provide funding for MMCO to create a planning grant program for states pursuing integrated care. 
MMCO would be responsible for creating a grant program for states who wish to apply for a one-
time planning grant to perform a certain set of activities (e.g., hiring new administrative staff with 
Medicaid and Medicare knowledge; building integrated IT infrastructures to connect with CMS’, 
health plans’, and providers’ information systems) related to improving integrated care for existing 
and/or future improvements to integrated care programs. States receiving grant funding would be 
required to implement training for state employees on the dually eligible population and integrated 
care programs. 
 

• Require MMCO to provide robust technical assistance to states looking to advance their integrated 
care programs. MMCO could release guidance outlining a “menu” of policy options states can 
pursue to advance integrated care model, similar to the approach CMS currently uses for states to 
pursue approval for HCBS.   
 

• Revise the definition of FIDE-SNPs to remove the “same plan” requirement to allow D-SNPs with 
state Medicaid contracts meeting FIDE-SNP criteria serving dually eligible beneficiaries in separate 
legal entities sponsored by the parent company to operate as a FIDE-SNP when they can provide 
the same integrated enrollee experience as the FIDE SNP as described in their state contract. 
Regardless of whether the contracts are separated into two legal entities under the same plan 
sponsor, states can still require alignment of administrative, operational, and financial activities to 
integrate care delivery, and provide an integrated care experience to the enrollee.  
 
We stress to Congress that the motivating intent in this recommendation, and in any changes 
considered as a consequence of this RFI, should continue to be to maximize the level of 
coordination and integration of Medicare and Medicaid services. As a consequence, any 
elimination of existing requirements in statute or regulation should be coupled with an explicit 
connection to this intent and should ensure that levels of integration remain protected and 
continue to evolve further. 
 

 
5June 2020 Report to Congress on Medicaid and CHIP, Chapter 2 (MACPAC). 

https://www.macpac.gov/wp-content/uploads/2020/06/Chapter-2-Integrating-Care-for-Dually-Eligible-Beneficiaries-Policy-Issues-and-Options.pdf
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• Provide an FMAP increase to states to help offset the ongoing costs of operating integrated care 
programs to incentivize more state action. States who implement certain kinds of integrated care 
programs would be eligible to receive an increased FMAP (based on the population of dually eligible 
individuals enrolled in the integrated care program) to support operational activities (e.g., 
facilitating care coordination, supporting ongoing oversight, monitoring, and stakeholder 
engagement staffing needs). 

Problem 4: Various integrated products are regulated under different statutory authorities and contain 
variations in basic programmatic features such as payment, enrollment, and marketing. These differences 
lead to unintended incentives for states, plans, and providers to operate one over the other despite serving 
the same general population.  

Solutions: 

• Congress should provide MMCO with the authority over programs serving dual eligible individuals, 
including D-SNPs, PACE, and any other future integrated care products. MMCO should have 
authority to issue any regulations or sub regulatory guidance as it relates to alignment of Medicaid 
and Medicare policy for dually eligible individuals.  Currently, multiple CMS offices have authority 
over D-SNP, Medicaid, the MMP demonstrations, contributing to confusion and impeding the 
advancement of integrated care. Authority over all integrated products would be permanently 
transferred to MMCO, including CMMI’s demonstration authority.  
 
MMCO would have greater oversight and ability to make modifications to integrated care programs 
compared to current limitations in areas such as enrollment, marketing, grievances & appeals, and 
technical assistance (e.g., regular check-in meetings with MMCO, plans, and states). MMCO should 
be able to solution for any administrative misalignments that make it challenging for a beneficiary 
to enroll in an integrated D-SNP, or for plans to administer benefits under both programs. Any 
enhanced oversight should also seek to simplify administration and streamline regulatory 
reporting.  
 
MMCO should also complement the current oversight functions of the CMS regional offices, which 
ensure compliance with Medicare requirements.6 Any shifting of authority over dually eligible 
individuals would not preclude the ongoing responsibilities of these regional offices.  
 

• Uniformly apply the frailty adjuster to all highly integrated products, including HIDE-SNPs. A 
broader application of the frailty adjuster could allow plans to become more competitive in 
Medicaid markets, signaling states to develop policies that shift towards a higher level of 
integration. 
 

 
6 D-SNP Performance Monitoring and Oversight: State Experiences and CMS Resources (ICRC). 

https://www.integratedcareresourcecenter.com/sites/default/files/ICRC_Call_on_D-SNP_Performance_Monitoring_and_Oversight_for_508%20%282%29.pdf
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Problem 5: While MLTSS plans and providers gain valuable insights into dually eligible beneficiaries’ health 
care needs and quality of life through LTSS interventions, fundamental system constraints limit their access 
to primary care provider and other medical utilization data. Improving MLTSS plans’ access to Medicare 
data will allow them to better respond to and coordinate their medical and non-medical needs. Similarly, 
D-SNP plans may not have access to state Medicaid information, such the current HCBS waiver services the 
member receives, or the unaligned MCO the member is enrolled in. 

Solutions: 

• Require CMS to establish a database with Medicare data for all dually eligible beneficiaries that 
MLTSS plans would have access to for their members. The database would include the 
beneficiaries’ Medicare program enrollment and Medicare contract number (if applicable), and 
potentially their Medicare claims data in the future. 
 

• Require states to add standard elements in their 834 Benefit Enrollment and Maintenance Files 
(e.g., Medicare program enrollment, contract number). These elements will enhance MLTSS plans’ 
information on their dually eligible members and support better care coordination.  
 

• Require CMS to provide technical assistance and fund states to build the capacity to share Medicaid 
data with D-SNPs, such as through a centralized state portal.   

Question 3: In your view, which models have worked particularly well at integrating care for dual eligibles, 
whether on the state level, federal level, or both? Please provide data, such as comparative analyses, 
including details on outcome measures and control group definitions, to support your response. 

CMS and states have made significant progress in advancing integrated care models, including through the 
expansion and the increased integration requirements of D-SNPs, as well as through the Financial 
Alignment Initiative. The MLTSS Association believes there are aspects of each of these models that have 
worked well in integrating care, including the ability to pursue aligned enrollment, having a unified member 
appeals and grievances process, developing unified member materials, the ability to share data and provide 
robust care coordination, and provide critical wrap around services, among other aspects.  

Below, we offer a few key findings from a review of the evidence at it relates to the effectiveness of 
integrated care models: 

• Care Coordination: Qualitative interviews from several studies have noted the overall satisfaction 
with care coordination that beneficiaries have experienced in integrated care models. For example, 
a CMS report detailing the results of focus groups across six states participating in the FAI found 
that beneficiaries were pleased with their care coordination experiences, noting that the 
coordinator helped them obtain needed services and engaged in decisions about their care.7 
However, some participants had difficulty identifying their coordinator, and other studies report 

 
7 Beneficiary Experience: Early Findings from Focus Groups with Enrollees Participating in the Financial Alignment 
Initiative (CMS). 

https://innovation.cms.gov/files/reports/fai-focusgroup-issuebrief.pdf
https://innovation.cms.gov/files/reports/fai-focusgroup-issuebrief.pdf
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mixed results on the impact of care coordination on health outcomes like preventive care 
utilization or readmissions.  
 
We want to highlight that care coordination most directly benefits those dually eligible 
beneficiaries with complex care needs. These beneficiaries may have multiple chronic conditions, 
as well as behavioral health, LTSS, and social service needs. Care coordination allows these needs 
to be assessed and addressed through a range of medical and non-medical providers. However, 
other dually eligible beneficiaries without such intensive needs may not benefit from these types 
of services. This consequently can dampen the assessed impact of care coordination, where 
positive beneficiary experiences do not necessarily translate into significant improvements in 
health outcomes and utilization.  
 

• Utilization: There is strong evidence noting integrated models contribute to reductions in nursing 
facility stays and increases in use of HCBS. For example, an ASPE report assessing FIDE-SNP 
members found dually eligible individuals to have lower institutional care use and greater use of 
HCBS compared to duals enrolled in regular Medicare Advantage plans.8 Another study assessing 
the Minnesota Senior Health Options (a state-specific program operating as a FIDE-SNP) found 
enrollment associated with differences in long-term nursing facility stays and greater use of HCBS.9 
Integrated care models covering LTSS are adept ensuring beneficiaries remain in the setting of their 
choice. This is indicative of the person-centered care planning process practiced by plans, which 
must reflect the member’s needs and preferences and address how these needs will be met by a 
combination of covered services and available community supports.10 
 

• Data Availability: Significant gaps in evaluations of integrated care products remain. Availability of 
Medicaid cost information is limited, which may lessen measured savings given success in reducing 
institutional care (which Medicaid primarily pays for). Other studies report conflicting results with 
regard to hospitalizations, ED visits, and readmission rates. While MMPs have been evaluated 
extensively, research on the effectiveness of FIDE-SNPs is much more limited. As states continue 
to advance their integrated care models, more research into the exact components that are most 
effective and beneficial to members should continue to be rigorously studied.  

Critical to the pursuit of more advanced integrated care models is the inclusion of LTSS. States with D-SNPs 
that are responsible for covering and coordinating LTSS are best equipped to maximize integration 
opportunities provide whole-person care. As previously mentioned, given the percentage of dually eligible 
individuals that use LTSS, D-SNPs responsible for these services are best positioned to coordinate the 
complex care needs of these members.  

 
8 Comparing Outcomes for Dual Eligible Beneficiaries in Integrated Care: Final Report (ASPE). 
9 Effects of Integrating Care for Medicare-Medicaid Dually Eligible Seniors in Minnesota (Anderson et al). 
10 Guidance to States using 1115 Demonstrations or 1915(b) Waivers for Managed Long Term 
Services and Supports Programs (CMS). 

https://aspe.hhs.gov/reports/comparing-outcomes-dual-eligibles
https://pubmed.ncbi.nlm.nih.gov/29979947/
https://www.medicaid.gov/Medicaid/downloads/1115-and-1915b-mltss-guidance.pdf
https://www.medicaid.gov/Medicaid/downloads/1115-and-1915b-mltss-guidance.pdf
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We also recognize that there exist varied opportunities for states to advance integrated care, given the 
unique priorities, populations, resources, and potential legislative and regulatory barriers that characterize 
each state. Consequently, states vary in their current progress towards more integrated care delivery 
models, and thus rather than recommend a specific model, we support working collaboratively with states 
on their own unique best approach to advance integrated care. This extends to how states can best 
incorporate responsibility for LTSS into their integrated care delivery systems. States without broader 
MLTSS programs may consider implementation of a capitated D-SNP model, whereas others may consider 
implementation of a statewide MLTSS program. 

Under a capitated D-SNP model, a state contracts with D-SNPs to cover a comprehensive set of Medicaid 
benefits, including LTSS. Washington, DC is leveraging a 1915(a) waiver to implement a fully aligned and 
integrated program more rapidly for full-benefit duals. Idaho has also implemented a capitated D-SNP 
model and has used the program as a foundation to develop a complementary mandatory MLTSS program 
for full-benefit dually eligible beneficiaries opting out of the D-SNP.  

If a state pursues a statewide MLTSS program it can explore implementation of a FIDE-SNP model with 
aligned enrollment, assuming behavioral health services are also carved into managed care contracts. There 
exists a spectrum of MLTSS contract types that states can pursue, including a comprehensive managed care 
program that includes LTSS and non-LTSS benefits, or plans that only provide LTSS benefits.  

Still, other states may not be yet ready to implement MLTSS and may instead prefer to strengthen care 
coordination requirements within their existing FFS LTSS system and leverage state Medicaid agency 
contracts (SMACs) to coordinate with the state. Washington state leverages this approach for its HIDE-
SNPs.  

Question 4: After reviewing these models, would you recommend building upon current systems in place 
(e.g. improving aligned enrollment and/or coordination of care between two separate Medicare and 
Medicaid plans) or starting from scratch with a new, unified system that effectively assigns each beneficiary 
to a primary payor based on their needs? 

The MLTSS Association has concerns with taking a “starting from scratch” approach, given the varied and 
unique circumstances of where states are in their current integrated care delivery models. Entirely new 
systems, without taking into account the dynamics of particular states, may not be feasible from an 
operational and resourcing perspective. States may not have the resources to implement a new program, 
given competing priorities and limited staffing. States may also not have the necessary Medicare expertise 
to develop more integrated delivery models. In the event any new unified system is created, it is thus 
imperative that the model remains optional to states.  

Further, we underscore that any new system will have to solution for the numerous administrative and 
policy complexities that characterize our integrated care delivery system. These complexities highlight that 
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any single solution may not be a panacea to advance integrated care – which instead requires a state-by-
state approach. MACPAC outlines a number of considerations, outlined below:11 

• Eligibility: Determining what populations would be eligible for the new integrated care model, 
including whether to limit eligibility to full benefit duals and acknowledge the varied population 
carve-outs that states have for their managed care plans.  

• Beneficiary protections and enrollment: How to preserve beneficiary choice within the new 
integrated care model, maintaining access to existing providers, how beneficiaries would 
voluntarily enroll into the new unified program, and the appeals and grievances process. 

• Benefits: Contents of the unified program’s benefit package, the varied carve-outs of services 
across state Medicaid programs. 

• Managed care: Emergence of managed care structures to populations and providers not used to 
managed care, care coordination requirements  

• Federal oversight: Federal versus state oversight responsibilities, preserving state flexibility to 
participate.  

• Financing: Alignment of incentives and shared savings between the federal government and states, 
federal and state shares of financing, risk mitigation.  

As previously noted, we remain committed to building upon the existing regulatory framework currently in 
place to advance integrated care and working with states on an individual basis as they consider their own 
unique approaches to solutioning for the considerations above. We also recommend Congress review our 
own integrated policy proposals described in question 2, which encompass iterative changes to our current 
integrated care delivery system to ease enrollment burdens, promote beneficiary awareness, and better 
facilitate care coordination.  

In addition, we wholeheartedly support both the Advancing Integration in Medicare and Medicaid Act 
(AIM), which requires states to develop a strategy for integrating and coordinating health benefits for full-
benefit dually eligible beneficiaries. We also support the Supporting States in Integrating Medicare and 
Medicaid Act, which provides additional funding support to states to develop these strategies. These bills 
set states on the path towards more integrated care delivery models, while also deferring to states on best 
developing their own unique approaches to that end.  

Question 5: If you believe a new unified system is necessary, what are key improvements we should 
prioritize? What would such a system look like? Please provide details on financing, administration ( e.g. 
federal government vs. state government), benefit design elements, on whether such a system should be 
voluntary or mandatory for states, and consumer choice and patient safety protections. 

While we recommend building on our existing framework, we also recognize the success of the Financial 
Alignment Initiative and the additional critical flexibilities provided to plans to deliver integrated care. As 
the Medicare-Medicaid Plans (MMPs) end in 2025, we recommend Congress review those elements proven 
most successful during the demonstration and consider their inclusion in our current integrated delivery 

 
11 March 2021 Report to Congress on Medicaid and CHIP, Chapter 6 (MACPAC).  

https://www.mltss.org/post/the-national-mltss-health-plan-association-s-policy-proposals-to-advance-integrated-care-1
https://www.macpac.gov/wp-content/uploads/2021/03/March-2021-Report-to-Congress-on-Medicaid-and-CHIP.pdf
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system, either through new legislation, Medicare or Medicaid authorities, or new demonstrations. We 
identify those MMP elements we believe are more crucial in integrated care models in question 2. 

Question 6: How can disruption be minimized for current beneficiaries should any changes to the current 
system of coverage be made? 

In any changes made to the current integrated care landscape, we recommend Congress and CMS to apply 
lessons learned from the MMP demonstration in ensuring certain consumer protections and guardrails. 
Specifically, we recommend the following: 

• Preserving beneficiary choice in selecting a Medicare product; if a beneficiary has actively chosen 
another Medicare product (e.g., standalone D-SNP, HIDE, or FIDE SNP) they should not be moved 
through passive or default enrollment to another option.  

• Notifying beneficiaries 60 days prior to any changes, with continuity of care provisions in place for 
6 months.  

• Beneficiaries should have 60 to 90 days to opt out of the new product.  
• If passive or default enrollment is used, plans accepting beneficiaries should have at least a 3 star 

rating. 
• Consumer protections floor should follow MMP guidelines. 

Question 7: In your analyses of data on dual eligibles, did you consider continuity of enrollment status or 
consistency of full and partial dual eligible status during a year? 

a. Are there different coverage strategies that should be employed for "partial" dual eligibles vs. 
"full" dual eligibles when it comes to improving outcomes, such as MedPAC's recommendation 
on limiting D-SNP enrollment to "full" dual eligibles only?  
 

Partial dual beneficiaries are similar to full dual beneficiaries along multiple dimensions and should be an 
important part of a state or plan’s integrated care strategy. Research has shown that partial duals are 
demographically more similar to full dual beneficiaries than they are to Medicare-only beneficiaries (i.e., 
younger and more ethnically diverse).12 Partial duals also experience social, functional, and medical needs 
at rates similar to full duals. Notably, compared to both full duals and Medicare-only beneficiaries, partial 
dual beneficiaries have higher rates of chronic conditions such as congestive heart failure (CHF), chronic 
obstructive pulmonary disease (COPD), diabetes, and hypertension (high blood pressure).13 

The same analysis found that among Medicare beneficiaries with any partial dual status during a 30-month 
period, 56% have a Medicaid coverage change. Among those who began the 30-month period as partial 
duals, one-third experience at least one change in coverage, and 16% have multiple coverage changes (e.g., 
losing and then regaining coverage). Over a 12-month period, 17% of partial dual beneficiaries had a 
Medicaid coverage change. Among partial dual beneficiaries who began the 30-month study as partial duals 
and who temporarily lost dual eligibility status during the study period, initial loss of eligibility was most 

 
12 Advancing-the-Policy-Environment-to-Address-the-Unique-Needs-of-Partial-Dual-Eligible-Beneficiaries.pdf 
(atiadvisory.com) 
13 A-Profile-of-Medicare-Medicaid-Dual-Beneficiaries.pdf (atiadvisory.com) 

https://www.atiadvisory.com/wp-content/uploads/2021/06/Advancing-the-Policy-Environment-to-Address-the-Unique-Needs-of-Partial-Dual-Eligible-Beneficiaries.pdf
https://www.atiadvisory.com/wp-content/uploads/2021/06/Advancing-the-Policy-Environment-to-Address-the-Unique-Needs-of-Partial-Dual-Eligible-Beneficiaries.pdf
https://atiadvisory.com/wp-content/uploads/2022/06/A-Profile-of-Medicare-Medicaid-Dual-Beneficiaries.pdf
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commonly one-month in length. Nearly half of partial dual beneficiaries who temporarily lost dual eligibility 
regained it within two months, and nearly 60% regained it within three months. Approximately 10% of 
partial duals shift to full dual status over a 30- to 36-month period.14 Evidence has shown that beneficiaries 
who cycle in and out of Medicaid eligibility may face disruptions in care, leading to poor health outcomes 
and increased costs for Medicare and the states.15 

As such, it is important to avoid viewing partial duals as a population that is uniquely distinct from the full 
dual population. Given that partial duals are clinically (and non-clinically) similar to full dual and at high risk 
of Medicaid spenddown and could soon enter full dual status, these beneficiaries would benefit from many 
of the same interventions and benefits as full duals. 

We recommend that partial duals should continue to be permitted to enroll in D-SNPs. Including partial 
dual beneficiaries does not hinder the plan’s ability to serve full duals, and the high-touch care model and 
benefit design allow the plan to effectively target care to the unique needs of partial dual enrollees. For 
instance, all D-SNPs are designed with an evidence-based model of care that includes an individualized care 
plan and interdisciplinary care team that is equipped to manage the complex care needs of dually-eligible 
individuals. Additionally, D-SNPs are more likely to offer Special Supplemental Benefits for the Chronically 
Ill (SSBCI), which are non-medical in nature and include services such as social engagement, meal delivery, 
non-medical transportation, and pest control (33% of D-SNPs vs 12% of non-SNPs in 2021). D-SNPs are also 
more likely to offer “LTSS-like” supplemental benefits such as in-home support services and caregiver 
supports (25% of D-SNPs vs 9% of non-SNPs in 2021).16 

Furthermore, allowing partial dual enrollment in a D-SNP helps to facilitate a more seamless transition into 
integrated care if the individual moves into full dual status. This will promote continuity in the beneficiary’s 
relationships with their plan, providers, and case managers. Medicaid plans would also already have data 
on their historical utilization from paying Medicare cost-sharing, which will enhance their ability to 
effectively manage their care. A recent study showed that partial duals enrolled in D-SNPs transitioned to 
full dual status at a higher rate compared to those enrolled in FFS, suggesting that D-SNPs are proactively 
monitoring and connecting individuals to resources as their financial and medical situations evolve to 
ensure their access to the benefits for which they qualify.17 Given the patterns of Medicaid eligibility 
volatility described above and the ability of D-SNPs to help mitigate the impacts, allowing partial dual 
enrollment in D-SNPs could help reduce the negative impacts of eligibility churn. 

However, while there are benefits to allowing partial duals to continue to access D-SNPs, it is also important 
to acknowledge the complications and additional administrative burden this policy poses on plans with 
regards to development of member materials and communications. Inclusion of partial duals will require 

 
14 Partial Dual Beneficiaries (elevancehealth.com) 
15 Lakhmani, E.W., Lomas, A., & Wood, E. (2022, March). Preventing and Addressing Unnecessary Medicaid Eligibility 
Churn Among Dually Eligible Individuals: Opportunities for States. Integrated Care Resource Center. 
16 Advancing-the-Policy-Environment-to-Address-the-Unique-Needs-of-Partial-Dual-Eligible-Beneficiaries.pdf 
(atiadvisory.com) 
17 A study commissioned by the Elevance Health Public Policy Institute, and conducted by Health Management 
Associates and Berkeley Research Group. Publication forthcoming at https://www.elevancehealth.com/public-policy-
institute/medicare/ 

https://www.elevancehealth.com/content/dam/elevance-health/articles/ppi_assets/47/47_chartbook.pdf
https://www.integratedcareresourcecenter.com/sites/default/files/ICRC_Addressing_Medicaid_Churn.pdf
https://www.integratedcareresourcecenter.com/sites/default/files/ICRC_Addressing_Medicaid_Churn.pdf
https://www.atiadvisory.com/wp-content/uploads/2021/06/Advancing-the-Policy-Environment-to-Address-the-Unique-Needs-of-Partial-Dual-Eligible-Beneficiaries.pdf
https://www.atiadvisory.com/wp-content/uploads/2021/06/Advancing-the-Policy-Environment-to-Address-the-Unique-Needs-of-Partial-Dual-Eligible-Beneficiaries.pdf
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plans to develop multiple sets of member materials based on plan alignment, as well as to educate 
beneficiaries on their dual enrollment status, which will be complex to implement. To address some of 
these complications, plans could establish a separate plan benefit package (PBP) for partial duals, which 
would allow enrollees to be switched administratively between benefit packages if their dual eligibility 
status changes.18 This would be a solution in states that choose to include the partial benefit duals in their 
SMACs with Coordination-Only D-SNPs (CO-DSNPs).  

Another potential challenge facing partial duals is that some states may choose to limit enrollment in HIDE 
and FIDE SNPs to full-benefit dual eligibles (FBDEs). If partial duals are excluded from a state’s SMAC, there 
is a risk that partial duals no longer have a managed care option for Medicare. This is because regular MA 
plans continue to be restricted to a limited number of dually eligible members, in order to comply with the 
CMS prohibition on “D-SNP look-alike” plans (i.e., regular MA plans with 80% or more dual enrollment). To 
facilitate continued access for partial duals to D-SNPs, we recommend that Congress consider requiring 
states that limit D-SNP enrollment to FBDEs to, in turn, require their D-SNPs to have a separate PBP for 
partial duals. Pennsylvania and Virginia currently do this.  

We also recommend that Congress work with CMS and states to align standard definitions and criteria for 
partial duals’ eligibility categories. Currently, state definitions do not always align with CMS’ definitions – 
for instance, the Qualified Medicare Beneficiary (QMB)-only category can fall into either full or partial dual 
status, depending on the state. Standardizing criteria will streamline plans’ ability to consistently identify 
partial and full duals, thereby reducing enrollment errors. To ensure plans are receiving the most accurate 
information, states should also be required to provide plans with an eligibility crosswalk that aligns with the 
data they report to CMS, since the eligibility categories they report in state portals are often not aligned 
with what is reported to CMS. 

Finally, Congress should direct CMS to test programs that address LTSS needs in partial dual beneficiaries. 
We recommend that the Center for Medicare and Medicaid Innovation (CMMI) and/or the Medicare-
Medicaid Coordination Office (MMCO) design a demonstration that allows D-SNPs to provide an expanded 
set of LTSS to dually eligible beneficiaries with functional frailty and/or cognitive impairment, including 
partial duals.  

For example, the Community-Based Independence for Seniors Act (bipartisan legislation which has been 
introduced by Congress numerous times, including in 2015, 2017, and 2019) proposed a demonstration 
program targeting a limited set of home- and community-based services (HCBS) to low-income Medicare 
beneficiaries aged 65 and older who need assistance with at least two ADLs, with the goal of helping older 
adults stay in their homes and preventing Medicaid spenddown. Under the proposal, benefits would be 
limited to $400 per beneficiary per month and includes homemaker services, home-delivered meals, 
transportation services, respite care, adult day care services, safety and other equipment, and other 
services the Secretary deems appropriate.19 

 
18 June 2021 Report to Congress on Medicaid and CHIP, Chapter 6 (MACPAC) 
19 https://lindasanchez.house.gov/sites/lindasanchez.house.gov/files/CBI-SNP-116.pdf 

https://www.macpac.gov/wp-content/uploads/2021/06/June-2021-Report-to-Congress-on-Medicaid-and-CHIP.pdf
https://lindasanchez.house.gov/sites/lindasanchez.house.gov/files/CBI-SNP-116.pdf
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This approach to introducing LTSS into Medicare would help to build the evidence base for effective 
coverage strategies for partial dual beneficiaries in a much more targeted way than efforts to study the 
impacts of receiving LTSS-like supplemental benefits through the MA supplemental benefit authorities, as 
currently designed. Under current authorities, “LTSS-like” supplemental benefits remain extremely limited 
and cannot be targeted based on dual status. It has also not been clear whether MA plans can target 
supplemental benefits based on functional and cognitive need; however, even if this is clarified, as 
suggested in the Calendar Year (CY) 2024 Medicare Advantage and Part D (MAPD) Proposed Rule, the other 
limitations still remain. 

b. Studies indicate that frequent plan switching can have a negative impact on beneficiary health 
outcomes, especially for dual eligibles who are enrolled in aligned managed Medicare and 
Medicaid products. CMS and States have taken different policy approaches to reduce excessive 
switching. Which of those policies have the best data on improving cost-effectiveness, clinical 
outcomes, and/or beneficiary satisfaction? Which of these approaches can be expanded to apply 
more widely across States?  
 

The MLTSS Association believes that frequent plan switching results in a lower-quality experience for 
beneficiaries and interferes with plans’ ability to provide effective and consistent care management. 
Further, the overwhelming number of plan options that dually eligible beneficiaries face renders market 
choice virtually meaningless. Therefore, we support two policies that streamline the beneficiary 
experience, reduce unnecessary complexity faced by beneficiaries, and promote continuity of care: 

D-SNP Deeming Periods 

We recommend that Congress direct CMS to work with states and D-SNPs to implement eligibility 
“deeming periods,” which allow individuals who lose their Medicaid eligibility to remain enrolled in their 
D-SNP, if they are expected to again be eligible for Medicaid within 6 months. D-SNPs have the flexibility 
to offer this coverage for 30 days up to 6 months, and some states require D-SNPs to implement deeming 
periods of 90 days. These periods help reduce Medicaid churn by providing continued access to a 
beneficiary’s care coordinators and providers, ensuring that there are no gaps in care coordination and 
delivery, thereby reducing costs and improving outcomes. 
 
However, current policy includes disincentives for D-SNPs to offer deeming periods, since they will not 
recoup costs in instances where an individual loses Medicaid eligibility altogether or shifts into an MSP 
with additional cost-sharing liability. We encourage Congress to consider directing CMS, in collaboration 
with states, to fund a portion of the costs during this period when an individual does not regain eligibility 
for the SNP, which would help maximize the use and financial predictability of deeming periods and 
encourage D-SNPs to offer longer periods. 

Continuous SEP for Integrated Care Products 

As noted in our response to Question 2, we recommend the creation of a new special enrollment period 
for beneficiaries to enroll into an integrated care product on a continuous (monthly) basis. For background, 
until January 1, 2019, the SEP was continuous, meaning that dually eligible beneficiaries could enroll, 
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disenroll, or switch plans monthly. After that date, CMS modified the SEP to limit changes to coverage to 
once per quarter for the first nine months of the year (i.e., three times per year). 
 
Under the Association’s integration proposal, which is aligned with a proposal from MACPAC20, dually 
eligible beneficiaries in Original Medicare would be allowed to enroll into a managed care product (i.e., D-
SNP or MMP) on a continuous (monthly) basis. Once enrolled, beneficiaries should not be allowed to switch 
between D-SNP/MMP products outside of existing enrollment timelines. This is not intended to change 
existing enrollment timelines for those already enrolled. Limiting the SEP to new enrollments in integrated 
care products helps to increase beneficiary choice and facilitate better and more consistent care 
management. 

Question 8: What is the best way to ensure that this system takes into account the diversity of the dually 
eligible population and is sufficiently targeted to ensure improved outcomes across each sub-group of 
beneficiaries? How should these sub-groups be defined and how should the data be disaggregated? 
Please provide examples of methodology and the evidence-based rationale for each example. 
 
Individuals who are dually eligible for Medicare and Medicaid are by definition lower-income, racially and 
ethnically diverse, and experience disproportionate rates of chronic illness, behavioral health conditions, 
and social risk factors than those who are eligible for only one program. 42% of duals are aged 65 and 
younger, compared to 8% of Medicare-only beneficiaries.21 49% of dually eligible beneficiaries receive 
LTSS.22 Notably, the Medicare program spends over twice as much on medical care, on average, for 
community-dwelling dual eligibles who need LTSS compared to those who do not. Part D drug spending 
also increases considerably when an individual has LTSS needs, reflecting the strong correlation between 
frailty and medical experiences.23 

MLTSS plans serve a diverse population of individuals with complex care needs – roughly half of their 
members are age 65 and older and half are individuals under age 65 with a wide range of disabilities 
including intellectual and developmental disabilities (I/DD), physical disabilities, cognitive impairment, 
severe mental illness, and behavioral health issues. Plans anticipate, identify, and meet the complex care 
needs of their members in a way that maintains or improves the individuals’ quality of life in accordance 
with their goals and preferences and manages overall, efficient delivery of care. 

We recognize that collecting and disaggregating data is paramount to identifying and addressing disparities 
that may appear among the extremely heterogeneous dually eligible population. Any efforts to measure 
diversity at the plan level should account for wide variation in state policies around eligibility, enrollment, 
and program design (e.g., population carve-outs, benefit carve-outs). While there are limitations to 

 
20 June 2020 Report to Congress on Medicaid and CHIP, Chapter 2 (MACPAC). 
21 Advancing-the-Policy-Environment-to-Address-the-Unique-Needs-of-Partial-Dual-Eligible-Beneficiaries.pdf 
(atiadvisory.com) 
22 https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-
Medicaid-Coordination-Office/Downloads/MMCO_Factsheet.pdf 
23 Home and Community-Based Services: Just One Piece… | Arnold Ventures 

https://www.macpac.gov/wp-content/uploads/2020/06/Chapter-2-Integrating-Care-for-Dually-Eligible-Beneficiaries-Policy-Issues-and-Options.pdf
https://www.atiadvisory.com/wp-content/uploads/2021/06/Advancing-the-Policy-Environment-to-Address-the-Unique-Needs-of-Partial-Dual-Eligible-Beneficiaries.pdf
https://www.atiadvisory.com/wp-content/uploads/2021/06/Advancing-the-Policy-Environment-to-Address-the-Unique-Needs-of-Partial-Dual-Eligible-Beneficiaries.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/MMCO_Factsheet.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/MMCO_Factsheet.pdf
https://www.arnoldventures.org/stories/home-and-community-based-services-just-one-piece-of-the-puzzle
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consistently collecting these data currently, we recommend taking steps to define and disaggregate data 
on dually eligible beneficiaries according to the below characteristics: 

1. Demographics: Age, race/ethnicity, gender identity, sexual orientation, geography (urban vs. 
rural), income and asset levels, preferred language 

2. Clinical and Functional Need: Severity and nature of chronic conditions, disability, functional 
status 

3. Insurance Coverage: Partial vs. full dual status, Medicare Advantage vs. Fee-for-Service, 
participation in Medicare Savings Program 

4. Setting: Nursing facility, community-based setting, home 
 

Given the diversity of the dually eligible population, outcomes may vary significantly among subgroups. For 
instance, outcomes are often not the same for Medicaid beneficiaries with LTSS needs vs. those without 
LTSS needs (i.e., “community well” duals) – those with LTSS needs may have conditions that will not improve 
over time due to the nature of the condition, and may be more focused on outcomes such as quality of life, 
independence, community inclusion, and beneficiary choice and control. As another example, employment 
may be the desired outcome among younger adults with disabilities but may be less relevant for the older 
adult population. Furthermore, there is a pressing need for better quality measurement for LTSS/HCBS. In 
August 2022, CMS took a major step in releasing a recommended HCBS quality measure set, but the 
measure set did not prioritize the extensive set of measures and remains optional for states (though CMS 
guidance introducing requirements for certain programs is forthcoming).24 

We encourage Congress to consider the following policy proposals to ensure that this system accounts for 
the diversity of the dually eligible population and is sufficiently targeted to ensure improved outcomes 
across each sub-group of beneficiaries: 

Uniformly Apply the Frailty Adjuster  

We recommend that Congress consider a legislative change to allow CMS to apply the frailty adjuster to all 
highly integrated products to incentivize development of plans to address the unique disparities faced by 
dually eligible beneficiaries. Currently, FIDE SNPs are the only D-SNP plan type that are eligible to receive 
the frailty adjustment to their capitation rates. This adjustment is available to FIDE SNPs only if the plan has 
an average frailty score equal to or above the annually updated Program of All-Inclusive Care for the Elderly 
(PACE) frailty score (as measured by plan participation in the Health Outcomes Survey or Health Outcomes 
Survey-Modified). The frailty adjuster is authorized under SSA Section 1853(a)(1)(B)(iv).  

The MLTSS Association has consistently recommended the expanded application of the frailty adjuster to 
all highly integrated products. The distinction between FIDE SNPs and other SNP plan types (HIDE and 
Coordination-only) almost uniformly stems from individual state policy decisions in the management of 
their Medicaid services, and not demographic or acuity makeup. If states choose not to “carve in” MLTSS 
and behavioral health services into their Medicaid programs, then no plans operating in that state will 
achieve FIDE SNP status. Despite this, the beneficiary demographic and acuity scores between across D-
SNPs are very similar. Thus, the problem that the frailty adjuster was intended to solve for – 

 
24 https://www.medicaid.gov/federal-policy-guidance/downloads/smd22003.pdf 

https://www.medicaid.gov/federal-policy-guidance/downloads/smd22003.pdf
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disproportionate financial impact of high acuity frail individuals – is faced by all types of D-SNPs. Yet many 
of those SNPs cannot avail themselves of the existing policy solution for that problem for reasons entirely 
outside of their control. Moreover, because states are primarily responsible for determining the level of 
integration options available to MA plans, the frailty adjuster cannot meaningfully act as an incentive for 
MA plans to stand up FIDE SNPs over other less integrated options.  

Incorporate Functional Status within MA Risk Adjustment 

The MLTSS Association recommends that Congress direct CMS to more effectively incorporate functional 
status with the existing MA risk adjustment model. As stated in a 2018 Government Accountability Office 
report, the MA risk adjustment model underestimates spending on individuals’ functional status and their 
ability to perform daily activities such as bathing or dressing.25 The report goes on to highlight the 
challenges associated with collecting the data needed to inform the inclusion of such functional information 
in the risk adjustment process, stating in relevant part that “nearly three-fourths of beneficiaries do not 
receive health care in settings where functional status information is routinely collected.”26 Currently, the 
only functionally-informed payment adjustment in the MA payment system is the FIDE SNP frailty adjuster 
(as described above), which is limited to a very small subset of plans and tied to the use of the HOS and 
HOS-M surveys. Notably, the CY 2024 MAPD Proposed Rule proposes to allow C-SNPs to address functional 
(physical and cognitive) decline. If finalized, this presents C-SNPs with another opportunity to collect data 
on dual eligibility and/or key Medicaid services that are critical for the model to work (for duals enrolled 
and for individuals who do not yet have access to Medicaid services). 

The MLTSS Association recognizes the challenges associated with collecting and operationalizing functional 
status data. There is no uniform standardized approach in collecting data on functional status given the 
wide range of different assessment tools. Through the Testing Experience and Functional Tools (TEFT) 
Program, CMS has tested a set of functional assessment items they have been promoting with the states 
for use with HCBS waiver programs – the Functional Assessment Standardized Items (FASI). However, states 
have been slow to adopt FASI.  

Moreover, the translation of that data into usable encounter or claims-level information poses a challenge. 
CMS could look to state-based efforts as a reference point for changes to the existing MA risk adjustment 
model. However, while a handful of state Medicaid agencies have developed processes for adjusting for 
functional status in rate setting for MLTSS plans (i.e., New York and Wisconsin)27, these efforts remain 
extremely limited. We recommend that Congress direct CMS to further explore LTSS and D-SNP functional 
adjustments and work collaboratively with states to identify the most critical variables to support risk 
adjustment. 

 
25 Government Accountability Office. Benefits and Challenges of Payment Adjustments on Beneficiaries’ Ability to 
Perform Daily Tasks. September, 2018, GAO Publication No. 18-588. Available at: https://www.gao.gov/assets/gao-
18-588.pdf 
26 Ibid. 
27 Center for Health Care Strategies, Inc. Developing Capitation Rates for Medicaid Managed Long-Term Services and 
Supports Programs: State Considerations. January, 2016. Available at: https://www.chcs.org/media/MLTSS-Rate-
Setting_Final1.pdf. 
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While we recognize the multitude of steps it would take in order to meaningfully incorporate functional 
status into the MA risk adjustment process, the MLTSS Association strongly believes that CMS does not 
have to start from scratch. Learning from best LTSS rate setting practices and collaborating with state 
Medicaid and MLTSS plans on data collection activities would serve as a strong starting point. We welcome 
the opportunity to discuss these issues with you further. 

Monitor Efforts to Explore Measures of Social Risk 

To date, CMS has almost exclusively relied on dual-eligibility status as a proxy for whether plans and 
providers larger proportion of patients at high risk for poor health outcomes due to social risk factors. 
However, these approaches mask the heterogeneity of the dually-eligible population and their needs and 
may fall short of providing an additional incentive for plans and providers to innovate to meet the needs of 
dual-eligible beneficiaries.  

While social risk adjustment is still in early stages of development and remains conceptually controversial 
and operationally challenging, there is an opportunity to monitor and evaluate existing efforts to explore 
the impacts of using measures of social risk. In the CY 2024 MAPD Proposed Rule, CMS proposes to risk-
adjust several Part D measures by social risk factors, starting with dual-eligibility. CMS has also introduced 
a new Health Equity Index (HEI) reward in its Star Ratings program, which entails measuring outcomes for 
a subset of beneficiaries with certain social risk factors (starting with dual-eligibility, LIS, and disability 
status) and rewarding the plan according to their performance. However, as noted above and in the Rule, 
more work is needed to identify additional measures of social risk beyond these factors, as well as to 
identify disability status more comprehensively than reason for Medicare enrollment, especially since many 
Medicare beneficiaries develop a disability after aging into Medicare. 

The new Realizing Equity, Access, and Community Health (REACH) model may provide a promising direction 
for developing other social risk factors beyond dual-eligibility status. Participating organizations are 
required to collect information on social risk factors, which will be incorporated in a new risk-adjustment 
approach that increases payments for providers who treat more at-risk populations on the basis of a metric 
that combines Area Deprivation Index (ADI) scores and the percentage of accountable care organization 
patients who are dually eligible. However, in the CY 2024 MAPD Proposed Rule, CMS stated that they 
considered including the ADI in the newly proposed HEI reward but found that it explains very little of the 
variation in the quality of care received beyond enrollee-level dual-eligibility status, low-income subsidy 
(LIS) status, and disability information. CMS should continue to monitor these efforts closely to inform how 
it impacts health equity. We recommend substantive testing of any new social risk adjustment approaches 
prior to implementation (even as a display measure) to protect against any unintended consequences. 

Question 9: Does your data identify subgroups of individuals for whom having coverage from two payors 
is inefficient or is associated with worse clinical outcomes, as seen in academic literature?  
Any plan data to share on duals receiving inefficient care or exhibiting worse clinical outcomes? Any data 
illustrating disparities for subgroups of duals? 
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Question 10: There are individuals who can, or must, expend their assets on medical care until they 
financially qualify as dually eligible. Such spending can get these individuals access to long-term care 
under Medicaid, which Medicare would not cover. Another pathway to eligibility involves Medicaid 
beneficiaries who develop End-Stage Renal Disease (ESRD) and become Medicare eligible. 

a. Is there data that demonstrates the cost-effectiveness of providing select supplemental benefits 
to Medicare Advantage beneficiaries that may help them avoid becoming Medicaid eligible 
through high spending on medical care?  
 

In 2019, CMS expanded the definition of primarily health-related benefits to allow MA plans to cover 
supplemental benefits related to services such as adult day care, home-based palliative care, in-home 
support services, and caregiver support. One year later, plans were allowed to offer SSBCI (described above) 
to address beneficiaries’ broader social needs. Despite these new flexibilities, MA supplemental benefits 
remain relatively restricted given the finite number of rebate dollars available to fund such benefits. Most 
MA plans continue to dedicate much of their rebate dollars toward medical services excluded from 
Medicare FFS, including vision, dental, and hearing. Additionally, to date, there is no required plan reporting 
of utilization data for these benefits, so there is no way of measuring who is receiving the benefits, let alone 
the impacts of receipt on health outcomes and health care spending.   

We caution Congress against engaging in this line of thinking around supplemental benefits as a means of 
preventing Medicaid eligibility. While these benefits offer a valuable opportunity to provide some “LTSS-
like” services to Medicare beneficiaries who are not yet Medicaid eligible, there is likely a limited impact of 
the benefits on Medicaid eligibility given the limited scope, volume and duration of MA supplemental 
benefits. To help illustrate this, the monthly cost for a home health aide, adult day care, and one home-
delivered meal for five days a week is approximately $4,200, $1,560, and $230, respectively; in contrast, in 
2022, the average rebate dollar amount was $164, and on average, $36 were spent on Part A and Part B 
supplemental benefits (i.e., including dental, vision, and hearing benefits). As another example, in 2021, 
50% of MA plans offered fewer than 60 hours of in-home support services (i.e., personal care) per year, 
which amounts to a little over one hour per week.28 

Further, currently, plans may not target supplemental benefits based on dual eligibility or LIS status (in 
contrast, this is allowable in the Value-Based Insurance Design demonstration under CMMI authority). The 
inability to target benefits based on dual eligibility status or low-income as a primary targeting criterion 
dulls MA plans’ ability to impact the pre-dual or partial dual population in a significant way. 

Consequently, covering these types of benefits is critical for MA plans to remain market competitive and 
to better serve their members. However, electing to cover expanded benefits can result in a “benefit 
crowd-out,” where MA plans’ selection of one novel supplemental benefit effectively precludes them from 
covering some other benefit that may be equally beneficial. This dynamic stems from the fact that increased 
supplemental flexibilities have not been paired with corresponding increases in rebate dollars available to 
pay for such benefits. Despite the risk of crowd-out, D-SNPs cover these types of expanded health-related 
benefits at higher rates than other MA plans. D-SNPs may also be forced into these situations through 
requirements in their State Medicaid Agency Contracts (SMAC), which often outline specific supplemental 

 
28 Progress-in-Implementing-Non-Medical-Supplemental-Benefits.pdf (atiadvisory.com) 

https://atiadvisory.com/resources/wp-content/uploads/2022/11/Progress-in-Implementing-Non-Medical-Supplemental-Benefits.pdf
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benefits that D-SNPs must offer. Congress should consider other ways of equipping D-SNPs to have the 
resources to deliver a broader range of supplemental benefits to enrollees. 

We encourage Congress to consider additional investments in advancing the implementation and 
utilization of supplemental benefits in Medicare Advantage, including building the evidence base around 
the benefits. We also encourage Congress to explore other pathways for partial duals and pre-duals to 
access LTSS benefit packages.  As described in our response to Question 7, the demonstration program 
proposed in the Community-Based Independence for Seniors Act offers an opportunity to test the provision 
of a limited set of HCBS to dually eligible beneficiaries through D-SNPs.  

b. For Medicaid beneficiaries with risk factors for developing ESRD, such as chronic kidney disease, 
diabetes mellitus, hypertension, etc., which targeted care strategies have been proven to be 
effective at delaying development of ESRD and, in so doing, of Medicare eligibility until they turn 
65 years old? Please share data on the costs vs. benefits of these interventions.  
Any plan data to share? 
 

Question 11: How does geography play a role in dual coverage? Are there certain coverage and care 
management strategies that are more effective in urban areas as compared to rural areas?  

In 2021, the MLTSS Association released a network adequacy framework for HCBS, which defines value in 
terms of Network Adequacy + Quality and highlighted the need to consider variation in how network 
adequacy is defined across States, systems, and provider types. This framework accounts for differences in 
geography and proposes strategies that are more effective in urban vs. rural areas. 

Traditional MCO network adequacy standards rely on time and distance. The rigidity in these standards 
may not best account for the variety of circumstances beneficiaries find themselves in and consequently 
fail to ensure equitable access to a high-quality network of providers. Congress should direct CMS to 
encourage the development of flexible HCBS network adequacy requirements that help MCOs facilitate 
value-based purchasing arrangements with certain groups of providers to incentivize high-quality care and 
promote innovative models of care delivery. 

In rural, frontier, and tribal areas, the experiences, options and cultural parameters of rural living 
necessitate a different approach to HCBS network adequacy than what is utilized in more densely-
populated areas. For example, in rural, less densely populated regions of the country, rather than investing 
in large provider options, plans should look to more innovative, targeted models of service provision relying 
on self-direction or smaller, more nimble agency models. Rural HCBS provision should include compliance 
standards focused on access, stabilization of providers, and quality of the outcomes individuals are 
experiencing. Several states, including New Mexico and others, already allow for different models of 
network adequacy and corresponding standards for urban versus rural or frontier areas. Similar strategies 
need to be put into motion to effectively address the unique needs of tribal populations as well. We 
recommend Congress to direct CMMI to test a comprehensive approach to advancing health equity in rural 
areas and increasing access to more integrated D-SNPs in these areas. This model should encourage public-
private partnerships that engage the community and increase provider collaboration in rural areas through 
Federally Qualified Health Centers (FQHCs), Rural Health Centers (RHCs), and Indian Health Centers (IHCs). 
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In addition, disparities in commutes to access care also exist within urban areas. Although it is important to 
consider driving times, significant portions of city populations do not have access to a car and depend on 
public transportation systems. Thus, commuting times on mass transit systems should be factored into 
travel time. 

Below, we outline additional considerations and strategies that intersect with the geographic 
considerations, including opportunities to leverage technology, self-direction, and workforce innovations.  

Technology and Telehealth  

States and plans should be able to leverage technology and telehealth as part of network adequacy 
standards when part of the member’s preferences. When technology can be leveraged to support 
individuals with disabilities in place of staff, resources can be reallocated to support other individuals who 
require more intensive staff supports or who are currently waiting to receive services. While this can help 
support and augment in-person care in more hard-to-reach areas, it is of course critical that the desires 
and preferences of participants should always drive the decision of when and whether to use technological 
supports in lieu of or in addition to staff. There are participants in Medicaid HCBS programs who have 
expressed preferences to using technology to grow their own independence and reduce their reliance on 
paid staff. For example, the use of telehealth would allow case managers and certain HCBS activities to be 
performed remotely and without the need to travel between destinations, including incidental/episodic 
events that occur and require urgent guidance/support (e.g., employment, housing, welfare and safety, 
transportation). Other examples of technologies include sensory technology to monitor someone with 
cognitive limitations leaving their bed, and automatic reminders and outreach to family members and 
neighbors when a medication has not been taken as scheduled. 

Self-Directed Models 

In general, Congress should direct CMS to promote efforts to expand, enhance, and scale self-direction as 
an option for the provision of LTSS. Health plans often embrace self-direction as a tool for effectively 
addressing network adequacy issues in rural and frontier areas; in situations where provider organizations 
become insolvent and HCBS participants wish to hire existing staff within the organization directly; in 
instances where individuals prefer to identify, recruit, train and hire their own support staff rather than 
going through a provider agency. Regardless, Congress should ensure that CMS and State Medicaid 
Agencies promote similar access to and completion of training on effective practices for direct care 
workers. Additionally, health plans would benefit from greater flexibility and autonomy for monitoring and 
managing potential risks of waste/fraud within self-direction. There are successful models for offering and 
supporting self-directed services in HCBS. The creation of internal controls and intentional investments in 
up-front training options and resources for individuals self-directing their care and their employees helps 
to mitigate implementation challenges. Plans have confirmed self-direction results in only a small 
percentage (if any) of waste or fraud and is a model that correlates with improved participant satisfaction 
and quality of life outcomes.  

Workforce Innovations 



 

23 
 

Finally, network adequacy standards should also vary by provider type and services provided. Congress 
should direct CMS to acknowledge workforce shortages in certain provider types, such as certain behavioral 
health providers and direct care workers, when developing and working with states to develop network 
adequacy standards. These workforce shortages have only been exacerbated by COVID-19, with 1 in 5 
healthcare workers quitting during the pandemic.  

While workforce shortages are pervasive, they are more dire in hard-to-serve regions due to factors such 
as rate issues, challenges with recruiting, and public safety concerns. This is resulting in provider deserts 
where providers are no longer providing services, primarily affecting access and quality in historically 
underserved areas (e.g., remote areas or those perceived to pose a risk to personal safety). For instance, 
one member plan noted they are only able to serve 43% of the referrals they receive, with even greater 
impacts in “home health deserts” where they struggle to recruit and retain a workforce. We recommend 
incorporating these geographic considerations in provider rate-setting as well as greater flexibility allowed 
for plans to innovate, through leveraging other healthcare workers, telehealth, out-of-state behavioral 
health providers; and then by measuring and holding providers accountable to the desired outcomes 
through VBP arrangements.  

While state Medicaid agencies are now trying to address workforce shortages through funding made 
available from the American Rescue Plan Act, the majority of these investments are short-term. We implore 
Congress to consider long-term investments in HCBS, particularly focused on workforce recruitment and 
retention. Commensurate investments through Original Medicare and MA plans are also necessary, given 
the role HCBS plays in services funded by these payer sources. Congress can consider other strategies, such 
as establishing a new Employment-Based Immigration Visa with preference for direct care workforces, to 
further bolster the supply of workers in underserved areas.29  

Conclusion 
Overall, the National MLTSS Health Plan Association urges the need for coordination and integration 
between Medicare and Medicaid benefits to create a seamless experience for dually eligible beneficiaries. 
We welcome the opportunity to work with CMS to operationalize any policy changes Congress is 
considering. If you have any questions, please contact me at mkaschak@mltss.org.  

Sincerely,  

 
Mary Kaschak 
Chief Executive Officer 

 
29Strengthening the HCBS Ecosystem – Responding to Dangers of Congregate Settings during COVID-19 (National 
Council on Disability).  
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