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This issue brief is the second in a series of papers to examine the current status of Medicare-Medicaid
integrated programs and approaches needed to increase program effectiveness and expand program
access for all individuals dually eligible for full Medicare and Medicaid benefits. Based on review of the
literature and available public information, this brief summarizes the elements identified for success and
the barriers encountered by integrated programs. Based on our review of the literature, the brief
concludes with essential questions and next steps for moving forward with federal and state public
policies and care delivery options centered around, informed by, and available to more dually eligible
individuals.1
This issue brief was produced under a grant from Arnold Ventures.

Summary
The 7.7 million people in the country eligible for full benefits under Medicare and individual state
Medicaid programs are diverse in characteristics including age, disability status, medical status- often
having multiple chronic conditions, behavioral health needs, culture and ethnicity, and geographies in
which they live.2 They must navigate a fragmented system of care across the two programs which is
often not integrated or coordinated. Inadequate coordination across medical, behavior health and longterm services and support providers, as well as social support providers, can lead to poor health
outcomes and quality of life. The federal government, states, and other stakeholders have undertaken
important efforts to establish integrated financial and delivery programs to improve integration and
coordination of covered services for dually eligible individuals across the two programs. Yet, today, only
10 percent of dually eligible individuals are enrolled in an integrated program.3
To identify barriers, challenges and success elements of integrated programs, Health Management
Associates (HMA) conducted an extensive literature review of publications and other publicly available
information on current Medicare-Medicaid integrated programs across models and states (See Appendix
A for Bibliography). Our review identified challenges and elements of success for integrating care. The
review also highlighted gaps in information and key questions that need to be answered by
stakeholders, most importantly dually eligible individuals and their families and caregivers, to inform
future policy and program design for integrated programs. Going forward, answers to these questions
and others will assist policy makers at the state and federal levels to determine whether current models
in place need to be modified or different models or new programs must be created to provide
integrated, cost-efficient care that improves quality of life and is accessible to all dually eligible
individuals moving forward.

Introduction
Medicare-Medicaid Dual Eligible Population
In 2019, 7.7 million people in the country were eligible for full benefits under Medicare and individual
state Medicaid programs.4 They are a diverse population in characteristics and needs, including:
•

39 percent are under the age of 65, compared to 9 percent of Medicare-only beneficiaries5
2
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61 percent are female, compared to Medicare-only enrollees, of whom 52 percent are female6
Dually eligible individuals have an average of six chronic health conditions, compared to an
average of four among Medicare-only enrollees7
28 percent report three or more limitations in activities of daily living (ADLs)8, compared to 9
percent of Medicare-only enrollees9
Dually eligible individuals have greater social determinants of health (SDOH) risk factors that
include low health literacy, poverty, lack of transportation, and food and housing insecurity
often in communities that do not have adequate services to meet these needs10
Individuals who reside in rural areas are more likely to be dually eligible than urban Medicare
enrollees11

Dually eligible individuals rely on a range of services provided by the two programs that historically have
not been coordinated and operate in silos. They are more likely to experience gaps in care and
experience poorer health outcomes. They account for high proportions of spending for both programs.
Dually eligible individuals represent 20 percent of all Medicare enrollees and 34 percent of program
costs; they represent 15 percent of all Medicaid enrollees and 33 percent of program costs. 12
The federal government, states, and other stakeholders have undertaken important efforts to establish
integrated financial and delivery programs to improve integration and coordination of covered services
for eligible individuals and to reduce costs for both Medicare and Medicaid. Today, only one in 10 full
benefit dual eligible individuals are enrolled in an integrated program. 13 The low enrollment number is
due to the lack of availability of integrated programs in many parts of the country, high rates of
disenrollment from some programs and low rates of enrollment in opt-in models. The lack of availability
and low enrollment in these programs is of particular concern during the Coronavirus (COVID-19)
pandemic. The higher rates of morbidity and mortality from COVID-19 among people who are older and
have multiple chronic conditions, many of whom are dually eligible individuals, highlights the need for
greater coordination of care and access to integrated systems.14

Current Medicare-Medicaid Integrated Programs and Demonstrations
The Centers for Medicare and Medicaid Services (CMS) defines an integrated program as one that
provides the full array of Medicaid and Medicare benefits through a single delivery and financing system
in order to provide quality care for dually eligible people, improve care coordination, and reduce
administrative burdens.15 Some of the current integrated program models are closer to meeting the
CMS definition of an integrated program than others. Of note, some of these models do not cover
Medicaid behavioral health services and many do not include Medicaid intellectual and developmental
disability waiver services. Four integrated program models have emerged as predominant, with new
integrated Medicare Advantage (MA) Dual Eligible Special Needs Plan (D-SNP) options that will become
available for calendar year (CY) 2021.
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Predominant Medicare-Medicaid Integrated Programs
Medicare-Medicaid Financial Alignment Initiative (FAI) Demonstrations - Nine states16 currently
partner with CMS in administering a capitated model whereby a managed-care entity receives
funding from both Medicare and Medicaid, and coordinates services covered under both programs.
One state (Washington) participates in a Managed Fee-for-Service model, whereby the state is
eligible to benefit from savings resulting from initiatives that improve quality and reduce costs for
both Medicare and Medicaid.
Program of All-Inclusive Care for the Elderly (PACE) – With programs in 31 states,17 PACE uses
capitated payments to provide all Medicare and Medicaid services primarily in an adult day health
center (supplemented by in-home and referral services in accordance with individual needs) to
certain frail, elderly people age 55 and older living in the community.
Medicare Advantage Fully Integrated Dual Eligible Special Needs Plans (FIDE SNPs)* – In 11 states,18
a single health plan entity that is a Dual Eligible Special Needs Plan (D-SNP) with FIDE SNP designation
provides Medicare benefits and Medicaid benefits, consistent with state policy (Medicaid state policy
may include a carve out of Medicaid behavioral health services).
Medicaid Managed Long-Term Service and Supports Program (MLTSS) managed care organizations
(MCOs) and aligned D-SNPs* (MLTSS+D-SNP) – Nine states19 currently require MLTSS managed care
organizations (MCOs) to operate “aligned” or “companion” D-SNP in order to participate in Medicaid
managed care.
For CY 2021 Medicare Advantage Highly Integrated Dual Eligible Special Needs Plan (HIDE SNP)* – A
D-SNP with HIDE SNP designation has, or its parent organization or another entity owned and
controlled by the parent organization has, a capitated contract with the state Medicaid agency in the
state it operates that includes Medicaid long-term services and supports (LTSS), behavioral health, or
both, consistent with state policy.20
*D-SNPs have dual integration requirements outlined in state Medicaid agency contracts (SMACs) in
order to operate in a state.

Literature Review
HMA conducted an extensive review of more than 140 publications and other publicly available
information on current Medicare-Medicaid integrated programs across models and states (See Appendix
A for Bibliography) to identify challenges and elements of success for integrating care for dually eligible
individuals. There is a large body of literature and publicly available information describing the FAI
demonstrations and their successes and challenges. Researchers have also covered the PACE program
extensively. However, information about the successes and challenges of effectively integrating care
through FIDE SNPs and MLTSS+D-SNP programs, with exceptions of efforts in Minnesota,21
Massachusetts22 and Arizona,23 have not been covered as widely but are an increasing focus of states
and the federal government.
4
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Our comprehensive review included formal CMS evaluations, peer-reviewed literature, advocacy
organization position statements, and state stakeholder engagement materials to identify and
synthesize the research evaluating the impact that integrated programs for dually eligible individuals
have had on quality of care, beneficiary satisfaction, healthcare service utilization, and spending. In
addition, the literature review sought to identify gaps in the literature as a means to guide future
research and evaluations.
HMA’s methodology used a robust list of search terms (See Appendix B) to search Google Scholar for
literature published between 2012 and 2019, supplemented with a targeted review of the websites of
advocacy organizations and states known to have examined or provided technical assistance to the
programs of interest. Advocacy organizations included beneficiary advocates, provider associations, and
health plan associations that represent or serve dually eligible individuals. Targeted states included
those known to have integrated programs in the following categories: FAI, PACE, FIDE SNP, MLTSS+DSNP, as well as select states that have indicated some interest in integration. We also conducted a
subsequent search of literature published through May 31, 2020 to incorporate any significant new or
updated information. Findings were compiled in a bibliography (See Appendix B) organized by topic and
integrated model (i.e., general dual eligible people; general dual eligible integration programs; FAI
(capitated, managed fee-for-service); PACE; and D-SNP (FIDE SNP, MLTSS+D-SNP non-FIDE).24
Our literature review highlighted that research is promising that integrated models can produce superior
cost and quality outcomes for enrolled individuals,252627 but there are some significant factors that limit
the ability of these programs to effectively implement an integrated program approach. Success factors
cited for some integrated programs include appropriate service utilization and improved consumer
satisfaction and quality of life.2829 Of particular note, individuals enrolled in integrated programs are
pleased with reduction in cost-sharing, improved access to medical (including durable medical
equipment), behavioral, and the availability of enhanced services such as community behavioral health
or additional dental services, and more reliable medical transportation services. 3031 For example,
participants in the South Carolina capitated financial alignment initiative stated they used income not
spent on copays for food and other essential items and were no longer turned away at providers’ offices
for not having sufficient funds to receive care.32
However, the literature highlighted that gaps in data, lack of standardized metrics, and other evaluation
challenges make it difficult to draw conclusions on the full impact of programs or to identify one optimal
model among existing programs. Specifically, the lack of available Medicaid data precluded
measurement of the impact on total costs. 33 Additional research is needed to: 1) evaluate outcomes for
particular populations; 2) assess health care outcomes other than hospitalizations and nursing facility
use; and 3) the effects of integrated models on Medicaid spending.34
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The literature highlighted some of the challenges encountered across programs. Table 1 below provides
a high-level summary of challenges described in the literature faced by each of these models. We next
focus the main section of the paper on key elements for success in integrated programs followed by
questions that need to be addressed in order to move forward in a meaningful way to extend the
availability of current or new fully integrated program options to all dually eligible individuals.
Table 1. Predominant Medicare-Medicaid Integration Program Model Challenges and Barriers
FAI

PACE

PROGRAM FINDINGS
Insufficient state capacity and resources
Low enrollment and high opt-out rates3536
Commission structures for agents/brokers, who report
making greater commissions selling Medicare Advantage
products as alternatives to MMP37
Populations carved out 38
Geographic limitations39
Consumer confusion about programs and benefits
Consumer organization ongoing concerns about passive
enrollment 40
Identification and engagement of individuals for care
coordination41
Provider disengagement and pushback 42
Timely payment and capitation rate issues
Payment inadequacy and program complexity 43
Inadequacy of payment rates for care coordination 44
Financial sustainability of health homes at program outset45
LTSS providers and clinical providers have different views of
the program – one more medically focused and the other
more socially focused46
Data interoperability issues
Lack of Medicare-Medicaid alignment47
Lack of Medicaid data for program evaluation and to assess
Medicaid savings as well as savings to Medicare 48
Lack of population specific, quality of life and outcome
measures49
Limitations on scalability due to site-based nature of
program50
Mixed findings on increase or decrease in nursing facility use
across studies51
Most enrollees must change their primary care provider
(PCP) to the PACE PCP
Transportation costs and logistics and available membership
associated with rural communities
Perceived as more expensive/Mixed results on Medicaid
spending
6
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Administrative burdens52
Lack of data on achieving aligned enrollment in highly
integrated plans53
Both types of plans (MLTSS and D-SNP) may not be offered
in all areas of a state limiting enrollment 54
Consumer organization ongoing concerns about default
enrollment 55
Lack of integrated consumer materials
Variation in D-SNP implementation makes evaluation
challenging56
Data interoperability issues
Lack of Medicare-Medicaid administrative and financial
alignment
MLTSS and D-SNP contracts may be held by different parts
of the same corporate parent company which can lead to
different plan structures and platforms including provider
networks, claims platforms, care management structures
and information technology platforms 57
Variation in program implementation and structure across
states58
Limited evaluation of programs beyond a few states59
To date, limited take-up rate by health plans and states

Elements for Success
Our review highlighted several elements for successful program planning, implementation, oversight
and evaluation that can inform future program model evolution and federal and state policy
frameworks. These elements may contribute to increased integrated program success and expand the
availability to all dually eligible individuals.
Our review identified six critical success elements to improve dually eligible individuals’ support of and
connection to the programs and to improve the programs’ ability to serve them.
1. Individual Consumer Engagement in Program Design, Communications, Implementation and
Ongoing Program Oversight
2. Provider Engagement and Robust Networks
3. Care Coordination and Risk Stratification
4. Strong State and Federal Government Collaboration
5. Adequate State Capacity
6. Performance and Outcome Measures Tailored to the Population

Individual Consumer Engagement in Program Design, Communications, Implementation and
Ongoing Program Oversight
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Our review of the literature found that successful programs involve dually eligible individuals, their
families, caregivers, and providers involvement with the design before, during, and after program
implementation. This involvement ensures that programs meet consumers’ needs and preferences, and
achieve sufficient enrollment, engagement, and positive outcomes. Key areas of program design where
this feedback is particularly useful include: (1) marketing materials (pre-enrollment); (2) educational and
communication materials (post-enrollment); and (3) certain operational processes (e.g. engagement of
consumer advisory councils to inform program policies and procedures).
To support enrollment and continued enrollment in integrated programs, individuals and their
caregivers require tailored, linguistically and culturally appropriate information about how the program
differs from existing service delivery, program benefits including enhanced benefits, participating
providers, maintaining provider relationships (to the extent applicable), and how to contact a care
coordinator.
Lack of targeted outreach and appropriate information can produce consumer confusion and fear of
change leading to high opt-out including disenrollment rates for program participation. The capitated
FAI programs use passive enrollment 60 to bolster enrollment. D-SNPs, with the support of states in
which they operate, are seeking default enrollment of their members enrolled in their comprehensive
Medicaid managed care plans into their D-SNP when the member becomes newly eligible for Medicare
in addition to Medicaid.61 Consumer groups are concerned these approaches can disrupt dually eligible
individuals’ care and supports and state that the best practice is to share program successes and
benefits to drive consumer enrollment.62
Both consumer groups and health plans view consumer advisory councils as successful mechanisms to
ensure voices of older adults, persons with disabilities and their caregivers provide input into the design,
implementation and oversight of the capitated FAI demonstrations. The federal government and
participating states require capitated FAI Medicare-Medicaid Plans (MMPs) to have a consumer advisory
council.63 Information in the literature was limited as to the extent input from these councils informed
ongoing integrated program policies and operations. Table 2 provides critical elements of success for
consumer engagement.
Table 2. Consumer and Family/Caregiver Engagement Recommendations from the Literature
FINDINGS
Use integrated consumer materials covering Medicare and Medicaid program benefits,
beneficiary protections and enrollment and other administrative processes such as individual
grievances and appeals6465
Target materials and program approaches to the distinct needs of dual eligible
subpopulations and work with community-based organizations (CBOs), including those that
represent communities of color and/or non-English speaking beneficiaries, to inform a strong
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and coordinated communication process.66 Dual eligible subpopulations have distinct needs
and preferences which contribute to enrollment and satisfaction with programs.
For example:
• Immigrant populations engage CBOs to supplement information received about
integrated care programs. Despite accessing CBOs in California, immigrant populations
experienced greater challenges accessing health care and information compared to USborn citizens. In California the experience of disempowerment was significant for Latino
immigrants.67
• Limited English Proficient (LEP) populations need culturally and linguistically
appropriate services from their providers. 68 Certain individuals with LEP had higher optout rates in California’s capitated FAI. 69 Use the translation standards that promote the
greatest access.70 In 2014, there were approximately 8.7 million LEP persons enrolled in
Medicare, Medicaid, or both programs.71
• Individuals with cognitive impairments and/or multiple health care issues require an
understandable “what matters most to you” discussion to link individuals with highneeds and their caregivers to appropriate services 72
Consumer test all materials73
Use plain language and a reading level no higher than sixth grade74
Tailor consumer notices and communications to the individual’s circumstances and
include only information directly relevant to the purpose of the communication75
Require Ombudsman programs and Consumer Advisory Councils76

Provider Engagement and Robust Network
The literature finds that provider engagement and buy-in are critical to ensure individuals have access to
a sufficient provider network and providers they know and prefer. A large portion of dually eligible
individuals and their caregivers express strongly the need to retain their providers, which may include
primary care, long term services and supports (LTSS), and other specialty providers. Integrated programs
need to offer a wide choice of providers and protect continuity of care to reduce disenrollment. Some
capitated FAI programs experienced very high opt-out rates and disenrollment due to inability to retain
existing provider relationships.7778 Many providers will not join networks even when offered Medicarecomparable rates due to concerns about stricter health plan utilization management and authorizations
practices than the traditional Medicare fee-for-service program. Provider continuity can alleviate
individuals’ concerns about enrollment in integrated programs and promote consumer satisfaction and
quality outcomes. Table 3 provides critical elements of success for provider engagement.
Table 3. Provider Engagement and Network Recommendations from the Literature
FINDINGS
Invest in provider relationships to promote program success79 and support enrollment of
the individuals they serve
Educate providers lacking experience with managed care delivery systems or serving
patients with complex conditions common among dually eligible individuals. Particularly
focus on pre-authorization processes and claims submission80
9
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Clearly inform providers about the integrated model’s goals and benefits for individuals
served, as well as supports for providers to avoid administrative challenges81
Streamline and train providers on navigating program participant data and reporting and
referral/authorization processes82
Ensure adequate provider and MCO rates
Encourage adoption of value-based payment arrangements that reward better outcomes
Pay sufficient provider rates and make payment in a timely matter83
Solicit ongoing provider engagement 84

Care Coordination and Risk Stratification
A primary motivation for creation of integrated programs for dually eligible individuals is to be able to
offer sophisticated systems of care coordination for members.85 Care coordination is defined as the
development of personalized needs assessments and person-centered care plans and interdisciplinary
care teams who ensure that patients receive care consistent with their needs and defined care plans.
The literature also defines person-centered care coordination to include a distinct focus on caregiver
participation, transitions of care, and individuals’ social determinants of health (SDOH). Risk
stratification is defined as the assessment tools and analytics to identify levels and intensity of care
coordination that should be provided. Such assessment tools and analytics target interventions toward
individuals at high-risk for hospitalization, readmission and nursing home admission. 86
The literature finds that consumer dissatisfaction in some capitated FAI programs resulted from lack of
knowledge of who is their assigned care coordinator and confusion between roles of care coordinators
and care managers.87 An identified critical element of success is to ensure that individual consumers and
their caregivers understand the specific functions of the care coordinator, who that person is and, if
there are multiple care managers and coordinators, what their respective roles are and how well they
coordinate with each other. Table 4 provides critical elements of success for care coordination and risk
stratification.
Table 4. Care Coordination and Risk Stratification Recommendations from the Literature
FINDINGS
Increase consumer awareness about the availability of care coordinators, as well as the
specific roles and supports they provide through outreach and education.88
Establish positive relationships through early welcome calls and face-to-face visits as
appropriate and possible89
Use community-based partners such as providers of independent living and home health,
area agencies on aging or LTSS coordinators, to facilitate access to and coordination of
medical, behavioral health, and LTSS systems90
Assess and address individual SDOH risk factors for dually eligible individuals through care
coordination91
10
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Focus on “patient activation” and engagement to empower them to set goals, engage with
physicians, and make health decisions that will improve their health and quality of life 92
Co-locate health plan care coordination staff in county agencies and the community, and
target dementia training93
Standardize risk assessment tools and stratify individuals into risk groups help to better
target care coordination and interventions94
Use interdisciplinary care teams facilitate care transitions and reduce re-hospitalizations
(such as PACE)95

Strong State and Federal Government Collaboration
Regardless of what specific type of model that is adopted long-term, the literature cites increased
collaboration between federal and state government partners as a key success factor. For example, in
the capitated FAI demonstrations, joint state and CMS contract management teams convene on a
weekly and ad-hoc basis to oversee and resolve administrative and operational issues in addition to care
delivery and enrollee-specific concerns.96 The Minnesota FIDE SNP program which operates an
administrative FAI demonstration with program administrative flexibilities also has a joint state and CMS
contract management team (renamed the Demonstration Management Team). State officials note that
the team has had a significant effect on the state’s ability to align Medicare and Medicaid policies to
improve consumers’ experience in the program and achieve program objectives.97 Table 5 provides
critical elements of success for federal and state coordination.
Table 5. State and Federal Government Collaboration from the Literature
FINDINGS
Implement federal and state contract management teams as CMS has done with states
participating in the capitated FAI to help monitor alignment issues in other MedicareMedicaid integration models98
Use contract management teams as a vehicle for addressing program misalignment issues
such as beneficiary materials development and network adequacy99

Adequate State Capacity
The literature describes the extent of state resources that integrated programs require to establish,
implement and oversee integrated programs. States need dedicated resources to not only design
program goals but to actively oversee them and monitor consumer experiences. One paper noted that
state commitment to secure resources in order to effectively contract with D-SNPs is essential to ensure
that integration goals are achieved.100 States additionally need staff with Medicare expertise to
effectively work with health plans and the federal government.
The literature finds that more fully integrated programs require substantial upfront and sustained
investment in state resources. For example, Virginia did not have the resources needed to design its
11
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capitated FAI prior to implementation of its program as it did not get an earlier design contract from
CMS providing start-up grant funding. This caused program design planning to occur as it began
enrollment into the program.101 Other states faced challenges due to changes in state leadership
commitment that caused delays and pauses in their program implementation. They also experienced
instability in implementation and oversight due to state agency reorganization that reassigned needed
staff that impacted program monitoring.102,103 Table 6 provides critical elements of success for federal
and state coordination.
Table 6. Adequate State Capacity from the Literature
FINDINGS
Ensure adequate state supports and resources to reduce barriers in state capacity to
support implementation of integrated programs 104
Seek additional resources and technical assistance from the federal government105
Develop strong Medicare expertise within state agencies106

Performance and Outcome Measures Tailored to the Population
Standardized performance measures that are reflective of the population(s) served are critical to
promote accountability and assess program success. 107 The literature cites a clear need for standardized
measures of LTSS, and quality of life and outcome measures. 108 National and state disability
stakeholders provided input early on during the implementation of capitated FAI programs that not
enough attention was focused on the development of appropriate metrics and that further work was
needed to determine success of the demonstrations.109 Of note, Ohio’s capitated FAI included quality
measures related to home and community-based services and LTSS rebalancing among the criteria that
health plans must meet to earn the quality withhold portion of the capitated rates in the financial
alignment demonstration.110 Table 7 provides critical elements of success for performance and
outcomes measures
Table 7. Performance and Outcome Measures Tailored to the Population from the Literature
FINDINGS
Develop measures to evaluate outcomes for particular populations111
Expand measures beyond hospitalizations, visits, and nursing facility use112
Ensure quality of life measures reflect the needs and preferences of dual eligible
individuals and of specific subpopulations of dual eligible individuals 113
Establish clear goals for program success and measures developed to measure success

Looking Forward: Essential Questions and Gaps to Address to Make Integrated
Programs Available to and Accessible for All Dual Eligible Individuals
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Our review of publications and other publicly available information identified both barriers and
successful features of integrated programs to date. It also highlighted gaps in data, limited engagement
of diverse consumer stakeholders, lack of standardized metrics, and evaluation challenges that make it
difficult to draw conclusive evidence on the full impact of programs or to identify one optimal model
among existing programs. The gaps in the literature, along with mixed evidence on successful outcomes
to date raise numerous questions that need to be addressed in order to move forward to extend
availability of fully integrated program options. Future program design must be informed by engaging
stakeholders, particularly dually eligible individuals and their caregivers, to address these pressing
issues. Key questions in the future design, implementation and oversight of these programs include:

Primacy of Consumer Role
•

•

How can integrated programs assure consumer priorities are central in the design,
implementation, and ongoing monitoring and improvement of an enhanced integrated care
model?
How can high satisfaction levels among some participants be employed to increase overall
enrollment?

Prioritization of Goals
•

•

•

Given that evidence suggests one integration model will not likely improve all outcomes or meet
the needs of all dually eligible subpopulations or stakeholders, how can policy makers,
consumers and other stakeholders reach consensus on goals of integrated programs, and then
focus program design accordingly? For example, what are the highest priorities among: reducing
costs, program simplification (for consumers, providers, states) and reducing redundancies,
lowering inappropriate service utilization, improving health outcomes, providing equal access
for all dually eligible people regardless of where they live and their conditions, providing choice
to consumers or to states, and improving quality of life? What metrics would best measure
“success”?
What are potential new designs that address current barriers, meet consumer needs, and
promise to achieve high priority goals? For example, what changes are needed in payment,
administration, or care delivery?
Do goals vary across states? Is more than one integration framework needed?

Addressing State Diversity and Enhancing State Capacity
•

•

How should integrated programs be tailored to the array of state characteristics including
distinct delivery systems, populations, geography, availability of financing and resources, culture
and other characteristics?
How can state capacity be enhanced to make integrated programs sustainable and more widely
available?
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Federal and State Supports that Increase Participation
•
•
•

•
•
•

What federal regulatory and policy changes are needed to attain an achievable and effective
integrated program and delivery system?
What federal supports - resources, incentives, guidance, regulations, metrics, oversight – would
spark greater participation by states, providers, MCOs, and dually eligible people?
How can CMS build on recent D-SNP requirements to strengthen and broaden approaches into a
fully integrated model? Are D-SNPs an appropriate vehicle for integration or are there other
models that CMS should pursue in addition to/in lieu of D-SNPs?
How can CMS learn from capitated FAI program experience to create a fully integrated model,
and are MMPs the appropriate vehicles?
What is the optimal balance between prescriptive structuring/ensuring accountability and
allowing/encouraging flexibility?
If current integrated program options using health plans are kept, (i.e. enrollment in MMPs,
MLTSS+D-SNP, FIDE SNPs) how can state and federal policy and actions support enrollment in
them that helps dual eligible individuals enroll in the best option for them?

Upcoming meetings and interviews supported by Arnold Ventures will engage consumers and their
caregivers or representatives, state and federal leaders, providers, and MCOs in grappling with these
questions. They are intended to result in recommendations for designing effective integrated
programs and ensuring that dually eligible individuals have access to programs appropriate to their
needs.
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Appendix A: Bibliography
HMA conducted an extensive review of more than 140 publications and other publicly available
information on current Medicare-Medicaid integrated programs across models and states to identify
challenges and elements of success for integrating care for dually eligible individuals. A comprehensive
list of these sources is available here.

Appendix B: Literature Review Search Terms
Search Terms

Peerreviewed
Literature

State and
Advocacy
Organization
Website

D-SNP
dual eligibility
dual eligible
dually eligible
dual integrated care
dual Medicaid Medicare
dual special needs plan
Financial Alignment Initiative
managed long term services supports
Medicare financial alignment
Medicare financial integration
Medicare Medicaid coordination
Medicare Medicaid eligible
Medicare Medicaid integrated demonstration
Medicare Medicaid integration
Medicare Medicaid plan
MLTSS
Program All Inclusive Care Elderly
social determinants of health Medicaid
social determinants of health Medicare
Dual CMMI
Dual eligible stakeholder
Dual eligible state legislative
Dual eligible state legislature
full benefit dual eligible
Medicare Medicaid integration
Medicare Medicaid integrated plan
social determinants of health Medicaid Medicare
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In this brief, when referencing the dually eligible population, we are referencing Medicare-Medicaid full benefit
dual eligibles (FBDEs), those who qualify for full Medicaid benefits. Others who solely qualify for assistance with
payment of Medicare premiums, and in some cases, Medicare cost sharing, are referred to as partial benefit dually
eligible individuals and not the subject of this brief.
2 “People Dually Eligible for Medicare and Medicaid,” The Centers for Medicare and Medicaid (CMS) Medicare and
Medicaid Coordination Office (MMCO), March 2020, https://www.cms.gov/Medicare-MedicaidCoordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-CoordinationOffice/Downloads/MMCO_Factsheet.pdf
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Medicare-Medicaid Dual Eligible Population Not Enrolled,” Health Management Associates (HMA), April 2020,
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