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Challenges of a fragile population 

The United States spends more than $300 billion annually on the more than 9 million individuals 
dually eligible for Medicare and Medicaid.1 This population includes many of the nation’s poorest 
and sickest individuals, who typically lack access to regular, preventive care, and often wait to see a 
doctor until an emergency arises.  
 
Duals are more likely to have multiple, chronic conditions, including an increased tendency toward 
mental illness, which further complicates their care. The high costs and complications in caring for 
these patients have traditionally turned off health insurers, as their medical costs significantly 
outweigh reimbursement dollars. As a result, dual eligibles have been left to deal with reduced 
health plan options and limited provider choice.  
 
Because Medicaid is regulated and funded partially at the state level, and with varying degrees of 
participation among states, responsibility for the duals population has been spread across multiple 
government agencies. This has resulted in a tendency to shift costs between payers and a general 
lack of accountability for this growing population. 

DUAL lists all health plans participating in any state or federal dual-eligibles initiatives. 

The web interface allows users to search, sort and analyze plans by enrollment, star 

ratings and other metrics where applicable—opt-out rates, capitation rates, withhold 

rates. DUAL will track savings targets AND achievements over the course of the 

demonstration projects. The AIS news team will report on strategies that are being 

successfully employed to bring efficiencies to caring for duals. Select by state, insurer or 

program type. View full plan details or export your selection to Excel with a single click.  

Subscription includes in-app downloads such as special reports and spreadsheets 

developed exclusively for subscribers. View a small sample of the data in the Demo. To 

learn more, visit AISHealthData.com/products/DUAL.  

 

http://aishealthdata.com/dashboard/DUAL/demo
http://aishealthdata.com/dual/demo
http://aishealth.com/marketplace/medicare-advantage-news
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A solution that simultaneously reduces costs for providers and improves beneficiaries’ quality of 
life is long overdue, as this fragile population will remain costly and unwell without significant 
intervention. 
 
To tackle these challenges, the Affordable Care Act established the Medicare-Medicaid 
Coordination Office in August 2011, with the following goals: 

1. Providing dual-eligible individuals full access to the benefits under the Medicare and 
Medicaid programs.  

2. Simplifying the processes for dual eligibles to access these benefits.  
3. Improving duals’ quality of health care, including long-term care services.  
4. Increasing duals' understanding of, and satisfaction with, coverage.  
5. Eliminating regulatory conflicts between rules under the Medicare and Medicaid programs.  
6. Improving care continuity for duals.  
7. Eliminating cost-shifting between the Medicare and Medicaid programs and providers.  
8. Improving the quality of performance of Medicare and Medicaid providers.  

 
Dual-eligible beneficiaries include individuals who receive full Medicaid benefits as well as those 
who receive assistance only with Medicare premiums or cost sharing. They must meet certain 
income and resource requirements and be entitled to Medicare Part A and/or Part B and either full 
Medicaid or Medicare Advantage (MA) Special Needs Plans (SNPs). There are four programs by 
which Medicaid beneficiaries can qualify as dual-eligibles: 

 Qualified Medicare Beneficiary (QMB) program. This program 
helps pay for Medicare Part A and B premiums, plus deductibles, 
coinsurance and copayments. The income limit for individuals was 
$933/month ($1,331 for married couples) in 2014.   

 Specified Low-Income Medicare Beneficiary (SLMB) program. This program helps pay 
for Medicare Part B premiums only. The income limit for individuals was $1,187/month 
($1,593 for married couples) in 2014.   

 Qualifying Individual (QI) Program. This program helps pay for Medicare Part B 
premiums only. The income limit for individuals was $1,333/month ($1,790 for married 
couples) in 2014.   

 Qualified Disabled Working Individual (QDWI) program. This program helps pay for 
Medicare Part A premiums only. The income limit for individuals was $3,975/month 
($5,329 for married couples) in 2014.   

Eligibles living in Hawaii or Alaska, and some eligibles that have income from working, may have 
higher income limits and still qualify for one of these four programs.  
 
Dual-eligible beneficiaries may choose coverage under Fee-For-Service (FFS) Medicare or an MA 
Plan. Medicare-covered services are paid first by Medicare, because Medicaid is always the payer of 
last resort. Medicaid may cover the cost of prescription drugs and other care not included in the 
Medicare FFS or MA plan chosen. 
 

Dual-eligible coordination challenges 
 
Combining these programs is no simple task, however. Significant cost-shifting issues have already 
arisen, further complicating the implementation of new plans. The economic realities of combining 
Medicare and Medicaid are complicated, and it’s unclear whether certain institutions will be willing 
to work together to benefit patients when previous economic incentives are reduced or eliminated.  
 

See DUAL 
Glossary for 
definitions of 
bolded terms 

http://aishealthdata.com/dashboard/DUAL/demo
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For example, Medicare reimburses certain benefits and programs in nursing homes at higher rates 
than Medicaid does.2 This can create an economic incentive for nursing homes to re-hospitalize 
patients and cash in on Medicare’s bed-holding policies (which exist in 31 states), despite 
research that suggests many patients could be treated “in-house” at lower cost to taxpayers.3 This 
issue has not escaped public notice, and was the subject of a New York Times investigation in 
November 2012.4  
 
On a broader scale, Dartmouth researchers found states with higher Medicaid costs spent less on 
Medicare, and vice versa. This creates a “passing the buck” effect between institutions that allows 
patients, taxpayers and the federal government to absorb additional costs that states may have 
purposely overlooked.5  
 
In 2011, Iowa shifted millions in dual-eligible costs to the federal government by spending about 
$500,000 on $1-per-month dual beneficiary payments.6 These comparatively miniscule (but still 
legal) payments allowed the state to claim $39 million in federal matching funds under a Centers 
for Medicare and Medicaid Services (CMS) buy-in policy for Medicare Part B premiums.7 The 
Department of Health and Human Services Inspector General’s office said in an April 2014 report 
that it suspects more states are doing the same.8 
 

Managed care plans and duals coordination 
 
One potential solution for this issue is a move toward enrolling dual eligibles in managed care 
plans instead of a more traditional state-run fee-for-service approach. Medicare and Medicaid 
budgets are already spread thin in most instances, and health plans’ 
intervention, funded under the Affordable Care Act, could greatly reduce 
cost-shifting activities and place less of a burden on state agencies.  
 
By moving billions of dollars in costs from FFS, a completely new and 
lucrative market has opened up for participating health plans or vendors, 
especially when financed through capitated payments. This model stands to turn a traditionally 
costly and unpredictable population into an organized market of beneficiaries who can be served 
by the same plan for life.  
 
Duals tend to require historically expensive services, such as Long-Term Services and Supports 
(LTSS) and institutionalized care, which most publicly funded plans will not cover, let alone 
coordinate. But now that states have proposed financial incentives for care coordination, the 
involvement of managed care organizations (MCOs) stands to reduce the cost of caring for the 
duals population significantly.  
 
While expanding coverage to an entirely new population may seem expensive in the short term, the 
coordinated care model is expected to greatly improve the quality of each beneficiary's life and 
overall health, which would lead to considerable savings. Additionally, duals members’ eligibility 

status is unlikely to change over the course of their lives, 
which ensures consistent, steady enrollment for plans. By 
focusing on preventive care, health education and working 
closely with duals in their care coordination, participating 
MCOs as well as state agencies stand to see enormous savings 
over time.  

 

See In-App downloads for complete 
list of programs that are in 
development but have not started 
enrolling members yet.  

DUAL adds new 
plan records every 
month as they 
begin enrollment.   

http://aishealthdata.com/dashboard/DUAL/demo
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Whether MCOs are involved with dual-eligibles is a decision left to the states, however. Some states, 
such as Connecticut, have declared they will not involve MCOs in any future duals plans.9  
 
Considerable slowdown efforts from the healthcare community and patient advocacy groups alike 
are another roadblock against implementation as concerns about the participating MCOs’ overall 
quality of care for duals arise. Many current and proposed MA partners have low star ratings, 
CMS’s quality measurement system that awards Medicare plans between one and five stars based in 
part on member satisfaction and overall health. Plans with the highest ratings receive bonus 

payments from CMS to ensure continual 
improvement.  
 
Newly created Medicare-Medicaid alignment 

plans have yet to be rated at all, and CMS is not yet ready to implement a separate ratings system 
with duals-specific metrics and rewards.10 As it stands, MA plans serving the duals and wider SNP 
populations say CMS’s current rating system inadvertently penalizes them, because expecting a 
duals population to behave like a traditional Medicare population is misguided at best. Plans 
covering duals populations are plagued by patient noncompliance with treatment plans, including 
such issues as:  

 Members who cannot make regular medical appointments due to lack of reliable 
transportation. 

 Members who do not fully understand the instructions for treatment and medication. 
 Mental health issues that prohibit members from advocating for themselves, or being 

forthcoming about their conditions or treatment compliance obstacles. 
 
These issues have nothing to do with the overall quality of the MA plan, but instead highlight the 
difficulties inherent in serving the dual-eligible population. 
 
The star ratings gap between duals and non-duals MA plans is widening, and if this trend continues, 
the result could be the further reduction of available services for the most medically needy 
populations. CMS has recognized the difficulties in serving dual-eligibles, but others’ recommended 
reforms, such as reconstructing standards based on regional plan performance instead of stricter 
national requirements, are not currently in the works.11  
 
Lack of competition among managed care plans in this environment could also cause quality issues 
for beneficiaries. Patient advocacy groups say most health plans have little to no experience 
providing the kind of care dual-eligibles require, and some think CMS isn’t taking enough time to 
ensure adequate quality of care for an already fragile population.12 
 

CMS demonstrations under way 
 
Several states are in the process of implementing, or have already implemented, dual-eligible 
coverage. In order to track the evolution of these efforts, and enable comparisons of their 
enrollment and other benchmarks, AIS has developed DUAL: Medicare-Medicaid Dual Eligibles 
Data, an online subscription database populated by AIS’s award-winning health care data 
researchers.  
 
In addition to original data reports and supporting documents from various programs, the DUAL 
application features a news feed by AIS journalists who have been covering Medicare and Medicaid 
policy and business issues for decades.  

Look up latest Star Ratings for any eligible plan in  
DUAL — Click on the Measurements filter 

http://aishealthdata.com/dashboard/DUAL/demo
http://aishealthdata.com/
http://aishealthdata.com/
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As of February 2015, CMS has authorized 12 states to implement three-year duals demonstrations; 
California, Colorado, Illinois, Massachusetts, Michigan, Minnesota, New York, Ohio, South Carolina, 
Texas, Virginia and Washington. Arizona and New Jersey are not participating in the CMS demos, 
but are in the process of adapting their unique dual-eligible coverage. Wisconsin’s progressive 
Family Care programs will also be tracked, in addition to Dual Eligible Special Needs Plans (D-
SNPs) and Program of All-inclusive Care for the Elderly (PACE) plans nationwide. 
 

Demo overview by state 
State Duration Eligibles

13
 

Financial 
Model 

Overview 

CA 
April 2014 
to Dec. 
2016 

456,000 Capitated 

Person-centered medical homes, care coordination and integrated medical, 
behavioral health, and long-term services for beneficiaries age 21 and over. 
Plans must cover dental, vision, non-emergency medical transportation and 
most existing Medicare and Medicaid services except hospice. 

CO 
July 2014 
to Dec. 
2017 

48,000 FFS 
Regional Care Coordination Organizations will develop networks of 
participating providers and work with them to integrate primary medical care, 
behavioral health, prescription drug management and LTSS for beneficiaries. 

IL 
March 
2014 to 
Dec. 2016 

135,825 Capitated 

Services include care management, medical homes, long-term managed care 
and integrated behavioral health, based on risk level for beneficiaries 21 and 
over. Existing Medicare and Medicaid services are covered, except hospice and 
homes and waiver services for the developmentally disabled. 

MA 
Oct. 2013 
to Dec. 
2016 

90,240 Capitated 

Existing Medicare and Medicaid services are covered for beneficiaries age 21 to 
64, excluding hospice and certain services for the developmentally disabled. 
Community-based organizations will develop long-term care support staff to 
work with beneficiaries independent of their health plan. 

MI 
Feb. 2015 
to Dec. 
2017 

100,000 Capitated 
Existing services are covered, except Medicaid hospice. Also includes coverage 
for adaptive medical equipment, community transition services, fiscal 
intermediaries, respite care and personal emergency response systems. 

MN 
Sept. 
2013 to 
Dec. 2016 

36,000 
Existing 
ICP 

Beneficiaries age 65 and older remain with current plans, though claims can be 
integrated, which will facilitate a Health Care Home model. Physical and 
behavioral health are integrated with new behavioral health homes and 
targeted care coordination services. 

NY 
Jan. 2015 
to Dec. 
2017 

170,000 Capitated 
Person-centered care management integrates medical care, behavioral health, 
substance use and community-based LTSS through interdisciplinary teams for 
beneficiaries age 21 and over who qualify for nursing home care. 

OH 
May 2014 
to Dec. 
2016 

115,000 Capitated 

Integrated care delivery system plans coordinate medical, behavioral, LTSS and 
social services for beneficiaries 18 and older. Covers existing 
Medicare/Medicaid services excluding Medicare hospice/habitation, and 
services for the developmentally disabled. 

SC 
Jan. 2015 
to Dec. 
2017 

53,600 Capitated 
Establishes medical home services for beneficiaries over age 65. Coordinates 
medical/behavioral/preventive care, LTSS, social support, and prescriptions. 
Must include palliative care for enrollees who do not meet hospice criteria. 

TX 
March 
2015 to 
Dec. 2018 

165,274 Capitated 

Person-centered care coordination teams will ensure beneficiaries age 21 and 
over, split into two risk tiers, receive individualized high-quality care. Service 
teams will integrate behavioral health, primary medical care, LTSS and social 
needs. 

VA 
April 2014 
to Dec. 
2017 

78,600 Capitated 

Care delivery is implemented through Commonwealth Coordinated Care plans, 
which integrate medical, behavioral/substance use, limited dental care, LTSS 
and social needs. Includes all Medicare/ Medicaid services except Medicaid 
hospice. 

WA 
July 2013 
to Dec. 
2016 

21,000 FFS 
State-identified high-cost/high-risk beneficiaries can retain access to their 
current Medicare and Medicaid providers. Providers are now responsible for 
primary, acute, specialist and behavioral health services, as well as LTSS. 

 
  

http://aishealthdata.com/dashboard/DUAL/demo
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A majority of states participating in the CMS demonstrations are running periods of both voluntary 
and passive enrollment (only Minnesota’s elder care-focused demo enrollment is entirely 

voluntary). To ensure maximum care continuity and prevent high opt-out rates, 
CMS requires participating states to develop an “intelligent assignment” 
practice during passive enrollment to ensure duals can continue relationships 
with their current providers whenever possible. Most states will notify 
beneficiaries several times 30-to-90 days before passive enrollment begins. 
Duals will have the option to opt out before the demo begins, and subsequently 
on a monthly basis.  
 
Several participating states with greater provider choice and more complicated 
plans have received grants from CMS to create ombudsmen programs, which 

provide benefits such as in-person counseling with eligibles to help them choose options best 
suited to their needs, as well as the establishment of advisory boards with beneficiary 
representatives.14 
 
Other specific functions of the demonstrations vary by state based on the target population’s needs 
as identified by the local agencies. Most states are targeting all dual-eligible adults, but Minnesota’s 
and South Carolina’s plans focus exclusively on seniors. New York’s demo applies to those who 
require nursing facilities and other community-based LTSS. Massachusetts does not include elderly 
beneficiaries in its demo. Only a handful (Colorado, Minnesota, South Carolina) provide statewide 
coverage—most demonstrations will operate only within regions of greatest need. 
 

Financial incentives draw insurer participation 
 
Ten states plan to use a CMS-designed capitated financial alignment model.15 Medicare services will 
be capitated from CMS, while Medicaid payments will be coordinated through each state. This 
three-way contract ensures plans will receive blended payments to support care coordination and 
reduce incentives for cost-shifting. States can earn back a 
portion of their capitation rates if outlined quality-of-care and 
savings goals are met in each year of the demo.  

The capitated model is particularly promising in terms of potential savings for both state agencies 
and MCOs. For example, if MCO A is participating in Ohio’s duals demo,16 the plan receives three 
monthly risk-adjusted payments for each enrolled beneficiary: 

1. two payments from CMS for coverage of Medicare Parts A/B, with a separate payment for 
Part D coverage; and  

2. one payment from the Ohio Department of Medicaid for Medicaid services.  

Base capitation rate is determined by the enrolled population’s risk profile and plan services 
offered. For instance, a plan that offers more complex services to higher-risk beneficiaries, such as 
institutionalized care, would receive a higher capitation rate. CMS and Ohio Medicaid will withhold 
a percentage of the capitation payments (excluding Part D) to be repaid after performance 
evaluations to ensure quality standards have been met. This rate is statewide and fluctuates per 
year of the demo. This model ensures states spend considerably less on expensive services that 
would traditionally be paid through FFS, while health plans receive capitation for a population they 
ordinarily would not be covering. 

DUAL tracks capitation rates by plan 
and county and/or region, where 
applicable 

DUAL alerts 
subscribers to 
new state and 
federal duals 
programs, and 
tracks CMS 
funding awards 
to states 

http://aishealthdata.com/dashboard/DUAL/demo
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Some states have set up additional financial incentives. For example, Michigan provides extra funds 
to plans that offer behavioral health services even after withheld payments have been earned 
back.17 Each state is expected to meet minimum savings percentages, which average 1% in Year 
One, 2% in Year Two, and 4% in Year Three.18 

CMS is also offering a more traditional fee-for-service financial model in Colorado and 
Washington.19 Medicare and Medicaid services will continue to be paid through CMS. Savings — 
which the state will share with CMS if quality standards and other targets are met — are 
determined retroactively. 

Minnesota elected to maintain its existing capitated integrated payment system through the state's 
Senior Health Options plan.20 Any Medicaid managed care plan that also qualifies as a D-SNP can 
integrate payments and coordinate services at its discretion to best serve the duals population. 

Initial implementation impediments 
 
Early setbacks have plagued many dual-eligible plans, and both providers and beneficiaries report 
dissatisfaction with implementation. Opt-out rates among beneficiaries are higher than 
anticipated. Initial opt-out predictions were already high—as much as 40%21—given the dual-
eligible population’s vulnerability and anticipated difficulty in contacting them, but opt-out rates 
after passive enrollment began came as a shock to most state agencies.  
 
For example, Massachusetts’ opt-out to enrollment ratio for April 2014 was 1.54 to 1.22 California’s 
San Mateo County, the only area to launch full-scale passive enrollment as of that month, had an 
opt-out rate of 28.9% in April 2014.23 This is especially worrisome because many states have 
already scaled-down the original size of their duals demos. Reasons for this vary, but experts point 
to eligibles’ resistance to change and a lack of strong relationships with healthcare providers in the 
past.24 Moreover, numerous providers have been urging duals to opt out. With a smaller-than-
expected population of enrollees, any gains in clinical performance and cost savings will be more 
difficult to decipher, making their future uncertain. 
 

Even more troubling, the duals population has great need for behavioral 
health services, and observers are pessimistic that these demos will be 
able to find a universal solution that can be easily implemented and 
regulated. David Brody, M.D., medical director of Denver Health Managed 
Care Plans, reports that among duals under age 65, 48.1% suffer from 
depression, 12.0% from alcohol or substance-use problems, 12.2% from 
schizophrenia and 6.0% from other serious mental illness — much higher 
rates than Medicare- or Medicaid-only beneficiaries.25  

 
Access to quality mental health care is difficult enough for the general population, and for dual-
eligibles, the situation is even more dire. Just 39% of the duals beneficiaries in New York with 
serious mental illness enrolled in programs operated by Beacon Health Strategies — a Boston-
based company that furnishes mental health services to more than 11 million covered lives — were 
getting any services to cope with their mental health issues.26  
 
For most managed care organizations, lack of preparation for behavioral health needs seems to be a 
trend across the board.27   
 

DUAL links health 
plans with 
behavioral health 
vendors and tracks 
strategies for 
providing behavioral 
health services 

http://aishealthdata.com/dashboard/DUAL/demo
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One exception is Denver Health, which puts behavioral health clinicians in its primary care centers. 
Patient advocacy groups and the medical community alike are concerned that managed care 
organizations enlisted to carry out states’ dual-eligible plans do not have enough experience 
serving the mentally ill and/or developmentally disabled (DD) populations. The DD population is 
extra-vulnerable and difficult to cover; as a result, many states are either excluding them from dual-
eligibility entirely, or planning to incorporate them at a later time. 

 
Potential opportunities remain for insurers and states 
 
Despite these setbacks, it’s clear that improving the system for the duals population is a priority for 
participating states. Although this population has not traditionally been viewed as profitable, health 
plans have begun to see the potential financial incentives to providing this care. 
 
Whether health plans address duals populations through a D-SNP, a CMS demo or a state initiative, 
this market offers myriad opportunities for financial gain. Duals populations are made up of people 
that, in an ordinary mainstream health plan, would be outliers — would slip through the cracks or 
wind up with high emergency care costs. By concentrating these members both geographically and 
by their shared medical needs, however, plans can deploy targeted 
management programs that can vastly improve medical outcomes, reduce 
waste and substantially reduce costs for these members.  
 
A few wrong turns are to be expected — many plans are starting from 
scratch on developing the focused strategies that really get the job done. 
So far AIS has identified 550+ health plans that are positioning 
themselves in this rapidly growing market. DUAL will be tracking the 
experiences of these plans, and new ones that enter the market, and reporting on which plans are 
successful and which strategies have the biggest impact. There is no question that the knowledge 
and technology already exist to serve duals members efficiently, to meet most of the goals identified 
by the current programs and to raise the standard of care for these most vulnerable members.  
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