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The Honorable Bill Cassidy 
The Honorable Tim Scott 
The Honorable John Cornyn 
The Honorable Thomas R. Carper 
The Honorable Mark. R. Warner 
The Honorable Robert Menendez 

 

 

Dear Senators: 

ATI Advisory (ATI) is a healthcare research and advisory services firm dedicated to system reform that 
improves health outcomes and makes care easier for everyone. ATI advises public and private leaders 
in developing scalable healthcare solutions. Our experts apply the highest standards in research and 
advisory services along with deep expertise to generate new ideas, solve hard problems, and reduce 
uncertainty in a rapidly changing healthcare landscape. 

We appreciate the opportunity to share insights on approaches to improving Medicare-Medicaid 
integrated program design. Our collective team has decades of experience researching the dual eligible 
population and related policy environment. We come from health plan, government, and provider 
backgrounds, and have a practical understanding of how policy changes impact individuals and the 
broader healthcare system.  

Our team has contributed substantively to advancing policy and program design for dual eligible 
individuals. We have published data books profiling the dual eligible population (including those partially 
dually eligible), conducted focus groups with dual eligible individuals and their caregivers to understand 
the person experience, analyzed state and federal policy gaps and recommended policy improvements, 
and worked with different stakeholders (including states, health plans, and providers) to develop 
programs that meaningfully improve the integrated experience.   

Our comments below are informed by our practical, on-the-ground expertise coupled with our data 
research efforts. We welcome additional conversation should you have any questions on our 
comments. Please do not hesitate to contact me or our organization. 

Respectfully, 

Allison Rizer, MHS, MBA 
Principal and Group Lead, Medicare-Medicaid Integration and LTSS Innovation 
ATI Advisory 
 
allison@atiadvisory.com 
www.atiadvisory.com  
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Background 

Currently, more than 12 million individuals are dually eligible for both Medicare and Medicaid. Among 
dual eligibles: 

• Just over 7 million are enrolled in Medicare Advantage (MA), with nearly 5 million remaining in 

Medicare fee-for-service (FFS) 

• Of dual eligible individuals in MA, 4.6 million are enrolled in a Dual Eligible Special Needs Plan 

(D-SNP) 

• Approximately 4.0 million are in Medicaid managed care 

• Fewer than a million participate in programs generally considered to be integrated:1 

o 420,000 are enrolled in Medicare-Medicaid Plans (MMP)  

o 346,000 are enrolled in Fully Integrated D-SNPs (FIDE) 

o 53,000 are enrolled in the Program of All-Inclusive Care for the Elderly (PACE) 

Research shows that dual eligible individuals fare better when enrolled in an integrated program, yet 
the data above demonstrate that only a small portion of the dual eligible population enrolls in such a 
program. This reflects longstanding barriers to integration, including multiple competing coverage 
options operating at a county level (with dual eligible individuals often having to choose from dozens of 
combinations of coverage), local political obstacles to implementing a Medicaid managed care 
program, siloed offices within the Centers for Medicare & Medicaid Services (CMS) that oversee 
different parts of Medicare and Medicaid programs, limited state bandwidth and experience related to 
Medicare, and archaic statutory provisions that unintentionally create redundancy and misaligned 
incentives. Our recommendations below address these longstanding barriers. 

Roadmap for Designing a Successful Medicare-Medicaid Integrated 

Program 

In general, all dual eligible individuals should have access to a meaningfully integrated and easily 
navigable system of care, regardless of where they live. Integrated program design should leverage 
lessons learned and best practices from the myriad approaches to integration that have already been 
tested, and should be implemented in a way that reflects the full array of stakeholders. In addition, the 
program should be person-centered, high-value, and equitable. 

We recommend that a “new” integrated program be built on existing infrastructure created by the D-
SNP program. Currently, D-SNPs are available in 45 states plus the District of Columbia and Puerto 
Rico, and the program operates under permanent statutory authority.2 States and plans have invested 
significantly in the underlying infrastructure necessary to spur growth, which has created program 
familiarity among providers, states, health plans, and importantly dual eligible individuals. Leveraging 
existing program design and infrastructure allows for financial efficiencies (versus costs associated with 

 

1
 For more detail on dual eligible program design attributes, strengths, and considerations, see https://atiadvisory.com/resources/wp-content/uploads/2023/01/Medicare-

Medicaid-Integration-Programs-Guide-Book.pdf  

2
 The term “D-SNP” describes the program platform that currently includes FIDE, HIDE, coordination-only D-SNPs. In our recommended approach, all D-SNPs would be fully 

and meaningfully integrated across Medicare and Medicaid, removing the need to distinguish across and within states. 

http://www.atiadvisory.com/
https://atiadvisory.com/resources/wp-content/uploads/2023/01/Medicare-Medicaid-Integration-Programs-Guide-Book.pdf
https://atiadvisory.com/resources/wp-content/uploads/2023/01/Medicare-Medicaid-Integration-Programs-Guide-Book.pdf
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designing and implementing wholly new programs and structures) and minimizes disruption to the 4.6 
million dual eligible individuals already enrolled in D-SNP. 

In addition to permanent authorization and broad enrollment and availability, other strengths of the 

current D-SNP program include the following: 

• State/Federal partnership. The D-SNP program is the only permanent program that requires 

some degree of collaborative design and oversight between the state administering the 

program and CMS.  

• Services that exceed traditional Medicare (and Medicaid). Because of the flexibility of a 

capitated/risk-based dollar, D-SNPs can provide innovative clinical models and supplemental 

benefits beyond traditional medical services. These innovative services help to meet 

individual needs, and also encourage and increase enrollment in the program. 

• Targeted Model of Care. All SNP types must have an approved Model of Care (MOC) that is 

targeted to the population they serve. For D-SNPs, this MOC is based on the unique needs 

of dual eligible individuals. 

• Ability to sell. As a Medicare Advantage product, D-SNPs typically commission brokers and 

agents to “sell” enrollment into the program. The effect is high rates of enrollment in an 

optional program that would otherwise not exist.3 

These collective strengths and the broad availability and market understanding position the D-SNP 
program as a strong platform for integration. Congress (through CMS and states) should consolidate 
current Medicare and Medicaid requirements and program payment into a single D-SNP contract, 
similar to a capitated D-SNP.4 However, to be fully leveraged, the D-SNP program (including the 
strengths listed above) requires important enhancements to provide a meaningfully integrated 
experience, described in the remainder of this response.  

1. All states should be required to implement an integrated D-SNP program and 

make it available as a coverage option for dual eligible individuals statewide.  

Absent a state mandate, dual eligible individuals in some counties and states will continue to lack 

access to a meaningfully integrated coverage option. However, recognizing state financial pressures, 

limited budgets, and current Medicaid agency expertise, this mandate should be coupled with state 

resources: 

• States should receive an initial planning grant to facilitate their design and implementation of 

the integrated program. HHS could have authority to allocate the grant and determine each 

state’s grant amount up to a pre-defined ceiling, potentially with greater proportional funding 

provided to states with nascent or no integration. 

• Congress should consider the role of Federal Medical Assistance Percentage (FMAP) in 

supporting states with integrated program designs. For example, FMAP might be increased 

for dual eligible individuals enrolled in the integrated program and commensurately 

decreased for those not participating in the integrated program.  

 

3
 For additional considerations on strengths of different integrated options, see  

4
 For a brief summary of this approach, see https://www.healthaffairs.org/content/forefront/medicare-medicaid-integration-possible-fee-service-environment  

http://www.atiadvisory.com/
https://www.healthaffairs.org/content/forefront/medicare-medicaid-integration-possible-fee-service-environment
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• States should be provided with training and technical assistance on design, implementation, 

and oversight. Currently this happens via the Medicare-Medicaid Coordination Office 

(MMCO) and its Integrated Care Resource Center (ICRC), and philanthropic funding. 

However, MMCO is not resourced to provide individual technical assistance to all states and 

philanthropic funding is limited, resulting in disparities across states in their access to 

technical assistance supports.   

2. States and CMS should collaborate on integrated D-SNP program redesign and 

oversight.  

Similar to Medicaid managed long-term services and supports (MLTSS) programs, general Medicaid 

managed care programs, and the current D-SNP program, CMS should establish federal minimum 

standards that states can innovate upon to create enhanced programs. These minimum standards 

would expand on what is currently required of D-SNPs to include the elements described throughout 

this RFI response (e.g., full risk and a fungible health plan payment for all benefits; care navigation 

supports). A robust stakeholder engagement process should inform new minimum standards, and 

minimum standards should not be waivable. New policies developed for the integrated program would 

supersede existing Medicare and Medicaid policies for individuals enrolled in the integrated program.  

As part of this collaborative design and oversight: 

• CMS should be accountable for readiness review of each state program as well as ongoing 

state monitoring. States should be accountable for readiness review of administering health 

plans participating in the integrated program. CMS and states collectively would oversee 

ongoing health plan compliance and performance. 

• A contract management team (CMT) should be required in each state, with at least one state 

representative and one CMS (MMCO) representative, similar to the CMT model leveraged in 

the capitated MMP model. At a minimum, the CMT would be responsible for day-to-day 

program and health plan oversight. 

3. Federal authority for the integrated D-SNP program should be centralized.  

MMCO should be the federal body overseeing the integrated D-SNP program. Currently, programs 

serving dual eligible individuals are approved and administered by multiple, uncoordinated offices at 

CMS, including the Center for Medicaid and CHIP Services (CMCS) overseeing Medicaid managed 

care programs serving dual eligible individuals; the Division of Medicare Advantage Operations 

(DMAO) overseeing Medicare Advantage plans and SNPs; and MMCO overseeing the Financial 

Alignment Initiative and some D-SNPs. This creates administrative burdens and policy conflicts for 

states, health plans, and providers serving dual eligible individuals, as well as redundancies and 

conflicts in federal oversight. In addition to overseeing the integrated program, MMCO should be 

engaged in the approval of other programs serving dual eligible individuals5 (e.g., Medicaid waivers for 

dual eligible individuals who remain in FFS), assuming the integrated D-SNP program will be optional 

and dual eligible individuals will retain choice of other Medicare Advantage or Medicaid programs. We 

discuss “choice” in more detail below. 

 

5
 For additional detail, see https://atiadvisory.com/resources/advancing-medicare-medicaid-integration-through-medicaid-programs-a-policy-

roadmap/ and https://atiadvisory.com/resources/whats-next-retaining-the-successes-of-the-medicare-medicaid-plan-mmp-model/  

http://www.atiadvisory.com/
https://atiadvisory.com/resources/advancing-medicare-medicaid-integration-through-medicaid-programs-a-policy-roadmap/
https://atiadvisory.com/resources/advancing-medicare-medicaid-integration-through-medicaid-programs-a-policy-roadmap/
https://atiadvisory.com/resources/whats-next-retaining-the-successes-of-the-medicare-medicaid-plan-mmp-model/
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Clarified and expanded MMCO authority should be accompanied by sufficient funding and staffing at 
MMCO, potentially shifting some of the resources currently allocated to other offices at CMS (alongside 
the shifted oversight). Ideally, MMCO resourcing would accommodate CMTs in all states, as well as 
temporary technical assistance to all states. 

4. Program design should be comprehensive.  

A Medicaid recipient currently might have Medicaid behavioral health services administered through 

one entity, acute care services administered through a second, unrelated entity, and LTSS services 

administered through a third entity (with dental, pharmacy, or transportation benefits administered 

through additional programs). This creates fragmentation in Medicaid that is exacerbated for dual 

eligible individuals, who also have at least one entity administering Medicare. An integrated program 

should be inclusive of all the services to which a dual eligible individual is entitled or otherwise eligible 

for, and benefit carve-outs should be prohibited or minimal. In instances where a benefit traditionally 

spans both programs and with different eligibility criteria (e.g., home health), the integrated program 

could turn on the more generous eligibility, to mitigate administrative and financial misalignments and 

burdens that currently exist for providers. 

In addition, states and health plans/risk-bearing entities administering the integrated program should 

retain the ability to offer innovative benefits beyond what is covered through traditional Medicare and 

Medicaid, including in lieu of services, value added benefits, supplemental benefits, or other innovative 

and novel approaches to serving the whole person. This flexibility should be available without the 

typical waivers required today, insofar as benefits can be offered within current spending limits. 

5. Financing must be aligned and integrated.  

Current Medicare and Medicaid financing creates incentives to shift care to the other payer and to 

alternative, inappropriate settings of care. For example, absent aligned financing, a Medicaid managed 

care plan is not incentivized to prevent hospitalizations among long-term care facility residents, 

because Medicare pays for the hospitalization. Similarly, a Medicare Advantage plan may not be 

incentivized to prevent a community resident from escalating into a long-term care stay, where 

Medicaid pays for nursing facility room and board. This also results in service provision redundancy, 

where a Medicare Advantage or D-SNP supplemental benefit might overlap with Medicaid services, 

and both programs pay for a benefit.  

Core elements of an aligned financial model might include the following: 

• CMS and states would each determine their costs absent an integrated program, and 

contribute this amount to an adjusted total cost of care (TCOC) payment. The program would 

include a savings assumption (e.g., efficiencies created through integration of the two 

programs) that CMS and states share in, which could be commensurate to each entity’s 

contribution to the unadjusted TCOC. For example, CMS would calculate its current risk 

adjusted benchmark payment for each dual eligible and the state would calculate its current 

risk adjusted/rate cell payment for each dual eligible, and together, these amounts would 

comprise the unadjusted TCOC. CMS and the state would adjust/reduce the TCOC by an 

assumed savings prior to distributing payment to administering health plans. Assumed 

savings likely would vary by cohort (e.g., community-well, long-stay facility, home and 

community-based LTSS). As an alternative approach, states could determine an actuarially 

sound/adjusted TCOC to which CMS would contribute its typical risk-adjusted Medicare 

http://www.atiadvisory.com/
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benchmark minus an assumed savings (e.g., 1%). States would contribute the difference 

between the Medicare benchmark and adjusted TCOC, thereby recouping the “savings” in 

this payment and what their costs would otherwise be for dual eligible individuals. In any 

financial approach, states would only receive the shared savings for dual eligible individuals 

participating in the integrated program. 

• Administering health plans would receive a “global” payment, per enrollee per month. This 

payment should be risk adjusted and reflect the dual eligible population cohort an individual is 

part of (e.g., community-well, long-stay facility, home and community-based LTSS). However, 

payment incentives and withholds should exist to prevent or delay enrolled individuals from 

escalating into more complex levels of need. 

• The integrated D-SNP administering health plan would have fungibility in spending the global 

payment, to prevent cost shifting that currently causes inappropriate care delivered in 

inappropriate settings. This would also simplify health plan ability to negotiate streamlined 

contracts and holistic rates with providers, and reduce administrative burden on providers. 

We believe this is inhibited currently by the statutory requirement for Medicaid to be the payer 

of last resort, which results in the need for seemingly integrated health plans to encounter 

spend separately to CMS and states, based on Medicare dollars and Medicaid dollars.  

6. The beneficiary experience should be central to program design.  

An important goal of integration is to create an experience that is easily navigable and seamless to dual 
eligible individuals, and that results in the highest possible levels of well-being and health status. For 
this to occur, there are various administrative and person-centered elements that should be present in 
the new integrated D-SNP program: 

• Dual eligible individuals should have access to a single provider network. Currently, a dual 

eligible individual typically must navigate separate provider networks for their Medicare 

benefits and Medicaid benefits, which is particularly difficult when benefits are covered by 

both programs. In addition to administering health plans being able to use payments fungibly, 

this likely requires providers to meet both Medicare and Medicaid credentialing requirements, 

discussed in more detail below.  

• Dual eligible individuals should have the option for an interdisciplinary care team (ICT) that 

reflects the individual’s unique needs (e.g., behavioral health, LTSS) and cultural 

preferences. 

• Dual eligible individuals should have access to a dedicated care navigator. This person would 

assist the dual eligible individual with understanding their benefits, understanding the 

provider network, and facilitating appeals and grievances processes, and 

collaborate/coordinate with the individual’s ICT in instances where the dual eligible individual 

has chosen to have an ICT. 

• Administering health plans should produce a single set of member materials and 

communications, including member ID card, provider and pharmacy directory, coverage 

documents, and a single customer service process.   

• Dual eligible individual choice should be simplified. Currently, dual eligible individuals must 

choose from as many as 100+ Medicare options in a given county, most of which are not 

http://www.atiadvisory.com/
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targeted to dual eligible individuals.6 This “choice” can be overwhelming and confusing, even 

to Medicare counselors assisting dual eligible individuals with enrollment decisions. Congress 

should take multiple steps to simplify and facilitate enrollment choice: 

o At integrated program inception, all dual eligible individuals participating in traditional 

Medicare FFS or a D-SNP lookalike should be passively enrolled with the ability to opt-

out. This would be similar to what occurred at the inception of the capitated MMP. In 

addition, when individuals attain dual eligibility, they should be default enrolled in the 

integrated program. 

o While choice would be preserved, non-integrated products that enroll a large portion of 

dual eligible individuals (i.e., D-SNP lookalikes) should be subject to requirements 

and/or penalties. This could include CMS’ current policy of disenrolling dual eligible 

individuals from products without targeted models of care (and shifting them to an 

integrated product in that market), or alternatively, states could have the option to 

require these products to meet integrated program standards, including bearing full 

risk for the individuals’ Medicaid and Medicare needs.  

• All states should have an Ombuds program that prioritizes dual eligible individuals. This 

should not create new infrastructure but rather, leverage existing LTC Ombuds programs and 

the broader aging and disability networks in place. In addition, the aging and disability 

network (e.g., State Health Insurance Assistance Programs, Aging and Disability Resource 

Centers) must be appropriately resourced to assist dual eligible individuals. This will require 

more robust funding and staffing, coupled with training. MMCO and the Administration for 

Community Living (ACL) should be required to collaborate on the development of training 

and approaches for the aging and disability network to serve dual eligible individuals. 

• Quality measures should consider the unique demographics of the dual eligible population 

and be comprehensive of their full needs. Currently, although dual eligible individuals differ 

considerably from the broader Medicare population, the same quality measures are used to 

assess quality of care and outcomes for the two populations. For example, the Medicare 

Health Outcomes Survey (HOS), used as part of the Medicare Star Ratings program to 

assess Medicare Advantage plan quality (including D-SNPs), has no adjustment for social 

risk factors, disability status, or disease severity, although these factors are all more 

prevalent in dual eligible individuals than Medicare-only individuals. In addition, integrated 

program quality measures should reflect the full array of services individuals receive, whether 

these are traditionally Medicare-based or Medicaid-based services. 

• Data should be consistently reported and analyzed in a disaggregated manner to inform 

whether access is equitable across individuals regardless of where they live (including rural 

communities), their race or ethnicity, gender, age, and other demographic attributes that can 

impact access to appropriate care. This should include consistent taxonomy across services; 

currently, states use many different, inconsistent approaches to reporting HCBS utilization, 

making it difficult to understand access and spending within and between states at a service 

level. Accurate program evaluation is critical to ensuring appropriate and equitable access, 

prudent program spending, and opportunities for improvement year over year.  

• Congress should also consider the impacts of integrated program redesign on individuals 

with partial dual eligibility. Often, dual eligibility is arbitrary and a full dual eligible individual in 

 

6
 For more detail, see https://atiadvisory.com/resources/is-too-much-choice-a-bad-thing/  

http://www.atiadvisory.com/
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one state might be a partial dual eligible individual in another state, despite the individual 

having the same level of need regardless of where they live. In general, this population has 

similar levels of healthcare need to the full dual eligible population, but because they lack full 

Medicaid benefits, they are potentially at increased risk of inappropriate healthcare utilization. 

For example, among Medicare beneficiaries living in the community:7 

 Full Dual Partial Dual Medicare-
only 

Receives help with one or more 
activity of daily living 

23% 17% 8% 

Receives help with one or more 
instrumental activity of daily living 

47% 38% 22% 

Screens positive for cognitive 
impairment 

40% 32% 13% 

Reports or has diagnosis for mental 
illness 

45% 41% 23% 

Has one or more emergency 
department visit per year 

36% 34% 19% 

Has one or more inpatient admission 
per year 

19% 22% 13% 

Experiences food insecurity 48% 52% 11% 

Has less than a high school degree 40% 31% 10% 

As a result, while an integrated program design might not include partial dual eligible 
individuals, Congress and CMS should not lose sight of the unique needs of this population. 
Potentially, a new SNP type could be created to serve partial dual eligible individuals, or the 
integrated program could include a “glidepath”/tiered benefit component for individuals likely 
to become full dual eligible in the near future. 

7. Provider experiences should be streamlined. 

Providers serving dual eligible individuals often must meet separate credentialing requirements for each 

program (and for each plan organization operating in each program) and navigate different billing 

requirements across the programs (including receiving a Medicare denial or payment prior to billing 

Medicaid). This results in provider administrative burdens and program opt-out or refusal to serve dual 

eligible individuals. It also causes unintentional illegal balance billing of dual eligible individuals. 

While a holistic payment to administering health plans will mitigate some of the administrative and 
financial burden for providers, there are other elements of an integrated program that should be explicit 
and required: 

• CMS and states should consider a single, streamlined credentialing process. For example, 

providers already credentialed through Medicare could be considered as meeting state 

requirements (an approach in use by some states today). Additionally, administering health 

 

7
 Data pulled from ATI Advisory analysis of the 2018 Medicare Current Beneficiary Survey; full analysis and report available at 

https://atiadvisory.com/resources/advancing-the-policy-environment-to-address-the-unique-needs-of-partial-dual-eligible-beneficiaries/  

http://www.atiadvisory.com/
https://atiadvisory.com/resources/advancing-the-policy-environment-to-address-the-unique-needs-of-partial-dual-eligible-beneficiaries/
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plans should not be permitted to require additional credentialing unless there is a single state 

process (thereby reducing the burdens currently created when providers are subject to many 

different credentialling requirements to serve a single population). 

• The administering health plan should have the flexibility to negotiate provider payments to 

maximize provider participation and access. While Medicaid rate ceilings and floors can be a 

strong tool to equalize negotiating power between health plans and providers, tying these 

parameters to a Medicaid fee schedule can result in rates that reduce provider participation. 

Should rate ceilings and floors continue, they should be adjusted to reflect the holistic 

payment health plans are receiving to administer the integrated program. 

• Administering health plans should be encouraged to participate in value-based arrangements 

with their provider network. While a global payment to administering health plans will mitigate 

cost shifting across Medicaid and Medicare at the payer/insurance level, there are 

opportunities to align financial incentives at a provider level as well, and improve coordination 

of services. 

• Providers participating in the integrated program would most likely experience a single claim 

submission process due to the administering health plan’s holistic program payment from 

CMS and states. However, it should be clear that this single claims submission process is 

required of the program, and tied to a single (integrated) benefit determination and prior 

authorization process. 

Summary 

The program elements detailed above reflect strengths and lessons learned across PACE, Financial 
Alignment Initiative demonstrations, SNPs, MLTSS, and other pilot approaches to integration. Taken 
together, these elements built on an expanded D-SNP infrastructure would allow for a more holistic, 
integrated experience for dual eligible individuals, reduce misaligned financial incentives, and minimize 
disruption that would otherwise occur with building a wholly new program. We are encouraged that 
policymakers continue to seek solutions to address the fragmentation created across Medicare and 
Medicaid and experienced by dual eligible individuals.  
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