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About This Work

The Center to Advance Palliative Care (CAPC) engaged ATl Advisory (ATI) to collaboratively
develop a set of opportunities to improve access to palliative care for dual eligible individuals
with serious illness.

Top Line Summary

-+ Many dual eligible individuals living with serious illness experience symptom distress,
high caregiver burden, and complex decision-making related to health care. They also
have disproportionate rates of all-cause mortality and hospitalizations, much of which is
potentially preventable.

-+ Given the high levels of need they often experience, many dual eligible individuals and
their families could benefit from palliative care; however, they experience a variety of
access barriers.

-+ Dual Eligible Special Needs Plans (D-SNPs) provide an existing platform that can be
leveraged to expand access to necessary palliative care services through specific State
Medicaid Agency Contract (SMAC) requirements related to palliative care, provider
education and provider networks, enrollee-facing efforts, and updates to D-SNP internal
policies and procedures.

-+ Based on ATI’s research, analysis of the Medicare Current Beneficiary Survey (MCBS), and
targeted interviews, this report describes the specific barriers and challenges confronting
dual eligible individuals with serious illness and introduces opportunities for the Centers
for Medicare and Medicaid Services (CMS), state Medicaid agencies, and D-SNPs to
increase access to palliative care.

-+ The opportunities described in this report can serve as an actionable resource for CMS,
state Medicaid agencies, D-SNPs, and palliative care champions to recognize and address
barriers to palliative care access for dual eligible individuals.
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Key Terms

The following terminology related to palliative care and dual eligible individuals is used
throughout the report to support a common understanding of key terms, as identified and
defined by ATl and CAPC.

-+ Dual eligible individuals are inclusive of full and partial benefit dual eligible individuals
and refer to people who are eligible for Medicare Part A and/or Part B and some form of
Medicaid benefit.’

-+ Dual Eligible Special Needs Plans (D-SNPs) are Medicare Advantage plans that
exclusively enroll dual eligible individuals, have a contract with the Medicaid agency
in the state in which they operate, develop a Model of Care to serve their dual eligible
enrollees, and coordinate Medicaid benefits for enrollees. D-SNPs range in their degree
of financial and administrative integration, and care coordination; and states have
various opportunities to influence how D-SNPs operate. There are currently three CMS
designations of Medicare-Medicaid integration across D-SNPs including:

ab
20¢
7I4;N
Fully integrated D-SNPs Highly integrated D-SNPs Coordination-only
(FIDE SNPs) (HIDE SNPs) (CO) D-SNPs

-+ State Medicaid Agency Contract (SMAC) refers to the contract between a D-SNP
and the state in which it operates, detailing D-SNP responsibilities. The SMAC must
include the 10 minimum regulatory requirements." This is a critical lever states can use
to increase the degree of financial and administrative integration, and the level of care
coordination D-SNPs provide their enrollees.

-+ Special Needs Plan (SNP) Model of Care (MOC) serves as the framework for how
D-SNPs meet the needs of their dual eligible enrollees. The MOC includes federally
mandated elements such as care coordination, enrollee experience, and quality
improvement. States can require that D-SNPs add Medicaid-specific requirements to
the MOC. All D-SNPs must have a MOC approved by the National Committee for Quality
Assurance (NCQA). MOCs must include the following elements:

Description of the SNP Population,

Care Coordination,

SNP Provider Network, and

MOC Quality Measurement & Performance Improvement.™

-+ Serious illness is a health condition that carries a high risk of mortality AND either
negatively impacts a person’s daily function or quality of life OR excessively strains their
caregivers.” ATl and CAPC determined the specific health conditions that were included
in the definition of serious illness for the MCBS analysis described in the report.
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-+ Palliative care refers to specialized medical care for people living with a serious illness.
This type of care is provided by an interdisciplinary team and is focused on relieving the
symptoms and stress of the illness. The goal is to improve quality of life for both the
patient and the family.

-+ Primary palliative care refers to care that addresses the symptoms and stresses of
serious illness, including through assistance with informed decision-making, and is
delivered by any clinician who does not specialize in palliative care.

- Specialty palliative care refers to care delivered by trained palliative care specialists
that addresses the more complex symptoms, stresses, and decision-making of serious
illness. Specialty palliative care is called for when an individual’s complexity exceeds the
capacity of the clinician providing primary palliative care.

-+ Palliative care coverage in Medicare and Medicaid

Palliative care consultations provided by a Medicare-registered clinician in any setting
are covered as any other professional service under Medicare Part B, although this
payment structure does not fully support an interdisciplinary care team."

No state Medicaid program currently offers a comprehensive, interdisciplinary
community palliative care benefit apart from Hawaii, as their state plan amendment
to offer the benefit was approved in May 2024 with a retroactive effective date of
January 1, 2023 California also requires its Medicaid managed care plans to cover
interdisciplinary palliative care services in the community and other states offer
limited Medicaid benefits that cover specific elements of a palliative care benefit
package, but they are not comprehensive.”

-+ Distress refers to both physical symptoms such as pain, fatigue, or nausea, as well
as emotional distress such as anxiety, fear, or feeling overwhelmed. Consequences to
unidentified and untreated distress include avoidable emergency department visits and
hospitalizations.* Proactive identification of distress with the use of validated screening
instruments* can trigger a palliative care consultation to address needs and reduce the
likelihood of negative outcomes.

-+ Medicare Current Beneficiary Survey (MCBS) is administered by CMS annually,
primarily by telephone, to approximately 14,000 Medicare beneficiaries in traditional
fee-for-service (FFS) and those in Medicare Advantage plans. Results are weighted to be
nationally representative of the Medicare population. The survey includes demographics,

social determinants of health, and experiences with healthcare, and links to administrative

FFS claims information on health expenditures and utilization.

Palliative care refers
to specialized medical
care for people

living with a serious
illness. This type of
care is provided by
an interdisciplinary
team and is focused
on relieving the
symptoms and stress
of the illness.
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Introduction and Background on Palliative
Care and Dual Eligible Individuals

INTRODUCTION

Dual eligible individuals with serious illness often have multiple chronic conditions along with
complex social needs, including limited financial and social resources. As compared to all
non-dual eligible Medicare FFS beneficiaries, their dual eligible counterparts have been found
to have higher all-cause mortality,! all-cause hospitalizations, and hospitalization-related
30-day mortality." These differences remained constant from 2004 to 2017 between dual
eligible individuals and non-dual eligible Medicare FFS beneficiaries.

Palliative care can play a critical role in helping to address the needs of individuals with
serious illness. Palliative care includes a range of services for individuals with serious illness
that have been proven to relieve distress and improve quality of life for both individuals and
their caregivers.?’ Despite this, palliative care is often under-utilized due to misconceptions
about what this type of care means, a limited specialty palliative care workforce, and

poor connections to available services. Further, Medicare coverage of palliative care is

not fully comprehensive, and there is currently only one Medicaid program that offers an
interdisciplinary comprehensive palliative care benefit (please see the full description of
palliative care coverage in Medicare and Medicaid in the Key Terms section of the report).
Given the elevated rates of all-cause mortality and hospitalizations among dual eligible
individuals, they can meaningfully benefit from increased access to palliative care. And as
dual eligible individuals increasingly enroll in D-SNPs,* there is an opportunity to leverage
D-SNPs to increase access to palliative care for individuals with serious illness.

This report includes opportunities for CMS, state Medicaid agencies, and D-SNPs to increase
access to palliative care for dual eligible individuals, primarily through the D-SNP model.
Opportunities include increasing awareness and understanding of palliative care among dual
eligible individuals and providers, introducing new SMAC requirements related to palliative
care, leveraging the D-SNP provider network and offering provider education in palliative
care skills, supporting enrollee-facing staff and expanding palliative coverage options, and
updating D-SNP internal policies and procedures. Leveraging the D-SNP model to increase
access to palliative care has the potential to improve quality of life for enrollees, reduce
avoidable utilization, and improve quality measures and cost savings for plans.* This report

serves as a resource to highlight the opportunity of the D-SNP model to improve connections

to palliative care services for dual eligible individuals with serious illness.

PROFILE OF DUAL ELIGIBLE INDIVIDUALS REPORTING SERIOUS ILLNESS

ATl leveraged the MCBS to highlight key characteristics of dual eligible individuals reporting
serious illness, as defined by ATl and CAPC.2For the purposes of the analysis, dual eligible
individuals reporting serious illness were defined as individuals who report 1) having cancer

1 The referenced study shows an odds ratio of 2.22 when comparing all-cause mortality rates for dual eligible indi-
viduals with all-cause mortality rates for Medicare-only beneficiaries.
2 The MCBS variables examined in the analysis were self-reported by survey respondents.

As compared to all non-
dual eligible Medicare
FFS beneficiaries,
their dual eligible
counterparts have
been found to have
higher all-cause
mortality, all-cause
hospitalizations, and
hospitalization-related
30-day mortality.
These differences
remained constant
from 2004 to 2017
between dual eligible
individuals and non-
dual eligible Medicare
FFS beneficiaries.




Page 6

(excluding skin cancer), end stage renal disease (ESRD), or congestive heart failure (CHF); and

2) experiencing pain that limits their daily function some days, most days, or every day. Figure 1
provides a descriptive profile of dual eligible individuals reporting serious illness according to the
definition above, and as compared to dual eligible individuals who did not report serious illness.

Figure 1. Profile of Dual Eligible Individuals with Serious lliness
(] @ @ [ ] [ ] o
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of dual eligible individuals
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'n' w 'I‘ 'I‘ w reported having serious illness?®

There is no statistically significant difference in age between dual
eligible individuals who reported serious iliness and dual eligible
individuals who did not report serious iliness.

of dual eligible
individuals who did
not report serious
illness are younger
than 65 years old

of dual eligible individuals
reporting serious illness
are younger than 65
years old

T

There is no statistically significant difference in the proportion of people
of color (POC)* among dual eligible individuals who reported serious iliness as
compared to the proportion of people of color among dual eligible individuals who
did not report serious iliness

of dual eligible of dual eligible
individuals who individuals who did
reported serious not report serious
illness are POC iliness are POC

3 The 10 percent of dual eligible individuals who report serious illness in the MCBS is likely an undercount
of the true prevalence of serious illness among the dual eligible population. This is because 1) data in the
MCBS are self-reported, and 2) the MCBS does not ask individuals about all illnesses, many of which can
benefit from palliative care treatment. These additional illnesses include but are not limited to advanced
pulmonary disease, dementia, and advanced liver disease.

4 Beneficiaries who self-reported to be Black, Hispanic, Asian, American Indian, Alaska Native, Native
Hawaiian, or Other Pacific Islander were considered people of color (POC) for the purposes of this
analysis. These beneficiaries were categorized into a “people of color” group due to small sample size
counts for each race and ethnicity, which may have been suppressed for data privacy.
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There is no statistically significant difference in the proportion of individuals
living alone among dual eligible individuals who reported serious iliness as compared
to dual eligible individuals who did not report serious iliness.

(3)

of dual eligible
individuals who
reported serious
iliness live alone

of dual eligible
individuals who did not
report serious illness
live alone
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A Note on Methods

ATl and CAPC developed the definition of dual eligible individuals reporting serious
illness in the MCBS based on existing literature focused on defining serious illness. ATI
and CAPC referred to existing literature which defined serious illness for the purpose

of identifying individuals and caregivers who need primary or specialty palliative care
services. " In the analysis, ATI and CAPC identified dual eligible individuals reporting
serious illness as individuals who reported having a specific set of conditions that carry
a high risk of mortality, in addition to reporting that pain limits their life or work activities
some days, most days, or every day. The selected conditions that were included in the
definition were cancer (excluding skin cancer), CHF, and ESRD. Dual eligible individuals
who did not report serious illness were defined as reporting none of the chronic
conditions specified above (cancer, CHF, ESRD), nor did they report that pain limits their
life or work activities some days, most days, or every day. For example, if a dual eligible
individual were to report that pain limits their life or work activities most days but did not
report having one of the identified conditions, the individual would not be identified as a
dual eligible individual reporting serious illness based on the determined definition.

It is important to note that the identified conditions used in ATI and CAPC’s definition
of serious illness are not comprehensive; there are other conditions that can benefit
from palliative care treatment but were not included in the definition of serious illness
used in this report because they are not captured in the MCBS. ATl and CAPC recognize
this limitation and acknowledge that there are likely more dual eligible individuals
experiencing serious illness than identified through the analysis.

Through this definition, ATl and CAPC aimed to capture the experiences of dual eligible
individuals whose serious illness impacted daily function and quality of life. ATl and
CAPC felt it was important to identify dual eligible individuals reporting serious illness as
they may especially benefit from palliative care, which can relieve distress and improve
quality of life since dual eligible individuals experience challenges around navigating
fragmented health care systems, inequitable access to primary and preventive services,
social determinants of health, and access to resources to manage serious illness.

ATl and CAPC also examined characteristics across the population of dual eligible
individuals who reported serious illness as compared to dual eligible individuals who did
not report serious illness. Characteristics included age, race, and living situation.

The outcomes of the analysis served as a key input into identifying specific
opportunities to increase access to palliative care for dual eligible individuals reporting
serious illness.
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The Palliative Care Access Issue for Dual
Eligible Individuals with Serious Illness

There is significant opportunity to increase the number of dual eligible individuals with serious
illness who receive primary palliative care and appropriate connections to specialty palliative
care. Even though 10 percent of these individuals have serious iliness according to ATI’'s
analysis of the MCBS, significantly fewer receive palliative services due to a variety of reasons
described below.

PALLIATIVE CARE WRONGLY CONFLATED WITH THE HOSPICE BENEFIT

Many people inaccurately equate palliative care with the hospice benefit, and therefore
associate it with end of life.* As a result, individuals assume receiving palliative care will also
deny them access to treatment for their serious illness(es). Care managers and clinicians who
have established trusting relationships with dual eligible individuals can play a critical role in
improving the perception of palliative care.

COMPETING STATE PRIORITIES

State Medicaid agencies currently face many competing priorities, and as a result palliative
care is not often prioritized at the state level because it is viewed as a service that impacts a
small percentage of overall beneficiaries. As demonstrated by ATl’s analysis, the prevalence of
serious illness and the resulting need for palliative care access is evident among dual eligible
individuals, an already high-cost population with complex needs,* and could be a high-impact
initiative for states should they designate it as a priority.

CLINICIAN ENGAGEMENT - CAPACITY, SHORTAGES, AND MISALIGNED INCENTIVES

Key barriers to palliative care access, especially for dual eligible individuals with serious
illness, include specialty palliative care workforce shortages, limited clinician capacity, and
competing priorities when it comes to patient care. Even if more individuals were aware of the
value and benefits of palliative care, there is a national shortage of specialty palliative care
clinicians to provide services.* Within existing payment and care delivery structures, treating
clinicians do not have the time nor the appropriate skills training to deliver primary palliative
careX While clinicians focused on other aspects of individuals’ care can address many
palliative care needs for dual eligible individuals with serious illness, most have not received
sufficient training in pain and symptom management, or in holding meaningful conversations
with individuals about care goals and decisions in the face of serious illness.* Additionally,
payment and delivery system structures are not designed to incentivize providers to prioritize
screening for or manage symptom distress.

The prevalence of
serious illness and
the resulting need for
palliative care access
is evident among dual
eligible individuals.
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The palliative care “wrong pocket” problem also contributes to the lack of access to palliative
care. This occurs when one payer or provider organization might be best positioned to

invest in and provide palliative care, but the associated reduction in emergency department
visits and hospital days*" does not accrue financial benefits to the organization making
investments.

BARRIERS FOR INDIVIDUALS WITH END STAGE RENAL DISEASE

Specific barriers to palliative care access exist for dual eligible individuals with ESRD receiving
dialysis, despite their heavy symptom burden.* This subset of dual eligible individuals often
receives their ongoing treatment at hemodialysis clinics where clinicians and support staff

do not always have the bandwidth to provide primary palliative care or find available palliative
care specialists for consultation. Additionally, many clinicians in dialysis centers may believe
that palliative care can only be provided through hospice, and thus that hemodialysis cannot
be delivered concurrently with palliative care >V

LACK OF A COMPREHENSIVE INTERDISCIPLINARY PALLIATIVE CARE BENEFIT

While some Medicaid programs offer more limited palliative care benefits under home and
community-based services (HCBS) waivers or through requirements for Medicaid managed
care, as of Spring 2024, comprehensive interdisciplinary palliative care benefits remain
challenging for states to implement. > States must submit a state plan amendment or Medicaid
waiver to offer the benefit, which can be a time- and resource-intensive process. As of May
2024, Hawaii is the first state to receive CMS approval of their state plan amendment to
establish palliative care services provided in non-hospital settings as a state plan service i

Although a comprehensive Medicaid interdisciplinary palliative care benefit might increase
access for dual eligible individuals, it is important to note that this benefit is not necessary
to enable access to community-based palliative care for dual eligible individuals with serious
iliness. Because palliative care is medical care, palliative care consultations are currently
covered for any Medicare Part B beneficiaries in the same way any other professional service
is covered.
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Opportunities

There are opportunities to improve access to palliative care for dual eligible individuals through
policy and programmatic approaches at the CMS, state Medicaid agency, and D-SNP levels. The
following opportunities address the key touchpoints that a dual eligible individual with serious
illness may experience during their care journey, beginning with completion of an assessment
to identify potential palliative care needs, to care transitions where new indicators of need may
arise, to a connection to specialty palliative care as appropriate.

At the federal level, Congress has been increasingly engaging in legislative efforts to
strengthen coverage and care delivery systems that more effectively integrate care and meet
the needs of dual eligible individuals.** At the state level, Medicaid agencies are increasingly
leveraging their D-SNPs to advance state-specific goals related to Medicare-Medicaid
integration to improve the quality of life and care outcomes for their dual eligible population.
As states continue to move toward increased integration, the incentives for D-SNPs to offer
palliative care to enrollees continue to align. With 45 states® operating D-SNP programs

and enrollment in D-SNPs continuing to grow,* there is significant opportunity to leverage
D-SNPs to advance access to palliative care. Regardless of state requirements, D-SNPs also
have several opportunities through leveraging their provider networks and provider education,
supporting enrollee-facing staff and expanding palliative coverage options, and updating
internal policies and procedures to implement approaches that facilitate enrollee access to
palliative care. The following CMS, state, and D-SNP opportunities highlight more detailed
approaches to advance the provision of palliative care for dual eligible individuals with serious
illness.

While there are national efforts underway focused on identifying policy options for states to
expand high-quality palliative care benefit offerings, this report aims to highlight opportunities
to leverage existing care delivery and payment system infrastructure to increase access to
palliative care for dual eligible individuals with serious illness.

OPPORTUNITIES FOR CMS

CMS has the opportunity to support states and D-SNPs to expand access to palliative care
through additional guidance and technical assistance. The opportunities for CMS listed below
would require additional collaboration with state Medicaid agencies to increase awareness
regarding the benefits of palliative care, improve screening for palliative care needs, and adjust
payment and care delivery systems to incentivize increased access to palliative care services.

-+ Provide additional guidance and technical assistance to state Medicaid agencies
regarding Medicare palliative care eligibility and services. For instance, CMS could
promote awareness among Medicaid agency leadership that palliative care
consultations are covered for both Medicaid and Medicare Part B beneficiaries. This
would also be an opportunity to clarify that palliative care can be delivered at any stage of

©
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care delivery and
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iliness, regardless of prognosis, and can be provided concurrently with all other treatments
and services, including those that are curative. Further, it would be valuable for CMS to
provide technical assistance to states on opportunities to combine home health care
agency services with palliative care specialty consultations,* which are billed to Medicare
as separate services, to deliver comprehensive palliative care services. This combination
does not require any state plan amendments or benefit modifications and can be an
effective model of care for many individuals with serious iliness who are eligible for certified
home health services. However, it is important to note that palliative care services in this
context are time-limited and linked to the duration of a home health episode.

CMS has the
opportunity to support
states and D-SNPs
expand access to

-+ Support state Medicaid agency staff with tools and resources describing the value of, and palliative care through
how to expand access to, palliative care through D-SNPs. State Medicaid agency leaders additional guidance
focused on programs serving dual eligible individuals, as well as leadership from D-SNPs, and technical
often rely on resources developed by the Integrated Care Resource Center (ICRC), an assistance.

initiative of the Medicare-Medicaid Coordination Office (MMCQ) at CMS, to support the

implementation and ongoing operation of programs serving dual eligible individuals.*
ICRC might contemplate developing resources focused on palliative care, such

as sample SMAC language for many of the provisions described below and webinars to
educate its audiences on the benefits of palliative care, the differences between palliative
care and hospice, and palliative care coverage under Part B, among other topics. ICRC
has hosted webinars focused on palliative care in the past, and it may be worthwhile to
reinitiate palliative care-focused efforts.

-+ Explore potential Center for Medicare and Medicaid Innovation (CMMI) models or
modify existing CMMI models, such as the ESRD Treatment Choices (ETC) Model,
to focus on improving the experience of Medicare and Medicaid beneficiaries with
renal iliness through palliative care. Models addressing the palliative care needs of dual
eligible individuals with serious illness will likely align with CMMI’s goals of showing promise
in terms of cost savings®™ and improved quality of care*! More specifically, CMS may
consider potential modifications to the quality and payment structure for organizations
serving Medicare beneficiaries with ESRD who require hemodialysis, such as requiring
reporting of palliative care consultations or the electronic reporting of symptoms*i as
included in the Enhancing Oncology Model, a CMMI model focused on improving quality in
oncology care while reducing costs. > These model modifications could lend insights into
palliative care utilization rates and improve documentation and reporting of symptoms that
indicate a need for palliative care.

OPPORTUNITIES FOR STATES

Opportunities for state Medicaid agencies.

State Medicaid agencies can design D-SNP programs that involve palliative care in
meaningful ways to expand access to necessary services for dual eligible individuals with
serious illness. Acknowledging the many competing priorities facing state Medicaid agencies,
the opportunities described below are intended to be feasible via existing state levers to
increase palliative care access for this population.
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State Medicaid agencies can use the State Medicaid Agency Contract (SMAC) to establish
contractual requirements for D-SNPs that go beyond the minimum federal requirements to
advance state goals and priorities. There are a number of ways states can leverage the SMAC
to increase access to palliative care and address serious illness. The opportunities outlined

in this section would require state Medicaid agencies to draft and finalize new provisions

in the SMACs that D-SNPs would then be required to execute. In addition to drafting these
requirements, states would need to consider enforcement and oversight mechanisms to
ensure D-SNP compliance.

The SNP Model of Care (MOC)® is one way that states can leverage the SMAC to require
D-SNPs to advance access to palliative care services. The MOC can support the delivery of
more targeted care management for individuals with serious iliness and enable the plan to
proactively identify potential enrollee distress. For example, D-SNPs can:

-+ Consider dual eligible enrollees with specific diagnoses that are most commonly treated
by palliative care—including cancer, heart failure, advanced kidney disease, or advanced
dementiaX—along with identification of caregiver burden as one of the “most vulnerable”
populations within their membership, a population plans must define in SNP MOC
Standard 1 Element B Subpopulation — Most Vulnerable Enrollees. This element
requires the D-SNP to describe the methodology by which the plan will identify these
individuals while also providing a description of the specially tailored services available to
most vulnerable enrollees. This could support standardized identification of the D-SNP’s
enrollees that could most benefit from an initial conversation with a care manager
regarding their unmet palliative care needs and goals of care, which could lead to a
referral for a specialty palliative care consultation.

-+ Require D-SNPs to provide motivational interviewing and other serious illness
communication training* to 1) care management staff employed directly by the plan, as
well as 2) care managers employed by any entities to which the D-SNP delegates care
management functions as detailed in the SNP MOC Standard 2 Element A SNP Staff
Structure. Although Standard 2 Element A does not currently require plans to describe
staff training requirements beyond the required staff training on the MOGC, states can
leverage their SMAC to require that D-SNPs include their plans to provide motivational
interviewing and communication training for staff in their response to SNP MOC Standard
2 Element A. Training in motivational interviewing techniques can enable care managers to
identify indicators of distress among enrollees and initiate conversations on palliative care.

-+ Modify the SNP MOC Standard 2 Element B Health Risk Assessment Tool (HRAT) to
encourage D-SNPs to include specific questions from validated distress screening tools*if
to assess for a) symptom burden, and b) caregiver burden that indicate a potential need
for palliative care. Through MOC Standard 2 Element B, D-SNPs must describe how their
HRAT assesses the medical, functional, cognitive, psychosocial, and mental health needs
of enrollees, which encompasses palliative care needs. The HRAT, when administered by
D-SNP care management staff, can serve as an opportunity to screen for indicators of
distress among D-SNP enrollees with serious illness.

5 D-SNPs are required to submit their Model of Care (MOQ) for scoring and approval to the National Committee for
Quality Assurance (NCQA) every one to three years.



https://snpmoc.ncqa.org/static/media/CY2025SNP_MOC_Scrng_Gdlns_508.4c71d8c17b37b33ff079.pdf
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-

Instruct D-SNPs to share their health risk assessment (HRA) and assessment findings
with treating clinicians to encourage them to provide symptom management as a key
component of the Individualized Care Plan (ICP), which is outlined in the SNP MOC
Standard 2 Element D Individualized Care Plan. D-SNPs are currently required to
describe, in SNP MOC Standard 2 Element D, how updates to the ICP are communicated
to the enrollee and others. State Medicaid agencies can leverage their SMACs to require
D-SNPs to specifically describe in their MOC how the HRA and assessment findings
are shared with treating clinicians who can, with appropriate training, manage basic
palliative care needs without the involvement of palliative care specialists. Sharing
relevant assessment information can further enable D-SNPs to play an important role in
connecting enrollees to a regular source of medical and behavioral health care, which in
turn can improve management of symptoms and distress through palliative care.

Require plans to indicate the role of each Interdisciplinary Care Team (ICT) member
related to assessment and symptom management and identify which ICT member is
accountable for identifying palliative care needs. The ICT, as described in SNP MOC
Standard 2 Element E Interdisciplinary Care Team, is a key element of the MOC that
the state can leverage to connect enrollees to palliative care when appropriate. D-SNPs
are required to describe how the roles and responsibilities of ICT members contribute to
effective implementation of an interdisciplinary care process. Medicaid agencies have an
opportunity to require a more detailed description of ICT roles and responsibilities related
to assessment and symptom management.

Require D-SNPs to describe how they will provide targeted education on the benefits of
palliative care as it relates to self-management and help facilitate palliative care access
during care transitions for enrollees with serious illness as part of SNP MOC Standard 2
Element F Care Transition Protocols.

In addition to leveraging the MOC, D-SNPs and state Medicaid agencies can refer to the
strategies described in the monograph Serious lliness Strategies: Driving Value in High-
Need Populations X’ which presents a summary of implementation best practices for health
plans to improve the care of individuals with serious illness. The summary describes three
key strategies for serving populations with serious illness, all of which are reflected in the
stated opportunities through the MOC: proactive identification of the seriously ill population,
engagement with individuals and assessment of their distress, and provision of home-based
care and support for the highest-need individuals.


https://www.capc.org/documents/download/214/#:~:text=The%20three%20key%20strategies%20are,based%20supports%20to%20avert%20emergencies
https://www.capc.org/documents/download/214/#:~:text=The%20three%20key%20strategies%20are,based%20supports%20to%20avert%20emergencies
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Other state opportunities.

The opportunities listed below include avenues that state agencies, outside of strictly the
Medicaid agency, may pursue. Some of these opportunities may require more substantial

operational inputs and oversight but could position states to further bolster their ability to
address palliative care needs among their dual eligible population with serious iliness. For
example, states can:

-+ Work closely with their State Health Insurance Assistance Program (SHIP) to maximize
the SHIP’s capacity, through counseling materials and training opportunities, to educate
dual eligible individuals on the benefits of palliative care, the differences between
palliative care and hospice, and plan options that provide specialized programs or
approaches to care for their enrollees facing serious illness.

-» Develop a statewide Palliative Care Advisory Council or Task Force to help elevate
issues around access and support a greater understanding of palliative care at
the state-level. Currently, 25 states*” have active palliative care councils/task forces
established through legislation, which often release reports that include state-level
recommendations on palliative care. Acknowledging that these councils and task forces
may require passage of state-level legislation along with a close partnership and ongoing
support from the state Medicaid and/or other agencies, states could require or encourage
the councils or task forces to focus specifically on opportunities to improve awareness
and access to palliative care for dual eligible individuals with serious iliness given its
disproportionate impact on the population.

OPPORTUNITIES FOR DUAL ELIGIBLE SPECIAL NEEDS PLANS

D-SNPs have broad discretion to address the needs of their enrollees. This presents a
significant opportunity for plans to consider ways to better identify and address the needs

of their dual eligible enrollees with serious illness. When D-SNPs are more integrated, such as
in the case of FIDE SNPs, the incentives to offer palliative care become more aligned. More
integrated plans provide Medicare and Medicaid coverage through a single entity and have the
potential to benefit from savings that result from the introduction of palliative care, whether
those savings are accrued in relation to Medicare or Medicaid-covered services. The following
opportunities for D-SNPs are grouped into three areas of focus:

1 Provider education and provider networks,
2 Support for enrollee-facing staff and expanded palliative coverage options, and

3 Internal policies and procedures.
Opportunities to support provider education and leverage provider networks.

-+ D-SNPs can include an expert in palliative care on their executive or leadership
team to ensure palliative care approaches for individuals with serious illness are
considered and prioritized among the plan’s larger strategic goals and care delivery
structure. A focus on palliative care at the highest level of the organization can help
ensure it remains a priority and can further support access to palliative care through
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-

increased provider and care manager expertise. While state Medicaid agencies can require
via the SMAC that D-SNPs have this particular subject matter expertise among their
leadership, plans can take it upon themselves to voluntarily adopt this approach.

D-SNPs can also undertake several strategies to leverage the capacity of their
provider networks to support the identification of palliative care needs and the delivery
of appropriate services. Example strategies include:

Explicit identification of palliative care providers in the network;

Financial incentives for hospitals to ensure palliative care access can deliver strong
returns;?V

Opportunities to enhance provider knowledge and capacity, potentially through
models such as Project ECHO;*"and

Incentives for in-network providers to receive symptom management and
communication training, particularly for oncology, nephrology, and cardiology
practices, as well as for nurses and other staff at home health agencies.

D-SNPs could also concentrate provider network management and development
efforts on building strong relationships with specialty palliative care programs to
efficiently refer enrollees and facilitate their access to specialty services.

Opportunities to promote enrollee-facing efforts.

-

Care managers and care coordinators can be the most common D-SNP touchpoint for
enrollees. These professionals can play a role in identifying the palliative care needs of
enrollees, providing enrollee education on palliative care, and connecting enrollees
to needed resources. To support their ability to do so, D-SNPs can establish palliative
care “office hours” for care managers and care coordinators to provide them with an
opportunity to engage with palliative care specialists, so they have a go-to resource to
help facilitate enrollee access to palliative care. Dedicated care management programs
for enrollees living with serious iliness have also proven valuable. XV

D-SNPs can evaluate offering a home-based palliative care benefit. When
undertaking the annual product design and development process, D-SNPs can consider
the benefits and potential cost savings of offering home-based palliative care,

which plans can offer as part of the expanded definition of Primarily Health-Related
Supplemental Benefits (EPHRB). As of Plan Year 2024, 205 Medicare Advantage plans,
including seven D-SNPs, are offering such benefits X

Opportunities to bolster internal D-SNP policies and procedures.

-

D-SNPs can explore the addition of a flag in their electronic medical record or care
management platform to indicate individuals who have a potential palliative care need
based on their diagnosis or diagnoses, functional needs, and recent service utilization
patterns. This would provide a consistent prompt for care managers to facilitate
conversations with enrollees and their caregivers regarding their unmet needs and
treatment preferences.



Page 17

-+ Within opioid use management programs and Medication Therapy Management (MTM)
Programs, D-SNPs can implement special exceptions for opioid treatments based
on diagnosis. Medicare Part D sponsors are required by CMS to establish and operate
a MTM Program,' and many D-SNPs implement additional opioid use management
programs. Such programs can negatively impact access" to necessary pain management
medications for individuals with serious illness and high levels of pain. By implementing
exceptions based on diagnosis, D-SNPs can help ensure that individuals who would
benefit from opioid treatments are not barred from receiving necessary medications due
to MTM Program or opioid use management program policies.

-+ Utilization management teams at D-SNPs might consider reviewing their policies
and procedures related to prior authorization from a serious iliness lens, in
collaboration with palliative care specialists, to identify instances in which the plan’s
prior authorization processes may be a barrier to timely palliative care connections.
Medical necessity guidelines are regularly reviewed by plan staff, meaning D-SNPs could
incorporate a serious illness perspective into the review process, especially if the D-SNP
has decided to include palliative care experts on their leadership team.

Conclusion

There are many opportunities for CMS, state Medicaid agencies, and D-SNPs to increase
access to palliative care for dual eligible individuals experiencing serious iliness. Given the
W= proportion of dual eligible individuals facing serious illness, the need for improved access to
/ palliative care is clear and, in many states, D-SNPs offer a well-established infrastructure to
0

increase awareness of its benefits and connect dual eligible enrollees to primary or specialty
palliative care. CMS, states, and D-SNPs can partner to support dual eligible individuals

with serious illness and their families and caregivers at each of the key care management
touchpoints where palliative care may be meaningful.

\/,/ \\\
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Methods

The opportunities and key takeaways included in this report were gathered through desktop
research, targeted interviews, and data analyses that occurred between February and

April 2024. As part of these efforts, ATl conducted a desktop review of existing literature,
including resources and tools that CAPC developed for states and health plans to increase
palliative care access across all relevant populations. Interviews provided valuable qualitative
input on real-life challenges and practical strategies to increase access to palliative care

for dual eligible individuals. ATl and CAPC spoke with individuals from the following types of
organizations: two consumer organizations, two state Medicaid agencies, and three D-SNPs.
The interviews were conducted using a semi-structured interview guide that included key
questions on the barriers and potential opportunities to increase access to palliative care for
dual eligible individuals with serious iliness. ATI then analyzed interview notes and organized
them thematically across barriers and solutions to promote access, including opportunities at
the federal, state, and D-SNP level.

To ensure our proposed opportunities were as targeted and impactful as possible, and to
complement our qualitative findings, ATl conducted a quantitative analysis of the MCBS to
examine the demographic and social profile of dual eligible individuals with serious illness,
including how they compare to the dual eligible population without serious illness based on
the same characteristics. ATl’s analysis identified dual eligible individuals who self-reported
specific conditions that carry a high risk of mortality, as well as an indicator of pain to serve
as a proxy for those who meet the definition of serious iliness. Please see the Profile of Dual
Eligible Individuals Reporting Serious lliness section of this report for more details on
the methodology of the analysis. The population was defined as full and partial benefit dual
eligible individuals with cancer, congestive heart failure, and/or ESRD who responded to the
MCBS stating that pain limits their life or work activity some, most, or every day.
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