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OPPORTUNITIES FOR D-SNPS TO IMPROVE
ACCESS TO AND EXPERIENCE WITH HCBS

Executive Summary

Dual eligible individuals — people who are
enrolled in Medicare Part A and/or Part B
and enrolled in full-benefit Medicaid or the
Medicare Savings Program — often have
complex care needs including multiple
chronic conditions, limitations in their
activities of daily living (ADLs), physical
disabilities, developmental disabilities,

and cognitive impairments.! Home- and
community-based services (HCBS), a
form of long-term services and supports
(LTSS),t provide important supports to
meet individuals’ needs at home and in the

facilitate greater independence and overall

wellbeing, dual eligible individuals’ access to
and experience with HCBS varies.

ATI Advisory (ATI) conducted interviews
with consumer advocates and subject
matter experts to better understand the
population’s experiences with HCBS.

This brief identifies potential barriers to
access and highlights how health plans
designed for dual eligible individuals can
promote timely receipt of needed HCBS.
Outlined are options for federal and state
policymakers to partner with health plans
to address identified barriers and improve
the HCBS experience for dual eligible
individuals.

1 LTSS are paid and unpaid services provided to individuals that need assistance with ADLs and/or instrumental
activities of daily living (IADLs). This includes individuals with disabilities, chronic iliness, or aging-related needs.




Page 3

Intersection of Integrated

Care and HCBS

Dual eligible individuals often experience
complex and confusing pathways when
navigating the web of services provided by
Medicare and Medicaid.” These difficulties
can be exacerbated for dual eligible
individuals with functional or cognitive
needs due to the addition of HCBS, which

is primarily covered under Medicaid.
Because of the lack of coordination between
programs, policymakers have sought
solutions for decades to better integrate
and improve care delivery for the population.
Medicare Advantage Dual Eligible Special
Needs Plans (D-SNPs) are one approach

to coordinate benefits that also presents
opportunities to facilitate connections to
and improved experiences with HCBS for
dual eligible enrollees.

D-SNPs are specifically designed to

serve dual eligible individuals and include
population-specific Models of Care (MOC)
and requirements to coordinate or integrate
with Medicaid. Depending on a state’s
underlying Medicaid program design, D-SNPs
vary in how they coordinate or integrate
Medicaid benefits.¥ The level of integration
with Medicaid differs across three D-SNP
designation levels: Fully Integrated Dual
Eligible Special Needs Plans (FIDE SNPs),
Highly Integrated Dual Eligible Special Needs
Plans (HIDE SNPs), and Coordination-Only
Dual Eligible Special Needs Plans (CO

D-SNPs). FIDE SNPs bear comprehensive
Medicaid risk inclusive of both LTSS and
behavioral health, HIDE SNPs bear Medicaid
risk for LTSS and/or behavioral health, and
CO D-SNPs do not bear Medicaid risk for
either LTSS or behavioral health but may
bear Medicaid risk for other services. Some
D-SNPs only enroll individuals who receive
Medicaid benefits through the parent
organization of the D-SNP while other
D-SNPs coordinate Medicaid benefits with
other health plans, state agencies, or other
entities responsible for Medicaid benefits.

Regardless of the level of integration, all
D-SNPs must hold a contract with the
state in which they operate, through which
states can influence how D-SNPs provide
care and coordinate with other benefits,
including HCBS. This contract, called the
State Medicaid Agency Contract (SMAC),
can serve as a lever for state Medicaid
agencies to bolster integration in D-SNPs
and make improvements regarding access
to and experience with HCBS for dual eligible
enrollees.

While D-SNPs are not the only solution

to aligning Medicare and Medicaid and
integrating care to better serve dual eligible
individuals, D-SNPs can be a tool to address
some of the key issues individuals experience
when trying to access HCBS.

Goals of Medicare-
Medicaid integration
include improving
care quality and
consumer experience
and reducing total
cost of care. For the
purposes of this
brief, we refer to
integrated plans as
those that cover LTSS
and/or behavioral
health benefits

and that only enroll
individuals receiving
their Medicare

and Medicaid
services through a
single healthcare
organization or entity.

The State Medicaid Agency Contract, or SMAG, is a contract between a D-SNP and the state Medicaid agency in the state
in which the plan operates. The SMAC describes the responsibilities of the D-SNP, including how it meets minimum federal
requirements. States can go beyond these minimum requirements to, for example, increase the level of care coordination

that the D-SNP provides its enrollees or strengthen other requirements that can lead to a more integrated care experience.
As a result, the SMAC can serve as a strong lever for states to improve healthcare delivery for their D-SNP enrollees.



https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-B/part-422/subpart-C/section-422.107
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-B/part-422/subpart-C/section-422.107
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Barriers to Accessing and
Receiving HCBS

ATl identified three primary barriers

dual eligible individuals experience when
accessing HCBS, including issues with:

the eligibility and care planning processes,
connection to and availability of appropriate
services, and approaches to person-
centered HCBS. The following findings can
help inform policymakers as they consider
opportunities to improve integration and
access to these services for the dual eligible
population.

ELIGIBILITY AND CARE PLANNING
PROCESSES

States have discretion to determine LTSS
eligibility, coverage, and delivery through
state plan amendments and waivers.
Eligibility for LTSS programs and benefits
were reported as important obstacles to
timely access to HCBS by interviewees,
with individuals often struggling to navigate
the eligibility determination process"i or
experiencing long wait times to complete
initial care planning.

Timely access to needed HCBS can be
particularly challenging when different
entities are responsible for discrete parts
of the process. In some states, for example,
a state department, county agency, or
community-based organization (like Area
Agencies on Aging [AAAs]) will conduct LTSS
assessments for eligibility while Medicaid
managed care organizations (MCOs)
handle the care planning. This separation
of responsibilities can cause delays in the
transmission of eligibility information to
MCOs and the start of services as a result.
Delays in services can be frustrating and
challenging for individuals with unmet HCBS
needs. For example, an individual waiting

to be approved for certain HCBS, such as
personal care services or home-delivered
meals, may be unable to safely remain at
home or transition back home following

a hospitalization or post-acute care stay.
Delayed access can also disproportionately
affect subpopulations with complex or co-
occurring needs who are likely to be dually

While interviews provided insights on challenges related to accessing appropriate services, there are additional critical
factors — many of which are beyond the influence of D-SNPs — that can lead to poor access to and experience with
HCBS for dual eligible individuals. Confusing and burdensome LTSS determination processes, state variation in HCBS
coverage, waiver waiting lists, individuals not being eligible for all of the HCBS they may need, and general confusion
over the differences in Medicare and Medicaid coverage and how to access benefits are all barriers to a timely and
effective HCBS experience. Addressing these issues requires broad state and federal HCBS reform.
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eligible for Medicare and Medicaid, such

as individuals with Alzheimer’s disease or
other types of dementia, serious mental
illness (SMI)," substance use disorder
(SUD), or intellectual and developmental
disabilities (IDDs).* Delays in receipt of HCBS
can exacerbate symptoms and behaviors,
including a loss of function.

CONNECTION TO AND AVAILABILITY OF
APPROPRIATE SERVICES

Alongside concerns about the timeliness

of HCBS eligibility determinations and care
planning, interviewees noted additional
barriers that impact a connection to
appropriate services once individuals are
approved to receive them. Specifically, they
identified three issues related to HCBS
access: lack of support with identifying best-
fit services, insufficient caregiver benefits
and/or unawareness of available caregiver
benefits, and a lack of HCBS providers —
including direct care workers — with the
appropriate training and experience to serve
subpopulations of dual eligible individuals
with complex needs.

Individuals experiencing LTSS needs benefit
from access to best-fit HCBS that enable
them to live independently at home and

in the community. Care management

and coordination approaches can help
individuals navigate the array of HCBS

and various ways to receive services.
Depending on the program, some Medicaid
MCOs, D-SNPs and state programs

provide individuals with designated care
managers and care coordinators. However,
care managers and care coordinators

have varying experiences and degrees of
education and training on functional needs
and the availability of HCBS offerings,
which can impact their ability to conduct
reassessments or otherwise identify the
right services at the right time. For example,
some interviewees reported experiences

when individuals’ initial care plans were
not updated when their circumstances,
needs, or preferences changed. To remedy
this, interviewees reported that individuals
proactively — and at times repeatedly -
had to reach out to a care manager or care
coordinator to resolve discrepancies and
facilitate access to new services.

In addition to the benefit and service
navigation that care managers and care
coordinators provide, individuals receiving
HCBS often rely on formal and informal
caregiver supports. In terms of formal
supports, the current direct care workforce
shortage* threatens the ability of individuals
to live at home and in the community. This
shortage means that it can be difficult for
many individuals to secure a direct care
worker or find a replacement to fill shifts.
Informal, unpaid caregivers like friends

and family can provide some services

such as personal care or medical care to
support an individual’s community and
independent living.¥ While this can help fill
service gaps, supports for caregivers offered
through D-SNPs, like respite, can be slim.
And when they are available, inadequate
care coordination or benefit navigation
assistance can leave individuals unaware of
the full suite of available caregiver offerings.
Although plans can leverage new types of
supplemental benefits - including Expanded
Primarily Health-Related Benefits (EPHRB)*
and Special Supplemental Benefits for the
Chronically Ill (SSBCI)*" - to offer caregiver
supports, they are available only to certain
subsets of plan members. This can be
confusing for members, and since D-SNPs
offer these benefits at higher rates than
other types of Medicare Advantage plans,
dual eligible individuals may experience this
more frequently.

Even if dual eligible individuals are connected
to services, certain individuals with more
complex needs — including those with
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OPPORTUNITIES FOR D-SNPS TO IMPROVE
ACCESS TO AND EXPERIENCE WITH HCBS

Alzheimer’s disease or other types of
dementia, SMI, SUD, and IDD diagnoses
and those living in rural communities —
may still lack access to providers with the
right competencies to serve them well. In
turn, this impacts whether an individual
receives high-quality, appropriate care. If
providers fall short in delivering clinically
appropriate services due to inadequate
knowledge or training on the population’s
needs and optimal care, it can negatively
affect an individual’s health experiences and
outcomes.

APPROACHES TO PERSON-CENTERED
HCBS

A person-centered approach to HCBS care
planning and coordination is essential. It
ensures that the individual receiving services
can direct and agree upon their care plan and
that the care plan itself is reflective of their
needs, preferences, and goals.® Interviewees
identified two primary barriers related to
accessing person-centered HCBS: receiving
care that fails to meet the individual’s
standards and interacting with providers and
plan staff who inappropriately respond to the
individual’s cultural, linguistic, or functional
needs. Both issues can have a near-term
effect on their experience with HCBS and a
long-term effect on their health outcomes
and quality of life.

Person-centered HCBS should include a
collaborative approach between providers,
individuals, and their caregivers to support
a tailored, coordinated, and empowered
healthcare experience for individuals.
Cultural and linguistic competency is central
to a person-centered HCBS approach that
ensures individuals receive care that is
respectful of and responsive to their beliefs
and preferences. However, not all health
plans and providers serving dual eligible
individuals have sufficient training to deliver
culturally and linguistically competent HCBS
care and support™*i Interviewees noted
that when providers and plan staff do not
have this training, they are at a deficit when
attempting to provide person-centered
HCBS to dual eligible individuals. For example,
language barriers or a lack of situational
awareness can limit communication with
the individual and their caregivers or hamper
opportunities for early intervention when
issues do occur. Interviewees also stated
that inadequate training and education can
perpetuate stereotyping and prejudice,
which can — and does — prevent providers
from tailoring care to the cultural needs

of dual eligible individuals. These issues

can lead to exacerbating health disparities
among underserved communities, including
communities of colorxviixx
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Role of D-SNPs to Address

HCBS Barriers

Given the growth of D-SNP enrollment,

especially in D-SNPs that are responsible for

both medical and LTSS benefits (i.e., some
HIDE SNPs and all FIDE SNPs), D-SNPs are
well-positioned to help address many of
the barriers individuals face in accessing
and receiving HCBS. While D-SNPs do

not offer a comprehensive solution to all
the identified issues, policymakers can
consider the opportunities D-SNPs present
to support broader efforts to improve HCBS
for this population. Despite the differences
in both D-SNP and HCBS programs across
states, there are valuable approaches

that policymakers and plans can take to
maximize how plans coordinate and manage
HCBS. The following opportunities offer
practical and targeted suggestions for how
D-SNPs — inclusive of CO D-SNPs, HIDE
SNPs, and FIDE SNPs — can effectuate
program changes to improve HCBS access
and experience for individuals enrolled in
integrated care programs.

IMPROVING TIMELY ELIGIBILITY AND
CARE PLANNING PROCESSES

Barrier: State policies that can delay
access to HCBS.

Through SMAC requirements and changes
in Medicaid eligibility policies, states can
influence timely and consistent access to
HCBS that can support streamlined service
delivery for dual eligible individuals.

-

Options for State Medicaid Agencies

States can encourage plans to support
individuals with navigating HCBS waiver
waiting lists, if applicable, or provide
services to individuals while they are on
the waiting list. In California, individuals
on 1915(c) waiver waiting lists can
request enhanced care management
from their Medicaid MCO to provide
robust coordination across physical and
behavioral health services.* Although in
California this opportunity lies with an
individual’s Medicaid plan, D-SNPs can
offer similar time-limited benefits while
individuals continue to wait or be fully
assessed for HCBS. With the Medicaid
Access Rule requiring states with
capped waiver programs to report to
the Centers for Medicare and Medicaid
Services (CMS) annually on their
waiting lists, including their waiting list
management practices, states may be
encouraged to work with their D-SNPs
on mitigation strategies, like California’s,
to support individuals with HCBS need .

Under the Medicaid Access Rule, states
will have to report to CMS on timely
access to specific services (homemaker,
home health aide, personal care, and
habilitation services) once approved,

the average length of time people

must wait for services to start after
initially approved, and the percentage of
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authorized hours provided to individuals
for those services.* To help meet
requirements, states can include in

their SMACs expectations for D-SNP
care managers or care coordinators to
track members’ HCBS authorizations
and provide support for members to
enroll in appropriate services. While

this may require additional information
and data sharing processes between
payers and the state to provide the
D-SNP care manager or care coordinator
with necessary information on
members’ HCBS, this additional layer

of engagement can support a more
comprehensive care planning experience
for dual eligible individuals and help
states meet these CMS requirements.

States can require in the SMAC that
D-SNPs qualifying as Applicable
Integrated Plans (AIPs) engage in greater
collaboration between their utilization
management and care management
teams to share information more
frequently, especially when the care
team is seeking benefits for individuals
that are urgently needed. To qualify as
an AIP, the D-SNP must operate with
exclusively aligned enrollment, a state
policy that limits D-SNP enrollment to
individuals who receive their Medicaid
benefits through the D-SNP or a
Medicaid managed care plan owned and
operated by the same parent company
as the D-SNP* This resulting open
channel of communication between

the Medicare and Medicaid sides of

an individual’s care, and therefore the
Medicaid plan and D-SNP utilization
management and care management
teams, could help expedite HCBS benefit
approvals and enable care managers

or care coordinators to manage an
individual’s services more actively.

—

Although not an opportunity tied directly
to D-SNPs, states can pursue continuous
eligibility policies that allow individuals
to remain eligible for Medicaid for a
specified period of time by disregarding
changes in certain eligibility factors

that would otherwise make an individual
ineligible for Medicaid, like income. >
These policies mitigate lapses and

gaps (often referred to as “churn”) in
Medicaid coverage, ultimately improving
continuity of care. To date, states have
implemented continuous eligibility
policies for targeted subpopulations of
their Medicaid beneficiaries, with several
states applying the policy to specific
categories of adults via Section 1115
Demonstrations.* Operating continuous
eligibility policies for older adults could
decrease the magnitude of churn and
support consistent service access for
dual eligible individuals, including those
using HCBS.

Barrier: A lack of information and support
for individuals when navigating eligibility
and receipt of HCBS.

States can leverage SMAC requirements
that bolster LTSS assessment processes and
establish programs that keep individuals in
the community.

Options for State Medicaid Agencies

g

States can use the SMAC to enhance
D-SNP processes related to care plans
and functional assessments to more
proactively identify individuals that
may be or are likely to become LTSS-
eligible. While assessing for LTSS need
is currently a baseline expectation of
D-SNPs during regular assessment
and care planning practices, layering
additional requirements to more
proactively identify potential LTSS
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eligibility and changes in need, and
providing staff with the training and
assessment tools to do so, could help
plans guide individuals through next
steps for accessing HCBS.

-+ One interviewee suggested that states
can require D-SNPs to implement
nursing facility diversion programs
intended to keep people in the
community. To effectuate this, states
can include SMAC requirements
for D-SNPs to train providers about
opportunities to divert members from
institutional LTSS and instead identify
appropriate HCBS alternatives. Diversion
programs can also include training for
social service providers, care managers,
and care coordinators on how to identify
individuals who are good candidates for
HCBS and provide appropriate follow-up
activities to support independence.

FACILITATING SUCCESSFUL
CONNECTIONS TO SERVICES

Barrier: Unmet HCBS need due to a lack
of support in identifying best-fit services.

D-SNPs can help facilitate awareness of
and access to the suite of HCBS offerings
available to dual eligible individuals through
robust care coordination and information-
sharing strategies to ensure linkages to
appropriate services.

Options for State Medicaid Agencies

-+ States can set expectations for D-SNPs
in the SMAC regarding care coordination
requirements and education/trainings
for care managers and care coordinators
related to available HCBS offerings
across community-based organizations,
aging services, and disability services.
D-SNPs can also encourage care
managers and care coordinators to

maximize an individual’s Medicare home
health benefits — if eligible — to integrate
with Medicaid HCBS and wraparound an
individual’s total needs.

Collaborative Options for State Medicaid
Agencies and D-SNPs

-+ D-SNPs and states can strengthen
information technology (IT)
infrastructure and information-sharing
processes, particularly with providers,
to ensure that information related to
functional needs collected in D-SNP
health risk assessments is shared
expeditiously with an individual’s care
team and providers. Although updating
data and information-sharing practices
can be a significant lift for both the
state and plans and may not be feasible
in some cases, sharing information on
functional needs can support a plan’s
ability to facilitate access to HCBS.
This can be particularly helpful for
D-SNPs that are not integrated, since
information on functional needs would
need to be shared from the Medicaid
payer to the D-SNP providing Medicare
benefits. CMS’s Medicare-Medicaid
Coordination Office (MMCO), particularly
its Integrated Care Resource Center
Initiative (ICRC), can play a role in
providing direct technical assistance
to or developing resources for states
that are interested in enhancing their
information-sharing processes to
maximize data collection and use.

Barrier: Insufficient caregiver benefits
and/or unawareness of available caregiver
benefits.

States can consider opportunities in the
SMAC to broaden caregiver supports offered
by D-SNPs and require plans to better
educate individuals on how to maximize
formal and informal caregiver supports.

The Integrated

Care Resource
Center, or ICRC,

is a key resource
available to states
seeking to develop
or strengthen their
integrated care
programs for dual
eligible individuals.
Because of the
diverse array of
technical assistance
that ICRC offers,
this brief highlights
several opportunities
for ICRC to address
identified pain
points.



https://www.cms.gov/medicaid-chip/medicare-coordination/qualified-beneficiary-program
https://www.cms.gov/medicaid-chip/medicare-coordination/qualified-beneficiary-program
https://www.integratedcareresourcecenter.com/about-us
https://www.integratedcareresourcecenter.com/about-us
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Options for State Medicaid Agencies

-+ Through the SMAGC, states can
encourage D-SNPs to consider how
supplemental benefits can provide
caregivers, individuals, and their families
with a range of supports that go beyond
typical respite care, counseling, and
caregiver training. While it’s important for
states to understand that requirements
for plans to offer certain supplemental
benefits can have unintended
consequences in the D-SNP market,
states can engage and collaborate
with D-SNPs on supplemental benefits
to consider state goals regarding
HCBS. For example, caregiver expense
reimbursement or personalized
resources can offer informal caregivers
the flexibility to develop their own
tailored approach to caring for their
loved ones.

-+ States can influence D-SNP MOCs?
through SMAC requirements that
detail plan expectations to advance
community-living priorities during
care coordination activities for dual
eligible individuals. This can include
requirements around assessing caregiver
needs and educating individuals and
their caregivers on caregiver-specific
benefits during assessments and care
team meetings.

-+ States can include SMAC requirements
for D-SNPs to educate individuals
and their caregivers — through care
managers and care coordinators — on

how formal and informal caregiver
supports can complement one another
and fill needed gaps, highlighting
opportunities to maximize caregiver
offerings and promote options like self-
direction.®

Barrier: A lack of HCBS providers with
the appropriate training and experience
to serve subpopulations of dual eligible
individuals with complex needs, including
rural populations and those with
Alzheimer’s disease or other types of
dementia, SMI, SUD, and IDDs.

D-SNPs can leverage provider contracting
strategies and guidance from both states
and CMS to equip its staff and provider
network to serve distinct subpopulations of
dual eligible individuals.

Options for State Medicaid Agencies

-+ States can encourage D-SNPs to
educate their provider network so they
are prepared to serve subpopulations
of dual eligible individuals with complex
needs and/or co-diagnoses. This could
help support access to a more tailored
and appropriate care experience.
Further, states can require via the SMAC
that D-SNPs include in their MOCs
required trainings for care managers,
care coordinators, and providers
on the needs of such dual eligible
subpopulations. For example, plans can
be required to train and hire staff with
particular qualifications, such as lived
experience, that make them well-suited
to understand an individual’s specific

2 The Special Needs Plan (SNP) MOC details how SNPs, including D-SNPs, are to provide coordinated care and
management to individuals to meet their needs. States can influence D-SNP MOC requirements through the
SMAC as long as state-specific requirements do not conflict with MOC requirements established by the National
Committee for Quality Assurance (NCQA), the organization that approves MOCs.

3 Self-direction allows beneficiaries or their representatives to have decision-making authority over certain services
by managing their services in a person-centered process with the assistance of available supports. Self-direction
is an alternative to traditionally delivered and managed services and can be preferable for beneficiaries as they can
exercise personal choice and control over their state plan and waiver services. See here for more information.


https://www.medicaid.gov/medicaid/long-term-services-supports/self-directed-services/index.html
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circumstances. As another example, in
Callifornia, D-SNPs incorporate Dementia
Care Specialists into care teamg xvixi
These specialists are care coordinators/
managers with specialized training

in Alzheimer’s disease and related
dementias, including in understanding
and managing symptoms and behaviors,
supporting caregivers, and connecting
members and their caregivers

to community resources. Similar
approaches can help ensure that the
plan staff and providers that individuals
interact with most frequently are able to
provide tailored care.

-+ For FIDE SNPs and HIDE SNPs that
cover and are at risk for LTSS, states
can require them to implement LTSS
advocate roles focused on meeting
an individual’s community-living
goals.** This role, which is preserved
in Massachusetts’ state statute, has
been largely regarded as a successful
component of the state’s One Care
program.** Similarly, states can also
add LTSS-specific care coordination
requirements in existing care
management approaches.

Options for CMS

-+ |CRC can create model SMAC language
that addresses the needs of specific
populations, highlighting enhanced
care management approaches, provider
panel expectations, and opportunities
to best leverage the D-SNP benefit
package to maximize effectiveness
without undermining the quality of
supports. This resource could support
state Medicaid agencies to more easily
adopt provisions that facilitate access
to HCBS.

-+ CMS can offer technical assistance
or resources, such as webinars, for
states and plans on innovations in

rural health and the avenues that they
can take to implement new policies
and programs to improve access to
HCBS in rural areas. Topics could
include leveraging telehealth to support
assessments or service delivery or
exploring education and incentives for
providers or the direct care workforce
to encourage more engagement with
rural communities.

STRENGTHENING APPROACHES TO
PERSON-CENTERED HCBS

Barrier: Receiving care that fails to
meet an individual’s expressed needs,
preferences, and goals.

Intentionally designed care management
models can support person-centered
approaches that prioritize an individual’s
goals and preferences alongside their needs
to enable them to live confidently and
comfortably in their preferred setting in the
community.

Options for State Medicaid Agencies

-+ States can require D-SNPs to
educate and train care managers
and care coordinators on person-
centered planning approaches. These
requirements can be bolstered in the
MOC through explicit expectations for
staff training, including approaches that
encourage individuals to ask questions
and take the lead on their care plan and
services. States can also encourage
efforts to elevate member voices by
requiring plans to distribute resources
regarding their rights.

-+ Meaningful performance measures,
including state-specific quality measures
and member survey data like those
gleaned from Consumer Assessment
of Healthcare Providers and Systems
(CAHPS),*> can help states receive
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feedback on the success of person-
centered planning processes and areas
for improvement. States can translate
this feedback into informed D-SNP care
coordination/management requirements
to reinforce person-centered HCBS. This
can be further strengthened if states

are able to stratify data and analyze the
information by demographics to highlight
critical disparities.

Options for CMS

-+ For dual eligible individuals that may
benefit from trauma-informed care, CMS
could implement training requirements
for Medicare Advantage plans, including
D-SNPs, to ensure trauma-informed
competencies from their provider
networks. Similarly, with guidance on
best practices from CMS, states can
leverage the SMAC and MOC to promote
a trauma-informed framework for
providers to further enable access to
safe and supportive care.

Barrier: Interacting with providers and
plan staff who inappropriately respond
to the individual’s cultural, linguistic, or
functional needs.

Targeted requirements around staff
trainings, member engagement, and
hiring practices that are respectful and
responsive to the diverse needs of dual
eligible individuals can enable D-SNPs to
deliver an equitable care experience that
is both approachable and effective for a
heterogenous population.

Options for State Medicaid Agencies

-+ States can require D-SNPs to
implement cultural and linguistic
competency trainings and develop

thorough accountability mechanisms,
such as administering member
satisfaction surveys, to assess the
quality of culturally and linguistically
competent care delivery. Similarly,
states can encourage plans to support
more widespread adoption of such
approaches, and ICRC can provide tools
like sample SMAC language that states
can incorporate into their contracts

to pursue more robust cultural and
linguistic competency requirements.

-+ States can leverage the HCBS Quality
Measure set* to meaningfully review
and analyze HCBS program outputs
that reflect cultural and linguistic
competency measures from experience
of care surveys.*> These metrics can
illuminate gaps in care and outcomes
for certain cohorts of dual eligible
individuals, which can then help inform
state efforts to advance policies for
equitable HCBS delivery and coordination
within their D-SNPs.

Options for CMS

-+ CMS can provide guidance to states
and plans on how to leverage Enrollee
Advisory Committees (EACs) for
feedback on meeting the diverse cultural
and linguistic needs of enrollees. For
example, plans can establish and publish
clear expectations on what qualifies
as adequate member representation in
their EACs on the basis of racial/ethnic,
linguistic, sexual identity, urban/rural,
and disability dimensions to ensure that
diverse experiences are captured.*i
To further support the utility of EACs,
CMS can mandate that states enforce
reporting requirements for plans to
publicly publish summaries of EAC

4 The HCBS Quality Measure Set is a voluntary set of standardized quality measures for Medicaid HCBS, released
by CMS to help states evaluate the quality of HCBS and health outcomes for people who rely on LTSS.
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feedback as a mechanism to ensure many plans already take this approach
transparency and accountability. in an effort to build and maintain
a workforce that can meaningfully

Options for D-SNPs connect with members through shared

-+ D-SNPs can engage in hiring practices experiences and by meeting them
to intentionally hire care managers and where they are. This supports a more
care coordinators that are culturally trusting and effective relationship with
and linguistically reflective of plan the member, which can in turn enable
membership, inclusive of communication identification of HCBS need and facilitate
differences (e.g., individuals who are hard the sharing of information regarding
of hearing). Based on an ATl author’s certain preferences that may have an

experience with states and D-SNPs, impact on service delivery.
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Conclusion

HCBS are important benefits for dual eligible
individuals who need services and supports
to live independently at home and in the
community. However, individuals’ access

to and experience with HCBS can vary

due to the diverse ways that individuals
receive HCBS benefits. D-SNPs can

play a role in helping to address barriers

Methods

The key takeaways and opportunities
included in this brief were gathered through
desktop research and interviews with
advocates and subject matter policy experts
with insights into the HCBS experience

for dual eligible individuals. In preparation
for the interviews, ATl outlined the path

of a dual eligible individual in accessing

and receiving HCBS, highlighting relevant
considerations that point to elements of
the HCBS process that might positively or
negatively impact an individual’s experience.
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