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    Chapter 7   
 Medicare and Medicaid Coordination: 
Special Case of the Dual Eligible Benefi ciary 

             Gregg     Warshaw       and     Peter     A.     DeGolia    

           Background 

 The Affordable Care Act of 2010 (ACA) includes several provisions related to the 
cost and quality of the care received by dually eligible Medicare and Medicaid ben-
efi ciaries. The “dual eligibles” are low income older adults and younger persons 
with signifi cant disabilities. More than nine million Medicare benefi ciaries are also 
enrolled in the Medicaid program. Sixty percent are age 65 years and older and 
40 % are under age 65 [ 1 ]. Among the participants in Medicare and Medicaid, the 
dual eligible population includes many recipients who have the lowest incomes and 
highest chronic disease burden. It is recognized that providing care for the dual 
eligible population is an expensive component of both the Medicaid and Medicare 
budgets. The “Duals” comprise only 15 % of total Medicaid enrollment yet repre-
sent 39 % of annual Medicaid expenditures. Similarly for Medicare, duals represent 
21 % of Medicare enrollees but 36 % of Medicare expenditures [ 2 ]. In 2007, 
Medicare, Medicaid, supplemental insurance, and out-of- pocket expenses, on 
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average, amounted to $28,500 per dual-eligible benefi ciary; nearly twice as much as 
for other Medicare benefi ciaries [ 3 ]. Since the costs of Medicaid are shared between 
the federal government and the states; Congress and state legislatures are seeking 
more effective and less costly approaches to caring for the “Duals” population.  

    “Duals” Illness Burden and Diversity 

 One of the challenges for health planners seeking strategies to improve the care 
experience and outcomes for the dual eligibles is that the population is very diverse. 
Many of the older “duals” live in nursing homes and suffer from chronic illnesses, 
such, as, Alzheimer’s disease. Among the older adults living in the community, 
functional impairment is common, although some older “duals” in the community 
are independent and healthy. The remainder of the benefi ciaries are younger adults 
with mental or physical disabilities. Eligibility for Medicare for these younger 
adults comes through the social security disability system (generally eligible after 
24 months on Social Security Disability benefi ts) or by eligibility for certain end- 
stage renal disease services (renal dialysis or transplant). In summary, 43 % of all 
Dual benefi ciaries have at least one mental or cognitive impairment; while 60 % 
have multiple chronic conditions. Nineteen percent live in institutional settings, 
compared to only 3 % of non-dual eligible Medicare benefi ciaries [ 4 ].  

    Care Coordination Challenges 

 Qualifying for both Medicare and Medicaid reduces the out-of-pocket cost burden 
for dual eligible benefi ciaries. However, many dual-eligible patients and their care-
givers experience diffi culties navigating the health care system. The division of 
responsibility across the Medicare and Medicaid programs only intensifi es these 
problems for dual eligibles. For example, many physicians who care for Medicare 
benefi ciaries may not be familiar with the benefi ts and services available through 
Medicaid. Also, poorly aligned fi nancial incentives may discourage health care pro-
viders and the Medicare and Medicaid programs from coordinating care, leading to 
costly and ineffi cient care. 

 In general, Medicare will reimburse acute care and physician visits, and 
Medicaid will be the primary payer for community based long-term services and 
supports. Because of the separate fi nancing streams and confl icting incentives, 
Medicare and Medicaid cannot realize equal savings from their investment in 
improved care. For example, patients may be moved from a nursing home where 
Medicaid is the primary payer, to a hospital, where Medicare is the primary payer, 
to shift costs from one program to the other. Better long-term care coordination, 
for example, may result in reduced hospitalizations, but these saving may benefi t 
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the Medicare program far more than the Medicaid program. These ineffi ciencies, 
relatively poor care coordination, and combined with the high costs of care are 
driving the need for change on how the care for the “duals” is organized [ 4 ,  5 ].  

    Models of Care Prior to the ACA 

 Legal statute mandates Medicare and Medicaid. These mandates are signifi cantly 
different. The Social Security Act [ 6 ] mandates that Medicare cover services that 
are medically “reasonable and necessary for the diagnosis or treatment of illness or 
injury or to improve the functioning of a malformed body member”. Consequently, 
this coverage tends to be focused toward acute care services. Medicaid, on the other 
hand, pays for “necessary medical services and …rehabilitation and other services 
to help …individuals attain or retain capability for independence or self-care” [ 7 ]. 
The Medicaid program’s benefi ts are more focused on the care of chronic disease. 

 Medicare is the primary insurer for dual eligibles and covers services such as 
physician, hospital, hospice, skilled nursing facility, home health services and dura-
ble medical equipment. Since the passage of the Medicare Part D program in 2006, 
Medicare also covers prescription medications. 

 Medicaid is organized as 50 state programs each having their own rules and pro-
cesses for determining eligibility for benefi ts, approved services, and payments. 
These programs include both managed care and fee-for-service models. Some states 
allow potential Medicaid benefi ciaries with higher income and asset levels to qualify 
if they are “medically needy” and have high health care bills. Qualifying for Medicaid 
coverage is affected by a person’s income and assets as well as individual state cover-
age and payment policies. Medicaid generally covers services not provided by 
Medicare. These services include long-term care services such as custodial nursing 
facility care, home and community-based services (e.g. personal care, social service 
assistance), dental, vision, and transportation. Approximately two-thirds of the 
Medicaid benefi t package is offered at the option of the state [ 8 ], resulting in signifi -
cant geographic variation in coverage. This variation can apply to dental, vision, and 
therapy services, as well as the amount of hospital coverage. As state budgetary prob-
lems mount, pressure to restrict or reduce Medicaid services result. For example, in 
2004 seven states reduced dental and chiropractic services while fi ve states restricted 
podiatric, psychological services, therapy services and mental health therapies [ 9 ]. 

 Medicare has coverage gaps and that often requires cost sharing for covered 
benefi ts. Medicaid helps fi ll many gaps for dual eligible benefi ciaries. State 
Medicaid programs are not required to pay the full cost-sharing amount that 
Medicare pays as long as their payment policies are written into their state plan [ 8 ]. 
Consequently, certain services may be reimbursed at a lower rate or not at all. When 
Medicare cost sharing and benefi ts change, such as limitations on home health ser-
vices, the cost of one program is shifted to the other and impacts access to care and 
quality of care for dual eligible benefi ciaries. 
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    Medicare Advantage 

 Prior to the passage of the Affordable Care Act of 2010, the vast majority of dual 
eligible benefi ciaries were enrolled in fee-for-service coverage. An alternative care 
model option for Medicare benefi ciaries is managed care. This option has been 
available to Medicare benefi ciaries since the 1970s. Originally developed as 
“Medicare + Choice” plans, Medicare benefi ciaries were offered the option of 
enrolling in private health plans for their benefi ts. With passage of the Medicare 
Modernization Act of 2003, Congress replaced Medicare + Choice with Medicare 
Advantage which expanded the types of managed care models to choose from and 
increased payments to insurance companies to encourage participation [ 10 ]. 

 Medicare Advantage plans are generally offered by health insurance companies 
or large provider organizations. These plans include health maintenance organiza-
tions, preferred provider organizations, private fee-for-service plans, or special 
needs plans. Medicare benefi ciaries cannot be mandated to enroll in managed care 
plans as federal law provides for “freedom of choice”. States can mandate Medicaid 
benefi ciaries to enroll in Medicaid managed care plans but this does not apply to 
dual eligibles. These benefi ciaries are considered to be Medicare benefi ciaries fi rst. 

 Over 14 million benefi ciaries (28 % of the Medicare population) enrolled in a 
Medicare Advantage plan in 2013. Enrollment is concentrated in urban areas and var-
ies widely across the states with 42 % of Medicare benefi ciaries enrolled in Oregon, 
and only 3 % in Wyoming. Two-thirds of benefi ciaries chose an HMO model plan [ 11 ].  

    Special Needs Plans (A Form of Medicare Advantage) 

 Special Needs Plans (SNPs) were authorized by Congress in 2003 to focus on spe-
cifi c subtypes of dual eligible benefi ciaries with the intent to integrate the fi nancing 
and delivery of care for the full range of health care needs. This averts some of the 
coordination–of-benefi t problems faced in fee-for-service or non-integrated man-
aged care programs. Integrated care delivery is intended to align fi nancing with 
incentives to achieve better care coordination and quality of care. 

 These plans were developed on the assumption that improved quality of care 
would reduce potentially avoidable emergency department visits, hospitalizations, 
and nursing facility admissions while saving Medicare funds [ 12 ]. Enrollment in a 
SNP does not necessarily mean a dual eligible benefi ciary will receive integrated 
care. These plans can manage just the Medicare benefi ts but have the potential to 
coordinate Medicare benefi ts with state-administered Medicaid benefi ts. There are 
D-SNP (dual eligible SNP), I-SNP (Institutional, usually nursing home based, 
SNP), and C-SNP (Chronic disease SNP) programs. D-SNPs account for 82 % of 
all SNP enrollees, although, nationwide, in 2013, only 12 % of dual-eligible benefi -
ciaries were in D-SNPs [ 11 ]. 

 One SNP model of care that integrates Medicare and Medicaid services is based 
on a voluntary integration approach. Minnesota Senior Health Options, a capitated 
model, started in 1997 and Massachusetts Senior Care Options begun in 2004 are 
examples of voluntary integrated programs where dual-eligible benefi ciaries choose 
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to enroll in a SNP for their Medicare benefi ts and voluntarily enroll in the same health 
plan which has contracted with the state Medicaid agency to manage their Medicaid 
benefi ts. The state oversees a single contract with participating plans that provide 
Medicare and Medicaid services through a capitated system with payments combined 
at the plan level rather than the state level. This approach minimizes regulatory dupli-
cation and differences between Medicare and Medicaid while streamlining processes 
such as enrollment, grievances, and data reporting. 

 A second SNP model of care has dual eligibles required to enroll in a capitated 
Medicaid managed care program administered by a managed care organization 
while allowing the individual to choose whether or not to participate in a capitated 
Medicare program, a Managed Fee-for-Service Model (MFFS). This model has 
been implemented in Arizona and Texas [ 13 ]. 

 These models were the prototypes for the ACA Financial Alignment 
Demonstrations, and the states are modifying their approach to dual eligibles based 
on these early experiences (see below).  

    State Demonstration Waiver Programs 

 Medicare granted waiver status for several states to implement State Demonstration 
Waiver programs to promote the alignment of fi nances and service with outcomes 
for dually eligible benefi ciaries prior to the passage of the Affordable Care Act. The 
Minnesota Senior Health Options and Disability Health Options program and 
Massachusetts Senior Care Options began as waiver programs. The Wisconsin 
Partnership Program involves community-based organizations entering into a 
Medicaid managed care contract with the Wisconsin Department of Health and 
Family Services and a Medicare contract with CMS. The community agencies are 
responsible for all participant services and receive a monthly capitated payment. 
This program serves nursing facility certifi ed physically disabled dual eligibles and 
seniors over 55 years of age [ 14 ].  

    The Program of All-Inclusive Care for the Elderly 

 The Program of All-Inclusive Care for the Elderly (PACE) stands out as a successful 
example of a seamlessly integrated program that brings together Medicare and 
Medicaid benefi ts into one delivery system. Dual eligible benefi ciaries are the 
majority of enrollees in these programs. As of February, 2014, there are 100 PACE 
programs operating in 31 states [ 15 ]. PACE programs tend to be small and personal, 
serving nursing home-eligible individuals 55 years of age or older who live in the 
community served by the PACE organization. Individuals managed within these 
programs are primarily community-dwelling but also include participants who tran-
sition to custodial care in nursing facilities. Interdisciplinary team-based care directs 
this comprehensive medical and social delivery program which offers adult day 
health center services, transportation, in-home and referral services based on indi-
vidual needs (see Box 7.1 for a PACE client case example). 

7 Medicare and Medicaid Coordination…



122

  Most PACE programs employ staff providers. However, some employ community 
physicians, often with PACE advance practice registered nurses assisting in the man-
agement of their panel of participants. In one PACE program in the Midwest, commu-
nity-based primary care physicians are expected to participate once a month in a 
conference call to the interdisciplinary team (IDT) during regular IDT meetings to 
review all of the participants managed by the physician. Care plans are reviewed and 
developed after each 6-month comprehensive assessment. Physicians are paid for 
their involvement in these care coordination activities. Community providers must 
have unrestricted appointments for continuity of care and provide 24 h call coverage. 

 Box 7.1 Case Example: The Program of All-Inclusive Care for the Elderly 
 G.O. is a 72 year old Woman with advanced Alzheimer’s type dementia with 
behavioral problems. Historically she was combative and resistant to care; 
often refusing to take her prescribed medications. She qualifi ed for Long 
Term Care Services and Support through a community-based agency which 
provided her 32 h per week of home health aide services and a social service 
case worker. She frequently was admitted to the local hospital following acute 
changes in mental status, often associated with urinary tract infections or 
dehydration. Her medical care was limited as it was diffi cult to transport her 
to her primary care physician’s offi ce and her behavior became unmanageable 
while at the offi ce. Her primary care physician expressed frustration in trying 
to manage her care as he did not see her in the offi ce and was often responding 
to crises and completing paper work to authorize specifi c services. He felt 
disconnected from her care. Her family was committed to caring for her at 
home, but G.O.’s care needs and frequent medical problems caused signifi cant 
caregiver strain. This led to custodial care placement following an acute ill-
ness in which G.O. was hospitalized. 

 After a month in a long-term care facility, a family member discovered the 
local PACE program. Mrs. O’s family decided to make a second attempt at 
keeping her at home. Upon enrollment in the PACE program, G.O. attended 
the PACE Center (an adult day health center) 5 days a week. She received 
special care and activities designed to meet her social and health care needs. 
While at the PACE Center she would be evaluated by medical, nursing, social 
work, and dietary staff. Modifi cations in her medication regimen were made. 
The PACE health professionals worked with G.O.’s family to address care 
needs at home and assist them in managing her medical regimen. Intermittent 
respite stays were organized to give the family necessary relief from day-to- 
day caregiving. Today, 2 years after enrolling in the PACE program, G.O. has 
not been hospitalized in over a year, continues to live at home with family, and 
attends the PACE program regularly. 
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 PACE programs are capitated and reimbursement rates are tied to a frailty 
adjuster based on limitation in Activities of Daily Living. PACE plans negotiate a 
Medicaid rate with their state Medicaid organization and must provide services 
through a contracted network of collaborating agencies. CMS has evaluated PACE 
programs and found that they have positive sustainable outcomes for reduced hos-
pitalizations, improved health status and quality of life, and lower mortality rates 
compared to similar non-PACE cohorts [ 16 ].  

    Lessons from Previous Demonstration Projects 

 Lessons from previous demonstration projects targeted at improving the care of the 
“duals” population help to defi ne some of the characteristics of successful, integrated, 
well-coordinated, less costly approach to care for this complex population [ 17 – 19 ].

•    Many adults in the dual-benefi ciary population have multiple chronic illnesses or 
signifi cant mental health illness that requires intensive care coordination. This 
may include care managers attending clinical appointments, keeping track of 
upcoming appointments, making home visits, making telephone contact, etc.  

•   Care coordinators need to be able to work comfortably across the spectrum of 
acute and community- based long-term services and supports (CB-LTSS) ser-
vices. Ideally, care coordination is provided by one individual who has a full 
grasp of the resources commonly utilized by the “duals” population. Ongoing 
education for the care managers is essential.  

•   Access to behavioral health care remains limited in many communities and is 
critical to well being, particularly for the younger “duals” with signifi cant mental 
health illness.  

•   Functional limitations (e.g., inability to leave one’s home without assistance), 
and limited transportation to medical services interferes with access to medical 
visits and lowers the quality of care.  

•   States with low Medicaid reimbursement rates are experiencing diffi culty attracting 
managed care organizations to participate in capitated dual eligible demonstrations      

    ACA Provisions Directly Related to the Care of the Duals 

 The Centers for Medicare and Medicaid Services (CMS) administers the Medicare 
and Medicaid programs, which provide health care to almost one in every three 
Americans. CMS directly employs over 4,500 employees, sub-contracts with many 
others, and has an annual budget well over $800 billion. The Center for Medicare 
and the Center for Medicaid and CHIP (Children’s Health Insurance Program) 
Services have traditionally been separate CMS entities with limited coordination of 
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effort. In response to the challenges facing the dual eligible population, the ACA 
established the Federal Coordinated Health Care Offi ce (FCHCO or Duals Offi ce). 
The goals of this small offi ce are [ 20 ]:

•    Providing dual eligible benefi ciaries full access to the benefi ts to which such 
individuals are entitled to under the Medicare and Medicaid programs.  

•   Simplifying the processes for dual eligible benefi ciaries to access the items and 
services they are entitled to under the Medicare and Medicaid programs.  

•   Improving the quality of health care and long-term services for dual eligible 
benefi ciaries.  

•   Increasing dual eligible benefi ciaries understanding of and satisfaction with cov-
erage under the Medicare and Medicaid programs.  

•   Eliminating regulatory confl icts between rules under the Medicare and Medicaid 
programs.  

•   Improving care continuity and ensuring safe and effective care transitions for 
dual eligible benefi ciaries.  

•   Eliminating cost-shifting between the Medicare and Medicaid program and 
among related health care providers.  

•   Improving the quality of performance of providers of services and suppliers 
under the Medicare and Medicaid programs.    

 In addition to the Dual’s Offi ce, the ACA also established the Center for Medicare 
and Medicaid Innovation (CMMI). The ACA provides CMMI with signifi cant bud-
get authority to test and expand innovative models of care, including models involv-
ing dual eligibles. A number of other provisions in the ACA effect the care provided 
to dual eligible benefi ciaries and these are summarized in Table  7.1 .

      Financial Alignment Demonstrations 

 In 2011, the Duals Offi ce began the Medicare-Medicaid Financial Alignment 
Demonstration. The program allows state Medicaid offi ces to develop innovative 
approaches to improve the coordination of care for the dual eligible population, 
while adding effi ciencies and incentives that will reduce the cost of care. Initially, 
15 states were awarded $1 million planning awards (California, Colorado, 
Connecticut, Massachusetts, Michigan, Minnesota, New York, North Carolina, 
Oklahoma, Oregon, South Carolina, Tennessee, Vermont, Washington and 
Wisconsin). Subsequently, several states have submitted specifi c proposals to CMS 
that allows for an integration of Medicaid and Medicare dollars [ 22 ]. These fi nan-
cial alignment demonstrations can take two forms:

•     Capitated Model:  A State, CMS, and a health plan enter into a three-way con-
tract, and the plan receives a prospective blended payment to provide compre-
hensive, coordinated care.  

•    Managed Fee-for-Service Model:  A State and CMS enter into an agreement by 
which the State would be eligible to benefi t from savings resulting from  initiatives 
designed to improve quality and reduce costs for both Medicare and Medicaid.    
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 The State proposals are reviewed by CMS and then a Memorandum of 
Understanding (MUO) is signed between CMS and the State. At the start of 2014, 
eight States had completed signed MUO’s with CMS, most pursuing the capitated 
model (California, Illinois, Massachusetts, Ohio, New York, South Carolina, 
Virginia, and Washington), Minnesota completed a modifi ed administrative align-
ment MUO; 14 States had pending proposals; 3 States had withdrawn their propos-
als; and 24 States were not yet participating in the demonstration [ 23 ]. 

 The fi nancial alignment or integrated care demonstration projects will be 3 years 
long and will be evaluated on measures of quality and cost. Participants with full 
Medicaid and Medicare benefi ts can participate; although each State can choose to 

   Table 7.1    Affordable care act provisions relating to the care of dually eligible Medicare and 
Medicaid benefi ciaries   

  New CMS offi ces/centers  
 Federal Coordinated Health Care Offi ce to improve coordination of care for dual eligibles 
(FCHCO or Duals Offi ce) 
 Center for Medicare and Medicaid Innovation to test new models of care 
(CMMI or Innovation Center) 
  Coordination of care  
 Independence at home Medicare demonstration project for benefi ciaries with chronic illness 
 Medicaid option to provide health homes for benefi ciaries with chronic conditions 
 Medicaid waivers involving dual eligibles 
  Preventive benefi ts (provisions not exclusive to dual eligibles)  
 New Medicare annual wellness benefi t 
 Medicare and Medicaid preventive services 
  Medicare part D prescription drug plans  
 Improved calculation of Low-Income Subsidy (LIS) benchmark premium 
 Elimination of cost-sharing for certain full benefi t dual eligible benefi ciaries 
 Dispensing techniques for medicines prescribed for long-term care facility residents 
 Inspector General studies of Part D plan formularies 
 Medication therapy management programs (MTMP) for at-risk enrollees 
  Medicare advantage plans  
 Extends the authority for MA plans for special needs individuals (SNP) 
 Permanently authorized the senior housing facility demonstration 
 Hold harmless for Program for All-Inclusive Care for the Elderly (PACE) 
  Long-term care (provisions not exclusive to dual eligibles)  
 Medicaid community fi rst choice option 
 Money follows the person demonstration extended 
 Temporary spousal impoverishment protection 
  Advisory bodies  
 Medicaid and CHIP Payment and Access Commission (MACPAC) to study the interaction 
of Medicaid and Medicare policies 
 Independent Payment Advisory Board (IPAB) to take into account the unique needs of dual 
eligibles 

  Adapted by the author based on: The Henry J. Kaiser Family Foundation’s [ 21 ]  
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include dual eligible adults over and/or under 65 years old, and will initially limit 
participation by geographic area. The plans in most States will be implemented by 
contracts with private managed care insurance companies. 

 For example, in Ohio, over 100,000 dual eligible benefi ciaries are targeted for 
enrollment in 2014. The program in Ohio will be implemented in seven geographic 
districts; mostly focused on large urban areas. Ohio initiated a bidding process to 
allow insurance providers to apply to participate in the demonstration. An MUO 
requirement is that each region be served by at least two insurance companies. 
Managed care plans selected to participate in Ohio include: Aetna, Buckeye 
Community Health, Care Source, Molina Healthcare, and United Community Plan. 
A controversial aspect of many of the proposals is CMS acceptance of passive 
enrollment of benefi ciaries. Participants would be able to opt out of the Medicare 
portion of the demonstration; but in most States be required to stay in Medicaid 
managed care. It is not yet clear what the effects on the demonstrations would be if 
many of participants decided to opt out of the Medicare portion. 

 The insurance companies in the capitated model will receive a prospective 
blended rate that includes payments from CMS for the Medicare portion of covered 
services and from the State for the Medicaid portion of covered services. CMS is 
requiring that the agreed upon capitated rate allow for upfront savings for both CMS 
and the State. CMS is also requiring a quality withhold from the plans’ capitated 
rates; plans could earn back the withheld amount if they meet quality objectives. 
Although the withhold varies by MUO, it is in the range of 1 % in year 1, 2 % in 
year 2, and 3 % in year 3 of the demonstrations [ 24 ]. 

 The demonstration clinical programs must include full primary care and acute 
care, mental health, pharmacy, and LTSS benefi ts. Care coordination is an impor-
tant component of most of the proposals. This care coordination should include 
comprehensive care plans for each participant that take into account the patient 
and families’ wishes. The demonstrations will be evaluated on quality measures, 
including consumer satisfaction, and cost savings. CMS has contracted with the 
Research Triangle Institute (RTI) to conduct the national evaluation of these 
demonstrations. 

 The fi nancial alignment of the demonstrations has created considerable contro-
versy among providers and consumers. For example, nursing home providers are 
concerned about their future rates and the demonstrations’ likely emphasis on home 
and community-based care. Existing providers of LTSS, such as area agencies on 
aging, have actively pursued lobbying efforts to ensure that they are included as part 
of the care management plans of the new managed care plans. Consumer advocacy 
organizations acknowledge the need for better coordination of services for this vul-
nerable population, but have been closely monitoring the details of the developing 
new care systems. Consumer concerns include the proposals for passive enrollment, 
the size of the clinical networks and disruption of existing care teams, role of con-
sumers in ongoing advisory committees, and restricted home and community based 
services and transportation (Table  7.2 ).
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        Role of Geriatrics and Primary Care Providers 
in Implementing New Models of Care for the Dual Eligible 
Benefi ciaries 

 While Fee-For-Service (FFS) Medicare remains the dominant form of health insur-
ance coverage for dual eligibles, pressure to control costs and integrate services is 
rapidly changing the practice environment for many physicians. The purpose of the 
new CMS “Duals” offi ce is to help Medicare and Medicaid to work more effectively 
together. This offi ce is working to speed up the transformation of health services 
from fragmented, episodic, often duplicative and unnecessary care to comprehen-
sive and integrated services for dual eligibles. 

    Geriatric Medicine and Primary Care Principles 

 Geriatric medicine and primary care principles and models of care, if applied to the 
care of the vulnerable dual eligible population, have the potential to increase quality 
of care and reduce the cost of services. The ACA initiatives directed at the dual 

   Table 7.2    Financial alignment demonstrations – integrating Medicare and Medicaid payment: top 
consumer concerns   

 Enrollment in demonstrations should be voluntary via an opt-in process 
 Delivery systems must have robust provider networks that include a suffi cient number of 
experienced providers 
 Delivery systems should take steps to allow people to continue seeing long-standing providers 
 Long-term services and supports (LTSS) needs should be accessed through a comprehensive 
assessment 
 An interdisciplinary team should be used to coordinate benefi ciaries’ care 
 In addition to the full range of Medicare and Medicaid benefi ts, states should include additional 
needed benefi ts and services, such as, dental, vision, transportation, behavioral diversionary 
services, etc. 
 While the demonstration project is being implemented, benefi ciaries and advocates should have 
defi ned roles at both the state oversight and delivery system levels 
 Enrollees in demonstrations should be guaranteed a robust set of protections including the 
freedom to choose their plan, providers, way in which care is delivered, and access to an 
easy-to-navigate appeals and grievances system 
 There must be a payment structure that provides suffi cient resources to meet the medical and 
support needs of benefi ciaries, especially those with the most complex needs 
 The state and CMS should rigorously evaluate demonstrations using meaningful and uniform 
quality measures that evaluate data on benefi ciaries’ experience, including their level of 
confi dence in taking care of themselves, managing problems, and getting better healthcare and 
level of involvement in their community 
 The state and CMS should guarantee dual eligibles a choice of providers who speak their 
language and understand their culture as well as culturally sensitive written materials 

  Reprinted with permission from  Generations 37 :2, Summer 2013. Copyright © 2013. American 
Society on Aging, San Francisco, California.   www.asaging.org      
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eligible population will more likely be successful if geriatrics and primary care 
providers participate in planning and direct care provision. Geriatrics providers 
have the opportunity to display leadership in their communities and institutions to 
ensure adequate resources to promote patient-centered healthcare outcomes. A few 
of these principles include: 

 An important geriatrics strategy is to provide just the  “right” amount of care  (not 
too much, not too little), in the  “right” location  (usually the least intensive; home is 
the fi rst choice; the hospital the last choice). To provide the “right” amount of care, 
the care providers, the patient, and caregivers must develop a care plan that addresses 
the patient’s goals of care. Providing care in the least intensive setting reduces the 
risk of iatrogenic problems. 

 Another principle is the importance of  interprofessional teams  in providing care. 
As the system for providing care to dual eligible benefi ciaries is changing, the role 
of the primary care provider is changing as well. No longer is the physician viewed 
as the lone provider of health services. Although, the physician is, and will remain, 
a critical member within the health care team responsible for managing the care of 
dual eligibles; advance practice registered nurses and physician assistants are play-
ing increasing roles in helping to provide more comprehensive and appropriate 
health services. The care needs of the dual eligible population are often complex 
and involves biopsychosocial challenges. Managing patients as a team leads to bet-
ter continuity, enhanced care coordination, improved patient safety, better chronic 
illness care, enhanced medication adherence, fewer adverse drug reactions, pre-
served function, and decreased hospital readmissions [ 25 ,  26 ]. 

 The  Patient-Centered Medical Home (PCMH)  model is not specifi cally designed 
for managing dual eligibles or integrating Medicare and Medicaid services. However, 
this model of high quality primary care is similar to the principles and practices 
employed by PACE programs which have proven the value of integrated, interprofes-
sional-based care for dual eligible benefi ciaries [ 27 ]. Health care providers will be 
valued for their ability to be active, constructive members of a health care team. 
Working as a member of an interprofessional team, health care providers will need to 
learn to be effective team players. In the interprofessional environment, such as in 
PCMH practices, interacting in person or electronically with other health care profes-
sionals will be necessary and common. In an interprofessional team setting, face-to-
face meetings and discussions with other health professionals to discuss clinical 
problems and develop plans of care is routine. To be an effective team player, and to 
engage the assistance of other health professionals, health care providers will need to 
better understand the role of these other professionals. Knowing what a nurse, social 
worker, rehabilitation therapist or recreation therapist can and should be able to do, 
will facilitate primary care providers in their work as team members. It will also allow 
them to better utilize the resources available to them to the benefi t of their patients. 

 For vulnerable patients living in the community,  enhanced primary care models  
have shown promise for improving the care for the vulnerable, functionally impaired 
patient. For example, the Geriatrics Resources for Assessment and Care of Elders 
(GRACE) model creates an interprofessional team in the primary care physicians 
(PCP) offi ce. The team, an advanced practice nurse and social worker, provide home-
based geriatrics assessment for vulnerable patients and long-term care management. 
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The team is supervised by a geriatrician consultant. The care plan is implemented 
by the entire team under the direction of the PCP. The nurse and social worker coor-
dinate care among all providers and sites of care, utilizing the electronic health 
record. This model has demonstrated better quality of care for geriatrics syndromes, 
improvements in health-related quality of life, decreased use of the emergency 
room, and decreased hospitalizations in high-risk patients [ 28 ]. 

  Transitions of care  from one setting to another can be dangerous for the vulner-
able patient. Poor patient outcomes and frequent hospital readmissions are the result 
of poorly managed transitions. Evidenced based models to improve care transitions 
are now available [ 29 ,  30 ]. Key elements that are associated with successful transi-
tional care include:

•    Accurate and timely information transfer to the next set of providers.  
•   Patient and family education about the disease process, self-management recom-

mendations, and expectations at the next level of care.  
•   Empowerment of patients to assert their preferences for the type, intensity, and 

location of services.    

  Emphasizing the quality of visits and procedures rather than volume  will become 
increasingly valued. Under Medicare Fee-For-Service the more providers do, the 
more providers are paid. This can lead to a misalignment of incentives and poor 
outcomes. Duplicative or even unnecessary care and services may result. Services 
that could be provided without a visit may not be performed. Time spent addressing 
multiple, complex problems that are time consuming are discouraged and avoided. 
The alignment of fi nancial and quality incentives will promote a more cost effective, 
evidence-based approach to medicine. With a change in payment structure, spend-
ing time to address and resolve complex medical problems, working collaboratively 
with other team members to avoid institutional care or improve adherence to life-
style changes, or holding a goals of care discussions with patients and caregivers 
should be possible. 

  Electronic Health Records and information technologies  will be used to manage 
disease, prescribe medications, and communicate with other health professionals. 

 Health providers will need to  know the expectations as well as the policies and 
practices of the health plans  for which they work. Provider performance will be 
tracked and measured based on specifi c processes and procedures. Following appro-
priate procedures for prescribing medications, using the electronic health record to 
document clinical care and medications, and adhering to recommended clinical 
practices are some of the tasks that providers may be expected to perform.   

    Summary 

 Geriatrics/gerontology care principles and models of care, if applied to the care of 
the vulnerable dual eligible population, have the potential to increase quality of care 
and reduce the cost of services. The ACA initiated demonstrations of the dual eli-
gible population will more likely to be successful if geriatrics providers participate 
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in planning and direct care provision. Geriatrics providers’ clinical leadership, when 
combined with consumer advocacy efforts, is essential to ensure that the fi nancial 
incentives in the integrated care demonstrations are aligned to ensure optimal care 
for vulnerable older adults.     
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