
 

 
 

 
 
January 13, 2023 
 
Senator Bill Cassidy, M.D.                                                                                                             
Senator Thomas R. Carper                                                                                                                    
Senator Tim Scott                                                                                                                              
Senator Mark Warner                                                                                                                               
Senator John Cornyn                                                                                                                    
Senator Robert Menendez 
 
 

Delivered Electronically via dualeligibles@cassidy.senate.gov 
 
RE: Requests for Information on Transforming Healthcare for the Dual Eligible Population  
 
Dear Senators: 
 
The Value Based Care Coalition appreciates the opportunity to provide input on your requests for 
information as you develop legislation to improve healthcare coverage, outcomes, and experiences 
for beneficiaries jointly enrolled in Medicare and Medicaid, also known as “dual eligibles.”  As you 
note, most dual eligibles are currently covered by separate Medicare and Medicaid plans with 
fragmented care delivery.  With policy change, we believe that care could be more effectively 
coordinated, leading to improved outcomes and care experiences and lower costs.  We applaud 
your commitment to realigning financial incentives to reduce inefficiency and to improve outcomes 
for the dual eligible population. 
 
We are a national collaborative that seeks to advance total cost of care models that deliver higher 
quality care for patients at a lower cost.  Our Coalition members are provider-led participants in 
total cost of care models in traditional Medicare – including the Medicare Shared Savings Program 
(MSSP), Global and Professional Direct Contracting, and the Accountable Care Organization (ACO) 
Realizing Equity, Access, and Community Health (REACH) Model – as well as risk contracts with 
Medicare Advantage plans and other private payers.  Our membership also includes the largest not-
for-profit provider of Programs of All-inclusive Care for the Elderly (PACE), a capitated, full-risk, 
and highly integrated system of care for dual eligibles in participating geographic locations.  We 
strongly support the transition from fragmented fee-for-service arrangements toward models that 
encourage whole-person care and that align incentives to create healthier populations, especially 
for our nation’s most vulnerable and fragile beneficiaries. 
 
Provider organizations participating in these alternative payment models are committed to 
improving patient outcomes and experiences.  These models better align incentives to coordinate 
care, improve quality, and address social determinants of health.  The design of total cost of care 
models – including the infrastructure, data collection, care relationships, and provision of social 
needs services – has proven to be especially effective in responding to the COVID-19 pandemic.  As 
the nation continues to grapple with COVID-19 and new public health challenges, models that hold 
providers accountable for quality, outcomes, and cost are key to lowering costs for payers and 
ensuring better care experiences for patients.   
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Based on our collective experience in coordinated care models, we look forward to continued 
collaboration with you and your staff to help improve the care delivery system for the dual eligible 
population.  Below please find our overarching policy recommendations to help inform this 
important care transformation. 
 
Congress Should Consider Expanding Existing Programs and Piloting New Demonstration 
Projects 
 
As you are aware, Medicare and Medicaid traditionally operate separately, comprising different 
coverage and payment policies that lead to cost shifting, inappropriate utilization, inefficiency, and 
worse health outcomes for the dual eligible population.  State-by-state differences in Medicaid 
programs can exacerbate these complexities.  Additionally, reimbursement from Medicare and 
Medicaid has not kept up with the needs of, or the expenses to care for, the dual eligible population.  
To better integrate care for dual eligibles, we believe a national strategy that encourages fully 
integrated financial and clinical incentives would be the most effective.  Any national strategy 
should also include federal funding to facilitate State adoption and should have adequate payment 
levels to encourage providers to participate in innovative models.  A national system for 
determining program eligibility would also ensure greater continuity in care and accessibility.   
 
Building upon PACE.  A national approach could use programs like PACE as a starting point.  
Generally, to qualify for PACE, a person must be at least 55 years old, live in a PACE service area, 
and be certified by the participating State as requiring a nursing home level of care.  The PACE 
model of care delivers integrated medical care and community support to the dual eligible 
population, helping beneficiaries maintain their health, live at home, and remain in their 
communities.  Key elements of the PACE model include: (1) capitated payments for the delivery of 
all Medicare and Medicaid services; (2) care coordination, including the development of a patient-
centered care plan for medical, behavioral, and social services provided by an interdisciplinary 
team; (3) integration of all medical, behavioral, and social services to foster community living; (4) 
PACE Centers to facilitate provision of services; and (5) joint Centers for Medicare & Medicaid 
Services (CMS) and State oversight.  Currently, PACE is only available as an option to dual eligible 
beneficiaries in certain geographic locations, and not all States offer PACE.  Congress should 
consider building upon the existing PACE program by taking proactive steps to expand PACE to all 
States and by piloting new models in PACE to care for new populations.1 
   
Expanding D-SNP Enrollment.  To enhance access to coordinated care for a broader dual eligible 
population, Congress should also consider expanding dual eligible special needs plans (D-SNPs) to 
coordinate benefits for dual eligibles.  Expanding D-SNP enrollment would be advantageous for 
many reasons.  Fully financially and clinically integrated D-SNP plans can successfully integrate 
care to significantly reduce unnecessary Emergency Department visits and hospitalizations.  D-SNP 
plans have the flexibility to meet the needs of a broad range of beneficiaries, providing more 
intensive care when needed.  Additionally, D-SNP plans can work well across geographic locations, 
including areas that where PACE is not currently available.  While D-SNP plans are available in most 
States, enrollment in these plans is relatively low in many markets.  To boost enrollment in D-SNP 
plans, and to test the effectiveness of D-SNP plans compared to uncoordinated benefits, CMS should 
consider piloting a D-SNP auto-enrollment process for dual eligibles in certain markets.   
 

 
1 The PACE Innovation Act of 2015 (Public Law 114–85) allows CMS to test new models to care for 
populations outside of the current PACE eligibility requirements.  Although the ability for CMS to pilot PACE 
with new populations is already provided by this law, there are currently no pilots being tested.   

https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/PACEInnovationActRFI.pdf
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ACOs and Demonstration Projects.  To help expand coordinated benefits to a broader population, 
Congress could also consider building on existing ACO models to enhance care for dual eligibles. 
These efforts might include modifications to the existing MSSP and Center for Medicare & Medicaid 
Innovation (CMMI) model portfolio to encourage greater clinical integration.  It could also include 
adding new models aimed specifically at providing better and more integrated care for dual 
eligibles.  A demonstration model could be based on a global budget that takes into account the 
actual cost of services provided by the proposed ACO provider network – including primary care, 
specialty care, and hospitalizations within the ACO network – and could incorporate guardrails to 
manage the growth or reduction in out-of-network costs.  Under this budget, the ACO’s benchmark 
would be based on costs associated with the ACO network, measuring the ACO’s success based on 
improvements in the ACO’s performance relative to itself over time.  The current ACO Reach Quality 
model, with a few modifications to reflect the needs of the dual eligible population, could be used as 
the basis for a demonstration model.  CMMI could also leverage successful aspects of State-based 
models, such as Massachusetts’s program for caring for its dual eligible population, to inform a 
national demonstration.  As Congress and the Administration continue their work to bring about 
more coordinated, integrated care for duals, we encourage consideration of the appropriate levels 
of funding to ensure that these demonstrations are successful.  In addition, Congress should 
consider barriers to data integration that may need to be addressed to ensure that these models are 
successful.  
 
Data Collection Efforts Should Include Additional Demographic and Socioeconomic Factors 
 
To ensure that the care delivery system for dual eligibles accounts for the diversity of this 
population, risk assessment methods should be more holistic and comprehensive.  To fully 
understand a beneficiary’s health status and needs, risk assessment methodologies should also 
consider the broader socioeconomic factors that strongly impact the lives of dual eligibles.  For 
example, the Centers for Disease Control and Prevention (CDC)/Agency for Toxic Substances and 
Disease Registry’s (ATSDR) Social Vulnerability Index (SVI) – used to help identify the communities 
that will most likely need support before, during, or after disasters – captures 16 social factors.  
These factors are grouped into related analytical categories, including socioeconomic status, 
household characteristics, racial and ethnic minority status, housing type, and transportation.  This 
information provides valuable information to healthcare providers in identifying vulnerable 
populations.  Additionally, several frailty indices exist in the scientific and academic literature that 
could be used to help measure and identify particularly vulnerable populations.  To improve risk 
assessment methodologies and to ensure that these measures capture a beneficiary’s full health-
related social needs, Congress should incorporate key socioeconomic factors into any risk 
assessment methodology for the dual eligible population.   
 
Improved demographic data collection would also help providers better serve and understand the 
dual eligible population.  We believe that standardized, accurate, and robust data collection should 
include, at a minimum, race, ethnicity, gender identity, and sexual orientation information.  Data 
collection efforts should be based on standardized electronic data definitions and should be easily 
available to providers via interoperable health information exchanges.  To reduce provider burden 
in data collection efforts, we recommend that Congress and CMS work together to explore ways to 
collect this data at the point of Medicare and Medicaid enrollment and other key administrative 
events.  To identify needed interventions, to reduce health disparities, and to close the health equity 
gap, we also support efforts to expand stratification of quality measures beyond dual eligible status.  
Additional stratification could include race and ethnicity information and the key social factors that 
impact beneficiary health outcomes.   
 

https://www.atsdr.cdc.gov/placeandhealth/svi/fact_sheet/fact_sheet.html
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Ensuring Access for Dual Eligibles in Non-Urban and Underserved Areas 
 
The lack of providers in non-urban and underserved areas negatively impacts dual eligibles’ access 
to care.  Transportation insecurity and greater distances to providers also make it difficult for dual 
eligibles living in these areas to access care.  PACE programs are most often located in high-density 
urban areas, providing care access to many dual eligibles.  However, as the amount of time that a 
beneficiary can spend in transport to a PACE Center is limited by regulation, non-urban areas and 
areas without sufficient health care access or transportation options are simply inaccessible.  To 
help combat these healthcare access issues, Congress should enable continued access to care via 
telehealth and should provide adequate reimbursement for remote patient monitoring (RPM) 
services.  Telehealth care and RPM services can expand access to integrated care for dual eligibles 
in non-urban and underserved areas, enabling them to remain safely in their homes and 
community.   
 
Closing 
 
We welcome the opportunity to further discuss our comments with you and your staff.  We would 
be happy to provide additional details on any of our recommendations, and we look forward to our 
continued partnership to advance value based care and transform our healthcare delivery system. 
 
Respectfully,  
 
 

 
 
Mara McDermott 
Executive Director 
Value Based Care Coalition  
 


