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Introduction

New York State’s Medicaid program, which serves 6 million residents at a cost of more than $70 
billion annually, has been undergoing a complex redesign over the past seven years under the 
Medicaid Redesign Team (MRT). The goal has been to promote the “triple aim” of improving access, 
enhancing quality, and reducing cost. Key strategies have been expanding managed care services 
to a growing population and reforming delivery systems. A 2016 report by the Citizens Budget 
Commission (CBC) found these efforts successful in increasing enrollment, lowering per enrollee 
costs, and promoting better outcomes for those served.1

However, some elements of the redesign plan have faced implementation challenges. CBC, with 
support from the New York Community Trust, has been exploring options for improving these 
troubled initiatives. In November 2017 a discussion paper, Challenges of Enhancing Effective 
Engagement of Community Based Organizations in Performing Provider Systems, released at a 
forum featuring key stakeholders, identified options to facilitate engaging community partners to 
improve health care and address social determinants of health through the Delivery System Reform 
Incentive Payment (DSRIP) program.2 In May 2018 another discussion paper and forum, Options for 
Enhancing New York’s Health Home Initiative, addressed the enrollment and performance issues 
associated with the care management initiative for Medicaid enrollees with chronic conditions 
known as Health Homes.3

This discussion paper focuses on a third element of Medicaid redesign that has faced serious 
obstacles–the enhanced coordination of care for the 880,000 people enrolled in both Medicaid 
and Medicare programs. An innovative initiative launched by the MRT was participation in a 
federal demonstration program to integrate the two programs through a single managed care 
plan providing both programs’ benefits in coordinated fashion. The new entities, identified as Fully 
Integrated Dual Advantage (FIDA) plans, were intended to serve two distinct subgroups of the 
dually enrolled population–those with developmental disabilities and those requiring substantial 
long-term care services. Both initiatives encountered delays in their design stage and failed to 
reach their initial enrollment targets.

The initiative aimed at those with developmental disabilities has been revised and extended and is 
being coordinated with other efforts by the New York State Office for People with Developmental 
Disabilities (OPWDD) to improve care for that population. Enrollment in this FIDA plan is targeted 
to a subset of approximately 10,000 individuals with developmental disabilities (I/DD); others in 
this population will receive enhanced coordination through other mechanisms including specially 
designed health homes.4 The latest plan appears to be on a promising track, and as such, this paper 
does not address additional options for this population.5  

The FIDA initiative for those with long-term care needs has a particularly problematic history. 
After negotiations between State and federal officials, the demonstration program was launched in 
January 2015. Although 22 FIDA plans initially agreed to participate and seek enrollees, enrollment 
in the first year was disappointing. Significant revisions to the plan were made in December 2015 
in an effort to stimulate enrollment and provider participation, but weak enrollment continued 
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to plague the initiative.6 In early 2019 only 10 plans continued to participate, and enrollment fell 
below 4,000 out of an initial target population of about 110,000.7

This paper focuses on options to the current FIDA demonstration, which expires at the end of 2019 
and may not be extended. It considers enhancements to the demonstration model and alternatives 
for serving those with long-term care needs and also identifies options to reach dual enrollees with 
other needs who could benefit from greater care coordination. The paper is organized in three 
sections: The first provides background information on the nature of the dually enrolled population 
in New York State; the second describes alternative care coordination arrangements available to 
serve this population; and the third identifies future strategies for using available mechanisms to 
improve care coordination for the dually enrolled.  

Background

As shown in Figure 1, the number of dually enrolled persons in New York State increased 28 
percent from 2009 to 2018 to reach more than 880,000 in the later year. The growth was more 
rapid than that of the Medicare-only population, and in 2018 the dually enrolled comprised one-
quarter of the statewide Medicare population. In contrast the Medicaid-only population grew more 
rapidly, primarily due to eligibility expansion in the Medicaid program. Currently, the dually enrolled 
comprise 15 percent of New York’s Medicaid population, but 36 percent of the program’s costs.8

Figure 1: Average Monthly Medicaid, Medicare, and Dual Enrollees in New York State,
2009 through 2018

Sources: New York State Department of Health, "Medicaid Program Enrollment by Month: Beginning 2009" (January 29, 2019); and Centers for Medi-
care and Medicaid Services, "Medicare Enrollment Dashboard" (February 2019).

Note: Values for 2018 are based on 12 months of data for Medicare and 6 months of data for Medicaid/duals.
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Medicare Only 2,247,483 2,270,217 2,295,575 2,369,053 2,426,667 2,472,816 2,509,635 2,552,726 2,608,948 2,660,514

Duals 689,562 718,213 745,766 768,989 786,791 808,985 834,621 857,308 873,273 889,182

Medicaid Only 3,686,158 3,931,490 4,073,187 4,238,778 4,429,517 4,919,040 5,323,308 5,198,948 5,137,639 5,155,828
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Medicare and Medicaid have different eligibility requirements and different benefits. Dually eligible 
individuals must meet both sets of eligibility requirements; their benefits are those of the Medicare 
programs plus supplemental benefits provided by Medicaid.

Medicare	Eligibility	and	Benefits

Medicare eligibility is based on age and disability. Most U.S. residents age 65 and older are eligible; 
persons under age 65 who have a permanent disability or permanent kidney failure also qualify.9  
Qualifying disabilities include a range of physical conditions and mental disorders.

Nationally 89 percent of all Medicare-only enrollees are over age 65, and only about 11 percent 
qualify due to disability; however, among dually enrolled enrollees greater than 40 percent qualify 
due to a permanent disability.10 The age and disability characteristics of Medicare-only and dual 
enrollees in New York State are not reported publicly but likely follow the national pattern of a 
relatively large share of dual enrollees having a permanent disability. 

Medicare benefits are organized into four parts, identified as Parts A, B, C and D. Part A benefits 
are most inpatient and ancillary services provided by hospitals, some home health services, and 
post-acute care provided by nursing homes. Part B benefits are hospital outpatient services, 
physician services, and durable medical equipment. Part D benefits are prescription drugs. Part A 
and B benefits are paid to providers on a fee-for-service basis by the federal government. Part D 
benefits are provided by private pharmacy benefit plans selected by the beneficiary from a range 
of federally approved plans. 

Part C is a voluntary option that combines the benefits of Parts A, B, and D. Part C benefits are 
provided by private insurance plans, known as Advantage plans, which cover and coordinate the 
services. Advantage plans may also offer supplementary benefits not covered under Parts A and B, 
and can have lower cost-sharing levels for the enrollee compared to traditional Medicare. However, 
Advantage plans generally include a narrower choice of physician and hospital providers than is the 
case for traditional Medicare. Nationally 36 percent of all Medicare beneficiaries have opted to rely 
on Advantage plans; in New York State the share is 41 percent.11

Medicare benefits require payments from the enrolled individual that include premiums, deductibles, 
and copayments (fixed dollar amounts per service). Part A has no premium; Part B requires monthly 
premiums that vary by an individual’s income and in 2018 were $134 ($1,608 annually) for those 
in the lowest income group; Part D premiums vary with the individual plan averaging about $30 
monthly ($360 annually).12 Part C Advantage plans require a premium that varies with the plan; it 
may be less than the combined premiums for Part B and D benefits or, if greater, may offer other 
offsetting benefits.   

Medicare benefits have deductibles and other out-of-pocket expenses consisting of copayments 
and coinsurance (a percentage of the charge paid by the individual). The deductible in 2018 for Part 
B was $183 annually, for Part A it was $1,340 annually for hospital care, and deductibles for Parts 
C and D varied with the plans offered. Copayments and coinsurance vary by service with the most 
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common charge being a 20 percent coinsurance for many Part B services, but some preventive and 
other services have no copayment or coinsurance.

An important implication of the Medicare benefit structure is that without Medicaid or other 
supplementary coverage, Medicare beneficiaries would face substantial out-of-pocket costs for 
medical care. Annual premiums for Parts B and D (or Part C) approach $2,000 annually. Furthermore, 
typical Part B deductibles and coinsurance cost hundreds of dollars—a short hospitalization could 
add more than $1,000, and a serious illness involving a long hospitalization and subsequent nursing 
home care could lead to a bill of thousands of dollars more. 

Medicaid	Eligibility	and	Benefits

Medicaid is a joint federal and state program; the two entities share the costs with the federal 
government setting minimum benefit and eligibility standards and the states administering the 
program and having some flexibility with respect to benefits and eligibility. Medicaid is a means-
tested program, meaning eligibility depends on one’s income and–for a subset of the Medicaid 
population–assets. In New York the respective income limits for Medicare-eligible individuals and 
couples are $859 monthly ($10,300 annually) and $1,267 monthly ($15,200 annually). Asset limits 
are $15,450 and $22,800 with certain assets such as homes excluded.13 New Yorkers with income 
higher than the eligibility level may qualify for Medicaid coverage through the “spenddown.” In 
this case, an individual qualifies for Medicaid when their income less the amount of their medical 
expenses falls below the Medicaid eligibility level. When the spenddown is met, Medicaid will 
cover additional health care costs.14

Medicaid benefits include many services also covered by Medicare, notably physician services, 
hospital care, and limited long-term care services. When both programs cover a service, Medicare 
is the primary payer, and the state Medicaid program will not cover benefits eligible for Medicare 
payments.

The advantages of Medicaid coverage for those enrolled in Medicare are twofold. First, Medicaid 
will pay the premiums and out-of-pocket expenses related to services covered by Medicare. As 
noted above, this can be a substantial annual sum. Second, Medicaid covers some services not 
covered by Medicare. The most important of these are for beneficiaries who require long-term care 
supports and services; these services include long-term nursing home care, personal care at home, 
and other community based long-term care services. For those requiring these services, the costs 
can be quite high, and Medicaid provides substantial financial relief.

The federal Medicare Savings Programs (MSPs) are mandates on states to provide partial Medicaid 
benefits to designated Medicare enrollees who otherwise would not qualify for the state’s Medicaid 
program. The Qualified Medicare Beneficiary (QMB) program requires states to pay the Medicare 
premium, copayment, and coinsurance amounts for Medicare enrollees with incomes below 100 
percent of the federal poverty level.15 New York’s income limits for full Medicaid benefits are 
somewhat below that level, so the mandate qualifies some Medicare enrollees for these partial 
Medicaid benefits. However, since the state income limits are close to the mandated income limits, 
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the spenddown provision likely impacts many of these enrollees, and they may also qualify for full 
Medicaid benefits. The federal MSPs also mandate that states pay the Medicare Part B premium 
(but not copayment and coinsurance) for Medicare enrollees with incomes between 100 percent 
and 135 percent of the federal poverty level. Those with incomes between 100 percent and 120 
percent of the poverty level are designated Specified Low-Income Medicare Beneficiaries (SLMB), 
and their premium is financed jointly by the state and federal governments like other Medicaid 
benefits; those between 120 and 135 percent of the poverty level are designated Qualifying 
Individuals (QI), and their premium is funded fully by the federal government.    

As shown in Table 1, about 17 percent of the dual enrollees in New York qualify only for partial 
benefits, a smaller share than nationally (29 percent). Most of the difference is related to the smaller 
share in the QMB program in New York (7 percent versus 14 percent); as noted earlier this likely 
is due to the ability of many individuals with incomes below the poverty level to qualify for full 
Medicaid benefits under New York’s income eligibility rules. 

Characteristics	of	the	Dual	Enrollee	Population

Tables 2 and 3 summarize the limited data available relating to the characteristics of New York’s 
dual enrollee population. As noted, about 69 percent are over age 65, and 31 percent are younger 
with a disability. About 60 percent are female, with a somewhat higher female share among those 
older than age 65 (65 percent) and a somewhat smaller share of females among the younger 
disabled group (51 percent).

A majority (55 percent) of the dually enrolled population lives in New York City. Including the Mid-
Hudson area and Long Island brings the downstate share of the dually enrolled population to 72 
percent.

Data relating to the health status and medical care utilization of the dually enrolled population are 
available only from a few national studies. Compared to non-dual eligible Medicare enrollees, the 

Table 1: Benefit Status of Dual Enrollees, New York and United States, 2017

Source: Centers for Medicare & Medicaid Services, "MMCO Statistical & Analytic Reports" (November 16, 2018).

Full Benefits

Partial Benefits
QMB
SLMB
QI
Other

TOTAL

729,629

149,815
60,490
49,760
39,565

0

879,444

83%

17%
7%
6%
4%
0%

100%

7,634,322

3,049,976
1,540,477

978,060
531,423

16

10,684,298

71%

29%
14%

9%
5%
0%

100%

Number Percent
New York

Number Percent
U.S.
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dually eligible group is more likely to have three 
or more chronic conditions (72 percent versus 
65 percent) and to have a cognitive or mental 
impairment (58 percent versus 29 percent). 
An estimated 23 percent of dual enrollees use 
a mental health service at least once annually 
compared to 4 percent among other Medicare 
enrollees.16 The rate of hospital admissions per 
1,000 people is 596 for dual enrollees versus 
144 for other Medicare enrollees; the rate per 
1,000 enrollees for emergency department 
visits is 780 for dual enrollees versus 434 for 
other Medicare enrollees.17

Given their extensive health care needs and 
utilization, the cost for dual enrollees is much 
greater compared to most non-dual enrollees. 
Dual enrollees account for 15 percent of the 
Medicaid population nationally but consume 
33 percent of national Medicaid costs; 
they account for 20 percent of the national 
Medicare population but consume 34 percent 
of Medicare costs.18 A national study based 
on 2012 data found the average monthly 
combined Medicare and Medicaid cost for dual enrollees was $2,532; this was more than three 
times the cost to Medicare for Medicare-only beneficiaries ($747) and more than six times the cost 
to Medicaid for Medicaid-only beneficiaries ($401).19 A study based on 2013 data found average 
annual combined Medicare and Medicaid costs for dual enrollees were $29,258 with $18,112 
from Medicare and $11,126 from Medicaid; this was about three times the cost for Medicare-only 
enrollees ($8,593) and seven times the cost for Medicaid-only enrollees ($4,021).20

Table 2: Selected Characteristics of the Dual Population, New York State, 2018

Source: New York State Department of Health, "Medicaid Program Enrollment by Month: Beginning 2009" (January 29, 2019).

Note: Based on average monthly enrollment data available for January 2018 through June of 2018.

Under 21

21-44

45-64

65 and Over

TOTAL

Female
308

37,758

104,081

394,579

536,726

Male
462

41,584

92,662

217,748

352,457

Total
771

79,342

196,742

612,328

889,182

Table 3: Geographic Distribution of
Dual Population, New York State, 2018

Source: New York State Department of Health, "Medicaid Pro-
gram Enrollment by Month: Beginning 2009" (January 29, 
2019).

Note: Based on average monthly enrollment data available for 
January 2018 through June of 2018.

Number

Subtotal - Downstate 638,206 

New York City 490,698 

Long Island 77,133 

Mid-Hudson 70,375 

Subtotal - Rest of State 250,976 

Capital Region 38,882 

Central NY 28,773 

Finger Lakes 46,355 

Mohawk Valley 23,991 

North Country 19,091 

Southern Tier 27,737 

Western NY 57,432 

Other 8,716 

TOTAL 889,182 
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The pattern of spending among dually enrolled can be described in terms of three subgroups. 
(1) Those with partial Medicaid benefits: This group has relatively low spending with a modest 
fraction of the total paid by Medicaid. (2) Those with full Medicaid benefits who do not require 
long-term care services: This group has somewhat higher total spending due to higher spending 
under Medicare and coverage of copayments and coinsurance and some supplementary services 
under Medicaid. (3) Those with full Medicaid benefits and requiring long-term care services: This 
group has high spending for acute care and for long-term care with expensive long-term care 
services covered by Medicaid.

Precise data are not available to flesh out the amount and distribution of costs for these three 
groups, but the range is suggested in 2009 national data indicating that combined Medicare and 
Medicaid spending for those with partial Medicaid benefits was less than half that for those with full 
benefits ($15,300 versus $34,800 annually for those over age 65), and among the partial benefits 
group the share paid by Medicaid was about 4 percent versus 45 percent among those with full 
benefits.21 For those with full benefits, the total cost and share paid by Medicaid is significantly 
higher among those requiring long-term care services. National data from 2013 indicate about 20 
percent of those with full benefits use institutional long-term care and another 15 percent to 28 
percent use some community based services; the per user added cost for these services is about 
$40,000 annually for institutional care, and $10,000 to $29,000 annually for the community based 
services, with all those added costs paid by Medicaid.22

The characteristics of the dually enrolled population in New York State likely follow the national 
patterns. In New York State dual enrollees comprise 15 percent of the Medicaid population but 
consume 36 percent of the program’s costs. Additional detailed data about the health status and 
utilization patterns of the State’s dually enrolled population are not available publicly. 

Options for Coordinating Care for Dual Enrollees

Because of the significant health care needs and costs of the dual population, it has long been 
recognized that they could benefit greatly from enhanced coordination of care beyond that available 
in traditional fee-for-service medicine. Initiatives have been launched within the Medicaid program, 
within the Medicare program, and between the two programs to better manage care. 

Options	for	Care	Management	within	Medicaid

New York, like many states, has relied on managed care organizations (MCOs) to coordinate care for 
Medicaid enrollees. “Mainstream” MCOs enroll most Medicaid enrollees and assume responsibility 
for delivering and coordinating a comprehensive set of services in exchange for a fixed capitation 
payment from the State. New York’s managed care initiative began with limited enrollment in 1988 
and was made mandatory for a wider population in the 1990s. In 2010 the MRT began initiatives 
to expand the scope of services covered by mainstream MCOs and to extend mandated enrollment 
to a broader population; in 2012 initiatives were launched to create  specialized MCOs (known 
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as Health and Recovery Plans or HARPs) to serve those with significant behavioral health issues. 
Between 2010 and 2018 the number of enrollees in mainstream MCOs increased from 3.1 million 
to 4.3 million and the share of spending for this population paid for through MCOs increased 
notably as prescription drugs, home care, and a variety of other services were moved into the MCO 
benefit package.23

However, dual enrollees generally did not participate in this movement to managed care. Two 
factors explain their exclusion. First, federal Medicare rules prohibit mandating managed care 
enrollment among Medicare enrollees. Any enrollment would have to be voluntary, and this 
typically is limited. Second, the State seeks to avoid paying for Medicare covered services under 
its Medicaid program, because Medicare is fully federally funded while Medicaid divides costs 
between the two governments. Since MCOs cover many Medicare covered services, enrolling dual 
enrollees in Medicaid Managed Care plans would benefit fiscally the federal government and cost 
the State.

It is worth noting the exclusion of dual enrollees from mainstream MCOs creates a disruption in 
continuity of care for mainstream MCO enrollees when they become age 65. Medicaid enrollees 
are automatically disenrolled from mainstream MCOs when they reach the age of 65. The newly 
dually eligible person then either obtains Medicare and Medicaid services under fee-for-service 
arrangements or voluntarily enrolls in a Medicare-sponsored managed care arrangement such as an 
Advantage plan; the individual cannot remain in a Medicaid MCO. Although Medicare serves as the 
primary payer for dual enrollees regardless of their Medicaid enrollment type, care management 
services provided by the State may result in greater fiscal benefits to the federal government than 
the State as Medicare-covered services are reduced and/or replaced by Medicaid-covered services.    

New York has developed three options to better coordinate care for the dually enrolled under its 
Medicaid program that adjust to the two factors noted above – Managed Long-term Care (MLTC) 
plans, Health Homes, and Patient Centered Medical Homes (PCMH).  

Managed Long-term Care Plans

MLTC plans cover only long-term care services funded by Medicaid; the plans receive a capitation 
payment from the State for these services and manage and coordinate long-term care services with 
acute services in a manner intended to be more effective than under fee-for-service arrangements. 
Prior to the MRT enrollment in MLTC plans was voluntary; from 2012 through 2015 mandatory 
MLTC was phased in for all dually enrolled individuals older than age 21 who require at least 120 
days of long-term care services per year. Duals between the ages of 18 and 21 with similar long-
term care needs may voluntarily enroll.24 Largely because of the MRT mandate from 2010 to 2018 
enrollment in MLTC plans increased from 42,523 to 199,281.25

In January 2019, 29 MLTC plans were available in New York. At least one plan is available in each 
county in the State, and all counties have some enrollment. As shown in Table 4, the 16 plans with 
the largest enrollment, at least 5,000, account for nine of every ten enrollees. 

New York’s MLTC initiative is one of more than 40 programs in 24 states using the strategy of 
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managed care for long-term care services. Most are more recent than New York’s, and limited 
evaluation results are available. An evaluation of Texas’ program found a 3.5 percent decrease 
in cost compared to expected fee-for-service results, and a study of Minnesota’s program found 
reductions in hospitalizations and emergency room visits. A national evaluation of all programs has 
been commissioned, focusing on the New York and Tennessee programs because they have the 
best data for meaningful impact analysis. Results will be reported in 2019, but preliminary findings 
suggest positive impacts in New York.26

Health Homes

Health homes are a care coordination service for Medicaid enrollees with multiple chronic 
conditions, mental health or substance abuse diagnoses, and serious mental illness. A health home 
provides an enrolled beneficiary with a care manager who helps the enrollee receive needed care 

Table 4: Managed Long-term Care Plan Enrollment, January 2019

Source: New York State Department of Health, Medicaid Managed Care Enrollment Report (January 2019).

Note: Notes: Large plans are defined as those with enrollment of 5,000 or more individuals. Enrollment includes only partial capitation MLTC 
plans, not Program of All-Inclusive Care for the Elderly (PACE) enrollment. 

Regions Served
Number
Enrolled

Percent of
Enrollment 

Subtotal - Large Plans (16) 202,790 90.2%
Centers Plan for Healthy Living NYC, Long Island, Mid-Hudson, Western NY 32,212 14.3%

Fidelis Care Statewide 23,107 10.3%

Integra NYC, Long Island, Mid-Hudson 15,821 7.0%

Senior Health Partners Inc. NYC, Long Island, Mid-Hudson 15,086 6.7%

Senior Whole Health NYC, Mid-Hudson 14,497 6.4%

Elderplan NYC, Long Island, Mid-Hudson 14,125 6.3%

ElderServe NYC, Long Island, Mid-Hudson 14,053 6.2%

VNS Choice Statewide 13,224 5.9%

Village Care NYC 11,800 5.2%

AgeWell New York NYC, Long Island, Mid-Hudson 10,824 4.8%

VNA Homecare Options Statewide 7,289 3.2%

AETNA Better Health NYC, Long Island 7,265 3.2%

HealthPLUS NYC 6,111 2.7%

Extended MLTC NYC, Long Island 5,995 2.7%

Independence Care Systems NYC 5,761 2.6%

WellCare NYC, Long Island, Mid-Hudson, Western NY, Capital 5,620 2.5%

Subtotal - Other Plans (13) 22,067 9.8%

TOTAL -  All P lans (29) 224 ,857 100.0%
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and services. The health home model leverages coordination among varying providers and can also 
link the beneficiary with non-clinical support services.

Health homes launched in New York in 2012 following passage of the federal Affordable Care Act 
(ACA), which set standards for health homes and offered states 90 percent federal funding for the 
first two years of health home services. The New York model built on existing care coordination 
programs for specific subpopulations.27 Initially approximately 1 million Medicaid enrollees were 
viewed as eligible for the health home program, and about one-third of those were dually enrolled 
individuals. However, after more than five years only approximately 170,000 people enrolled.28

In 2018 nearly 53,000 dually eligible persons were enrolled in a health home, about 30 percent 
of the total health home population. Among the dually eligible individuals in a health home 61 
percent were younger than age 65 and presumably eligible due to disability.29

As shown in Table 5, 17 relatively large health homes each with more than 4,000 enrollees account 
for more than 80 percent of the total enrollees and 80 percent of the dually eligible enrollees with 
the other 20 percent divided among 16 smaller entities. For most plans between one-quarter and 
40 percent of enrollees are dually eligible. 

Table 5: Health Home Enrollment, September 2018

Source: New York State Department of Health, “Dashboard B9,” (accessed December 4, 2018).

Note: Large health homes are defined as those with enrollment of 4,000 or more individuals.

TOTAL -  All Health  Homes (33) 174 ,147 100.00% 52,844

Subtotal - Large Health Homes (17)

Hudson River Healthcare, Inc. 

Coordinated Behavioral Care, Inc.

Community Care Management Partners Health Home

Southwest Brooklyn Health Home LLC

Jacobi Medical Center 

Montefiore Medical Center

Greater Buffalo United IPA

Queens Coordinated Care Partners, LLC

Huther Doyle Memorial Institute Inc.

Community Healthcare Network

North Shore University Hospital

CHHUNY, LLC

St Luke's Roosevelt Hospital Center

Greater Rochester Health Home Network, LLC

Children's Health Homes of Upstate NY, LLC

Hudson Valley Care, Inc.

Collaborative for Children and Families

Subtotal - Other Health Homes (16)

Enrollment
Count

140,452

18,958

18,223

16,908

9,655

9,261

8,124

7,807

6,180

5,881

5,340

5,179

5,004

4,908

4,833

4,865

4,733

4,593

33,722

Percent of
Enrollment

80.60%

10.90%

10.50%

9.70%

5.50%

5.30%

4.70%

4.50%

3.50%

3.40%

3.10%

3.00%

2.90%

2.80%

2.80%

2.80%

2.70%

2.60%

19.40%

Percent
Aged 65+

42,606

7,663

4,939

4,829

2,907

3,462

2,255

2,639

1,872

1,715

1,687

1,933

6

1,741

1,823

1,272

1,891

2

10,238

Percent in
Fee-for-service

30.3%

40.4%

27.1%

28.6%

30.1%

37.4%

27.8%

33.8%

30.3%

29.2%

31.6%

37.3%

0.1%

35.5%

37.7%

26.1%

40.0%

0.0%

30.4%

30.30%
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The low enrollment in health homes relative to the initial target has been attributed to multiple 
factors. Enrollment was voluntary, marketing and outreach efforts were poorly targeted, some 
payment rates were inappropriate, and coordination between Health Homes and MCOs (and their 
electronic record systems) had gaps. The New York State Department of Health (DOH) and health 
home organizations are working to improve and expand the program with growing potential for 
serving dual enrollees.

Although health home programs have been established in 20 other states and the District of 
Columbia, little evaluation of impacts has been completed. DOH has commissioned an independent 
evaluation of its program, but no results have been reported publicly to date. Evaluations of other 
state programs indicate those programs are more targeted to specific populations than New York’s, 
notably to those with severe mental illness; that enrollment targets were reached more closely 
in other states by building on existing relationships between care management agencies; and 
favorable results in terms of reducing unnecessary or inappropriate utilization were most likely 
among those with severe mental illness and with an extended period of continuous enrollment.31 

Patient-Centered Medical Homes 

The PCMH model coordinates care through a physician-led team that provides primary care and 
manages other care needs. A PCMH designation is given to providers (often primary care physician 
practices, clinics, and community health centers) which meet standards developed by the State and 
the National Committee for Quality Assurance (NCQA). In exchange for this care coordination, a 
PCMH receives a small enhanced per visit payment through the Medicaid program. Grant funds for 
the establishment and development of PCMHs were also made available by the federal and State 
governments. 

PCMHs were authorized in New York State in 2009, and standards for participation are regularly 
updated. PCMH designation has become widespread in New York. As of December 2017 New York 
State had nearly 2,000 practices designated, and New York comprised 13.6 percent of the nation’s 
PCMH practices.32 As the number of practices designated as PCMHs has risen, the penetration 
of the PCMH model has increased in terms of enrollees; 59 percent of Medicaid Managed Care 
enrollees are assigned to a PCMH provider.33 It is not reported publicly how many dually enrolled 
Medicaid enrollees use a PCMH.34 

A PCMH is intended to reduce costs, improve health status, and improve the patients’ health care 
experience. Early evaluations of the model find some improvements on all three goals.35 Evaluations 
of specific pilot programs found reductions in emergency department use and costs.36 

While the PCMH is a promising model for many Medicaid enrollees, its relevance for dual enrollees 
may be more limited. The model appears best suited to those with low acuity levels who rely mostly 
on primary care physicians for medical services. Those, like many dual enrollees, with multiple 
chronic conditions and behavioral health problems requiring care by multiple physicians and 
specialists may justify more intensive care coordination efforts such as those provided by health 
homes. 
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Options	for	Care	Management	within	Medicare

The Medicare program has developed two basic strategies for improving care management for its 
enrollees. For those served through fee-for-service arrangements, it has promoted Accountable 
Care Organizations (ACOs). As an alternative to fee-for-service arrangements, it has supported 
capitated managed care plans, known as Medicare Advantage plans. 

Accountable Care Organizations 

ACOs are networks of providers who agree to deliver services to a defined population of Medicare 
beneficiaries. They are paid under Medicare fee-for-service arrangements, but annually may 
receive additional payments based on savings achieved relative to benchmark costs which are 
calculated based on the acuity of the beneficiary and historical costs.37 Savings are expected to 
be achieved through greater care coordination resulting in reduced use of hospital inpatient and 
emergency services; improved quality of care is expected through patient education, engagements, 
and outreach. Multiple versions of the program have been offered with the ACOs potential 
bonus varying with the degree of risk they accept for potential losses due to higher cost than 
the comparison group. Nationally the number of ACOs has grown from 220 in 2013 to 561 in 
January 2018 with 10.5 million Medicare beneficiaries in the program at the start of 2018.38 All 
participation in ACOs is voluntary with recruitment by the ACO.39

In New York the first Medicare ACO launched in 2012, and 36 were operating by 2017. Approximately 
576,000 Medicare enrollees receive their health care through these ACOs. Of the 36 plans, 4 were 
new in 2017; among the 32 plans operating in 2016 enrollment varied from 6,051 to 74,386, 
and the six largest plans with more than 30,000 enrollees each accounted for 45 percent of the 
enrollment.40 The number of dual enrollees in ACOs is not reported publicly, but duals are not likely 
to account for a large share of the enrollment.

ACO performance in New York in terms of achieving savings has been disappointing. Only 5 of 
the 32 ACOs received bonus payments for 2016; the others either achieved insufficient savings to 
earn a bonus (7 plans), or incurred losses relative to the benchmark (20 plans). In the aggregate the 
ACOs provided costlier care compared to benchmarks; in 2016 the 32 ACOs exceeded benchmark 
costs by 1 percent.41 

Medicare Advantage Plans

Medicare managed care options are known as Advantage plans, and for this analysis the Advantage 
plans may be divided into three types: (1) the “regular” plans that provide all Medicare benefits 
but make no special arrangement for the dually eligible; (2) Advantage Dual Special Needs Plans 
(D-SNPs) that supplement the Medicare benefits with coordination services to help access Medicaid 
benefits but rely on state Medicaid fee-for-service payments to providers to finance the Medicaid 
benefits; and (3) Medicaid Advantage plans that include Medicaid benefits in their packages as well 
as Medicare benefits and receive funding from state Medicaid agencies to cover the cost of the 
Medicaid services.
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While some dual enrollees with partial benefits may enroll in regular plans, these plans are intended 
primarily to serve a Medicare-only population. In 2017 among the nearly 3.6 million Medicare 
beneficiaries statewide, about 1.4 million or 39 percent were in some form of Advantage plan with 
about 1.1 million in regular plans. These plans account for more than 80 percent of all Advantage 
plan enrollment statewide, with plans for the dually enrolled representing the other 20 percent.42

The Advantage D-SNPs have more than 260,000 enrollees. They are divided among 28 different 
plans. Enrollment varies notably with two plans having less than 100 enrollees and the largest plan 
with more than 70,000. As shown in Table 6, the 10 largest plans have 94 percent of the total 
enrollment. 

Nationally in 2016, 356 Advantage D-SNPs existed in 38 states, Puerto Rico, and the District of 
Columbia.43 A 2008 evaluation of the initial D-SNPs (launched in 2006) found they were growing and 
attractive to the industry, but indicated it was too early to determine if they improved beneficiary 
health outcomes, and found no evidence that they were yielding savings for the Medicare program.44 
In 2013 the Medicare Payment Advisory Commission (MedPAC) reviewed the D-SNP experience 
in advance of the Congressional deadline for renewal of the program. They recommended against 
renewing the program in its current form on grounds that it was not integrating care sufficiently to 
achieve quality improvements or cost savings. They found some effective models that integrated 
Medicaid and Medicare benefits and recommended renewal only for plans “that assume clinical 
and financial responsibility for Medicare and Medicaid benefits and allow authority for all other 
D-SNPs to expire.”45 The authorization was extended permanently largely in its current form which 

Table 6: Enrollment in Advantage D-SNPs, November 2017

Source: New York State Department of Health, "Future of Integrated Care Stakeholder Sessions 
Medicare Advantage Data" (December 8, 2017).

Note:  Data refer to D-SNP and D-SNP Institutional plans, but exclude FIDE plans.

Subtotal - Large Plans (10)

  Healthfirst

  United Healthcare (2)

  Fidelis

  Wellcare

  VNS Choice

  Empire Dual Advantage

  Emblem Health Dual

  Metroplus

  Affinity Health Plan Ultimate

Subtotal - Other Plans (18)

TOTAL - All Plans (28)

Number Enrolled

247,438

73,222

73,183

34,589

20,778

12,352

9,445

9,368

7,705

6,796

15,765

263,203

Percent Of Enrollment

94.0%

27.8%

27.8%

13.1%

7.9%

4.7%

3.6%

3.6%

2.9%

2.6%

6.0%

100.0%

EMBARGOED UNTIL 8:00 AM THURSDAY, APRIL 25, 2019



14

requires only that D-SNPs have some coordination with Medicaid but no mandatory coverage of 
Medicaid benefits. 

Some states are promoting more effective use of D-SNPs by using Medicaid procurement practices 
in effect to mandate coordination between Medicaid MLTC plans and Advantage D-SNPs. At least 
10 states require an MLTC to offer a companion D-SNP, and at least 6 states do not sign contracts 
with an Advantage D-SNP unless the company also has a Medicaid MLTC plan. Three states prohibit 
their D-SNPs from enrolling a person who is not enrolled in that company’s companion Medicaid 
plan.46

New York State has developed a version of a D-SNP that covers Medicare benefits and Medicaid 
long-term care services. The federal model, known as a Fully Integrated Dual Eligible Special Needs 
Plan (FIDE-D-SNP) is called Medicaid Advantage Plus in New York. Because it combines Medicare 
and Medicaid benefits in one plan, it is described in the next section.   

Options	for	Care	Management	Combining	Medicaid	and	Medicare

Four options have been developed under which a combination of Medicaid and Medicare benefits 
are offered by a single plan: Program of All-Inclusive Care for the Elderly (PACE) plans, Medicaid 
Advantage plans, Medicaid Advantage Plus (MAP) plans, and Fully Integrated Dual Advantage 
(FIDA) plans.    

Program of All-Inclusive Care for the Elderly

PACE is the oldest form of an integrated plan. It was started as a demonstration project in the early 
1980s and was permanently authorized in 1997. PACE plans use a distinctive model of care based 
on adult daycare centers staffed by an interdisciplinary team that provides a range of services 
including medical care. PACE plans cover all Medicare and Medicaid benefits, and the plans receive 
a capitation rate set under a three-way contract among the plan, Medicare, and the state Medicaid 
program. Enrollment is limited to persons age 55 or older who need the level of care provided in 
a nursing home, but the program seeks to avoid nursing home placement. Enrollment is voluntary 
and not tied to dual eligibility, but the vast majority of enrollees are dually enrolled.

Nationally 124 PACE plans operate in 31 states with a total enrollment of more than 41,000.47 In 
New York nine PACE plans have a total enrollment of 5,657. The largest plan has 2,849 enrollees, 
and the others range from 105 to 766.48 PACE plans tend to be operated by nonprofit organizations 
rather than commercial insurance plans.

Evaluations of PACE plans have found they provide high quality care and avoid nursing home 
placements, but they have costs higher than combined Medicaid and Medicare expenses for 
comparable populations. The higher costs are attributed to capitation rates set above the cost 
of comparable fee-for-service costs and above standard Advantage plan rates. The MedPAC has 
recommended facilitating expansion of PACE plans by conforming their rate-setting method to 
that of Advantage plans, opening enrollment to those younger than age 55, and creating an outlier 
protection program for enrollees with unusually high costs.49
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Medicaid Advantage Plans

Medicaid Advantage plans are a combination of a Medicaid MCO with benefits similar to a 
mainstream MCO and a Medicare Advantage plan. They provide the combined set of benefits 
and receive separate capitation rates from the Medicaid and Medicare programs to cover relevant 
costs. To facilitate coordination the plans establish a coordination of benefits (COB) agreement, 
which clarifies their health care delivery and payment responsibilities. Generally they establish 
Medicare as the primary payer for services otherwise covered by Medicaid and Medicare.  

New York has four Medicaid Advantage plans with a total enrollment of 6,520. Enrollment in the 
individual plans ranges from 354 to 2,998.50 Medicaid Advantage plans have voluntary enrollment 
with marketing by the plans; enrollment has remained low with few people opting for them.  

Medicaid Advantage Plus Plans

MAP plans combine services covered by Medicare with comprehensive Medicaid services including 
long-term care. The MAP option in effect combines a Medicare Advantage plan and a Medicaid 
MLTC plan in a single package. The plans receive capitation rates from the Medicaid and Medicare 
programs to cover the cost of relevant benefits. Enrollment is voluntary with marketing by the 
plans and targeted to those dual enrollees with long-term care needs; a MAP plan can substitute 
for a Medicaid MLTC plan under the State’s requirement for mandatory MLTC coverage. The MAP 
level of integration requires a single three-party contract, and it aligns the plans more significantly 
than the COB agreement of Medicaid Advantage plans. 

Enrollment in MAP plans has been increasing; between March 2018 and March 2019 enrollment 
increased 50 percent, from 9,812 to 14,838. Currently seven are active, but three plans have 
enrollment of less than 100. One large plan (Healthfirst) accounts for nearly two-thirds of total 
enrollment.51 Growing the plans has been difficult. Most of those eligible are already enrolled in 
Medicaid MLTC plans and use traditional Medicare fee-for service arrangements for Medicare 
services; switching to a MAP plan in effect requires exchanging Medicaid and Medicare cards for 
the plan enrollment and network limits. In addition enrollment is complicated by different processes 
and timetables for Medicare and Medicaid benefits within the single plan. 

Fully Integrated Duals Advantage Plans (FIDA)

FIDA plans are a relatively new model created under a federal demonstration program that began 
implementation in 2013. FIDA plans combine all Medicaid and Medicare benefits using one three-
way contract among the plan, the State, and the federal Medicare program. Requirements for care 
coordination are more extensive than under D-SNPs, calling for an interdisciplinary team to do an 
initial assessment and care plan and monitor services. Under the FIDA demonstration states were 
allowed to use passive enrollment, assigning Medicaid beneficiaries to a plan but allowing them 
to opt out, rather than requiring plans to market individually as under Medicare Advantage rules. 
FIDA plans also were designed to have integrated enrollment and appeals processes rather than 
separate processes for each program.
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Between 2013 and 2015 demonstrations were launched in 13 states with initial plans to last three 
years. Two states discontinued their programs after three years, and most of the other states have 
extended their programs to periods of four or five years with ending dates in 2019 or 2020.52 

The demonstrations have faced three common challenges, each of which has been severe in New 
York. First, despite the availability of passive enrollment, participation has been low. Overall 29 
percent of eligible beneficiaries enrolled, with rates varying from 68 percent in Ohio to just 3 
percent in New York. Ohio was the only project to have a participation rate greater than 50 percent. 
The low participation likely is due to individuals’ satisfaction with their current care, their lack of 
understanding of the nature of the FIDA plans and their potential benefits, and in some cases 
current providers encouraging them to opt out.53

Second, some plans have withdrawn from the program. Initially 68 plans participated nationwide, 
but 18 plans have left, of which 11 were in New York. The primary reason for withdrawal is 
low enrollment; all 11 plans leaving the New York demonstration had fewer than 300 enrollees 
while estimates are that 5,000 to 7,500 enrollees are needed to make a plan viable. Some early 
withdrawals were attributed to low capitation rates, but the Medicare program adjusted its rate-
setting methods in 2016, and this is no longer considered an issue.54  

Third, the care coordination requirements were considered too burdensome by some plans. The 
initial standards required the interdisciplinary teams to meet in person and to include the primary 
care physician; some physicians found this too time consuming. The requirements were modified 
in New York, but many plans still consider the administrative requirements burdensome.

The federal Medicare agency has commissioned an independent evaluation of the demonstrations, 
with a mandate to identify impacts on access to care, service use, quality of care, and cost. Results 
of the evaluation are not yet available and are not expected for another two or more years due 
to the extension of the demonstration period and difficulties in assembling the required data for 
quantitative analysis. Interim evaluation reports have described the care coordination process and 
patient experiences with plans.55

In its 2018 Report to Congress the MedPAC reached this interim conclusion about the FIDA 
approach: “…much of the information that is currently available, while limited, is relatively positive. 
Enrollment is stable, quality of care appears to be improving, payment rates appear adequate, plans 
have grown more confident about their ability to manage service use, and stakeholders remain 
supportive of the demonstration.”56

However, New York may be an exception to this general observation. Its participation rate is 
extremely low, and enrollment remains at a level that may not be sustainable for some plans. As 
of March 2019 the seven remaining active plans had a combined enrollment of less than 3,000. 
Two plans–Healthfirst and VNSNY–had enrollment of more than 1,000 each, totaling 2,313 of the 
2,941 statewide enrollees (79 percent). The other five plans reported enrollment ranging from 1 
to 442.57 
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These problems persist despite efforts to revise the program. FIDA enrollment has decreased 
each month since October 2015. New York State offered some fixes in December 2015.58 Then in 
September 2016 the State held outreach webinars for potential providers and beneficiaries.59 At 
the same time, the State published informational brochures for plans and providers to attempt to 
help with outreach.60 In November 2016 the State announced the FIDA demonstration had been 
extended two years to the end of 2019, signaling the State’s intent to continue the program at least 
in the short-term.61  After the State announced the extension, a series of stakeholder engagement 
meetings were convened to consider the future of FIDA and other programs for duals. The Future 
of Integrated Care series brought participants together to review existing options and to consider 
opportunities for the models. The sessions were convened by DOH throughout 2017. Among the 
topics covered were reimbursement issues, enrollment barriers, provider concerns, and geographic 
scope.62 The series has yet to yield a promulgated set of recommendations on how to move forward. 

Options for Future Strategies

Improving care for the dually eligible population remains a serious and important challenge. The 
population is growing, has extensive medical care needs, incurs high costs of care, and often receives 
poorly coordinated care. Numerous approaches have been tried, but the evidence supporting 
the alternative models is mixed and limited. In confronting the hard choices, five options–not 
necessarily mutually exclusive–can be identified.  

Strategy	#1:	Revitalize	the	FIDA	model

In many respects the FIDA demonstration incorporates an optimal model of care integration. 
It establishes a single plan to provide Medicare and Medicaid benefits, sets high standards for 
care coordination, integrates enrollment and appeals processes, and provides financial incentives 
for efficient care. Yet most observers consider the demonstration unsuccessful due to the low 
enrollment and plan participation, and revitalization likely is not a viable option. 

However it is instructive to extract some lessons from the FIDA demonstration experience. A core 
problem is the low enrollment; passive enrollment did not work as effectively as expected. Two 
types of changes appear necessary. First, the plans should be better marketed with more extensive 
consumer education. Prior to any passive enrollment, beneficiaries and their families should receive 
information about any new integrated  plans and their potential benefits.

Second, the competition from alternative care arrangements should be constrained. Most of those 
opting out have remained with current MLTC plans. (See Table 7.) The competitive options could 
be constrained by not allowing integrated plan sponsors to offer MLTC plans. Of the 10 FIDA plans, 
8 are sponsored by entities that also offer MLTC plans; their combined MLTC enrollment exceeds 
67,000 and moving enrollees to FIDA plans would have increased dramatically FIDA enrollment. 
More drastically, competition from MLTC plans could be eliminated by requiring them to convert 
to integrated  arrangements. Such measures are difficult and will face opposition from current 
providers.
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Strategy	#2:	Build	on	the	Medicaid	Advantage	and	Medicaid	Advantage	Plus	Models

The Medicaid Advantage and MAP models provide a high degree of integration of care, and together 
they serve both those with significant long-term care needs and others with multiple conditions but 
not requiring significant long-term care. However, the plans have experienced limited enrollment 
due to the lack of integration in enrollment process described previously and to competition from 
alternative arrangements.

Building on these models can draw on the lessons from the FIDA demonstration. Enrollment 
and appeals processes can be better integrated, and passive enrollment can be improved with 
marketing material and pairing enrollees currently in MLTC plans with MAP plans offered by the 
same corporate sponsor. 

Limits on competition from alternative plans may also be appropriate  (See Table 7.) For those 
requiring long-term care, MAP enrollment in eight available plans totals about 11,000, compared to 
more than 200,000 in 29 MLTC plans and another 20,000 in other options such as PACE plans and 
D-SNPs for those in nursing homes. Constraints on competition from MLTC plans could include 
requiring entities sponsoring Medicaid Advantage Plus plans to not offer MLTC plans; seven of the 
eight MAP plans are sponsored by entities with MLTC plans, and their combined MAP and MLTC 
enrollment is about 82,000. A more drastic approach would be to require all MLTC plans to be 
converted to MAP plans.

For those not requiring long-term care,Medicaid Advantage enrollment in four available plans is 
less than 7,000 compared to D-SNP enrollment of about 245,000 in 19 plans and an even larger 
group in fee-for-service arrangements that includes more than 50,000 served by 33 health homes. 
Marketing material from DOH explaining the benefits of each option for individuals with various 
types of health conditions could be helpful for the dually eligible population in making their 
enrollment decisions. Competition from D-SNPs could be limited by requiring entities sponsoring 

Table 7: Care Coordination Options for Dually Eligible Individuals in New York State

Sources: Data for Advantage I-SNPs and D-SNPs from New York State Department of Health, "Medicare Advantage Enrollment 
Data" (January 2018); and New York State Department of Health, Medicaid Managed Care Enrollment Report (January 2019).

Enrollment Number of Plans
Options for Individuals with LTC Needs

MLTC plans (January 2019) 224,857 29

PACE plans (January 2019) 5,801 9

MAP plans (January 2019) 13,904 8

Advantage I-SNP (November 2017) 18,633 9

FIDA plans (January 2019) 3,135 9

Options for All Others

Advantage D-SNP (November 2017) 263,203 28

Medicaid Advantage plans (January 2019) 5,674 4

Health Homes (September 2018) 52,844 33
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Medicaid Advantage plans to not offer D-SNPs; all four of the Medicaid Advantage  plan sponsors 
offer D-SNPs with a combined enrollment of nearly 130,000.

Expanding the   Medicaid Advantage and MAP models faces serious challenges due to the current 
competition. Limiting the competition likely would face opposition from those plan sponsors. In 
addition individuals with narrowed choices might opt for fee-for-service arrangements rather than 
move from D-SNPs to Medicaid Advantage plans. 

Strategy	 #3:	 Expand	 partnerships	 between	 Medicare	 Advantage	 D-SNPs	 and	
Medicaid	MLTC	plans

The two largest sources of coordinated care are MLTC plans and Advantage D-SNPs; in New York 
29 MLTC plans serve more than 200,000 individuals, and D-SNPs serve more than 250,000 dual 
enrollees. The services of the two types of plans are not duplicative and can be complementary; 
MLTC plans deal with long-term care services under Medicaid, and D-SNPs deal with acute 
care services available under Medicare and Medicaid. The extent to which MLTC enrollees also 
participate in D-SNPs is not reported publicly, but more can be done to coordinate the plans’ 
respective services by encouraging partnerships between the two types of plans.

This strategy differs from the previous strategy in two important ways. First, it relates only to 
those with significant long-term care needs; dual eligible with other conditions requiring better 
care coordination would not be reached. Second, individuals would be served by two different 
plans rather than a single integrated plan. This may be preferable to current arrangements involving 
an MLTC plan combined with Medicare fee-for-service, but would offer less integration than a 
single MAP plan.   

Other states use a variety of practices to encourage such partnerships, sometimes called “aligned 
enrollment.”63 Options include:

 � Require MLTC plans to offer companion D-SNPs in their service area. In New York in 2018 only 
9 of the 29 entities sponsoring MLTC plans also sponsored a D-SNP.

 � Limit contracting with D-SNPs to plans also having MLTC plans. In New York in 2018 nine of the 
D-SNP plans were sponsored by entities that did not also have an MLTC plan. 

 � Allow passive enrollment of MLTC plan members in aligned D-SNPs.

Establishing a pattern of aligned enrollment for those requiring long-term care services can be a 
substitute for fully integrated plans, allowing the Medicaid and Medicare programs to have separate 
contracts with the respective plans. Following this strategy should be accompanied by enhanced 
requirements for coordination between providers in the two plans. While D-SNPs already have 
some Medicaid coordination requirements, and these were expanded in 2018 federal legislation 
effective in 2021, the degree of integration could be further strengthened by State rules such as 
requiring common electronic medical records and shared care management plans. This approach 
may also help promote continuity of enrollment in both Medicaid and Medicare managed care 
plans, for which continuity of enrollment is a significant issue.64 
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Strategy	#4:	Target	enrollment	in	health	homes	among	eligible	fee-for-service	duals

Those dual enrollees without long-term care needs (and not enrollees with Intellectual or 
Developmental Disabilities, IDDs) typically receive their Medicaid and Medicare services in fee-
for-service arrangements. Some may be in Advantage plans, but it is likely that between 300,000 
and 400,000 dual enrollees are obtaining care in a fee-for-service market. Many in this group 
have Medicaid expenses limited to Medicare premiums and cost sharing, but some may have high 
Medicaid expenses for services not covered by Medicare. These individuals may have serious 
mental illness or other chronic conditions that require services beyond Medicare benefits.

Many of these dual enrollees could benefit from health home services. As shown earlier in Table 
5 about 53,000 dually eligible individuals are already enrolled in health homes, and they comprise 
about 30 percent of the total health home enrollment. However, health home enrollment is 
below initial targets and many dual enrollees who might be priority candidates likely have not 
been reached. Targeted outreach and marketing to these beneficiaries tied to passive enrollment 
may yield significant health care improvements and cost savings. Health homes can also link their 
clients with non-clinical services and supports with benefits for enrollees such as those with serious 
mental illness.

While potentially appropriate for numerous dually eligible individuals, health homes provide more 
limited financial incentives for cost-effective care integration than does enrollment in risk-bearing 
managed care entitites such as D-SNPs and Medicaid Advantage plans. The strategy of expanding 
health home enrollment among the dually eligible should focus on those for whom it is most cost-
effective. 

Strategy	#5:	Support	broader	marketing	of	Medicare	Advantage	D-SNPs

While health homes may be appropriate for those with complex care needs, the large dually eligible 
population in the fee-for-service market likely includes many individuals who have less intensive 
needs but still can benefit from coordinated care. For this group better marketing of Advantage 
D-SNPs could engage them in these plans and improve their care at reasonable cost. Currently 
marketing of these plans is a responsibility of the plans; the State could supplement their efforts 
with educational campaigns and preparation of materials that could be shared by multiple plans. 

One specific way to better market D-SNPs is to encourage enrollment among the current Medicaid 
MCO enrollees who reach age 65 and are discontinued from MCO enrollment. These individuals 
could be enrolled passively in D-SNPs sponsored by their MCO plan or partnered with that plan. 
About 58,000 MCO enrollees reach age 65 each year, and passive enrollment of this group in 
affiliated D-SNPs could expand D-SNP enrollment and provide better coordinated care to the 
individuals.65
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APPENDIX

Trends in Enrollment in Coordinated Care Options for Dual Enrollees in New York, 2010 through 2018

Notes:  Enrollment trends include enrollment for all beneficiaries and is not exclusive to dual enrollees. ACO enrollment is based on count of beneficiaries for ACOs in which New 
York is the primary state of residence. D-SNP enrollment excludes FIDE-SNPs. "n/a" indicates that data are not available. I-SNPs are SNPs specific to individuals living in institutions. 
C-SNPs are SNPs specific to individuals with chronic conditions.

Sources: Dual eligibility benefit counts are from Centers for Medicare & Medicaid Services, "MMCO Statistical & Analytic Reports" (November 16, 2018); MLTC, MAP, FIDA, and 
FIDA-IDD enrollment data are monthly averages from New York State Department of Health, "Medicaid Program Enrollment by Month: Beginning 2009" (January 29, 2019); Health 
home enrollment data based on CBC staff analysis of data from New York State Department of Health,  email to Citizens Budget Commission staff (April 13, 2018); SNP enrollment 
data from Kaiser Family Foundation, "Medicare Advantage: Special Needs Plan (SNP) Enrollment, by SNP Type" (accessed November 27, 2018); and ACO data from Centers for Medi-
care and Medicaid Services, "2017 Shared Savings Program (SSP) Accountable Care Organizations (ACO) PUF" (November 20, 2018), and 2013 through 2016 editions. 

2018 20172016   2015 2014 2013 20122011  

Total Dual Eligible n/a879,444862,361841,315824,795778,335762,735739,268709,217

 

Full benefit n/a729,629718,281702,566669,451647,268638,207622,052606,070

Partial benefit n/a149,815144,080138,749155,344131,067124,528117,216103,147

QMB n/a60,49055,33152,11251,38147,40342,45239,33532,705

SLMB n/a49,76047,95546,70746,13145,05342,49740,48535,279

QI n/a39,56540,79439,93057,83238,61139,57937,39635,163

2010
POPULATION TRENDS

201820172016201520142013201220112010
ENROLLMENT TRENDS

MLTC Plan
enrollment 42,523 47,328 58,245 96,500 120,992 130,143 155,574 183,571 203,068

Medicaid
Health Home - - 18,263 43,078 77,065 113,490 138,130 163,462 176,002

Medicare ACO
enrollment - - - 204,043 293,332 338,097 470,448 556,612 n/a

Medicare Advantage
SNPs 99,366 108,287 125,110 142,245 171,195 183,920 225,203 252,318 260,882

D-SNP 86,961 99,816 115,306 130,277 157,907 168,448 206,863 233,375 242,637

I-SNP 11,012 8,081 9,270 10,751 12,938 15,084 17,465 18,139 17,196

C-SNP 1,392 390 534 1,217 351 388 875 803 1,049

Medicaid Advantage 5,507 6,027 7,911 9,691 10,658 9,246 8,424 8,195 7,024

Medicaid Advantage
Plus (MAP or FIDE-SNP)

700 1,472 2,205 4,040 5,489 6,115 5,973 7,869 9,950

FIDA - - - - - 4,810 5,393 4,554 3,987

FIDA-IDD - - - - - - 282 603 850
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