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Introduction

Medicaid beneficiaries are a diverse population who often experience social needs and disparities that negatively impact 
healthcare access and health outcomes. These disparities can appear as an increased prevalence of certain medical 
conditions, negative social determinants of health (SDoH), or poor health outcomes, that may vary by race, ethnicity,  
or other demographics. For example, 25% of Black adults and 16% of Latino adults in the general U.S. population experience 
disability,1 yet these rates are higher among the Medicaid population; for beneficiaries younger than 65, 31% of Black Medicaid 
beneficiaries and 24% of Latino beneficiaries experience disability.2 Additionally, among Medicaid beneficiaries who do not 
speak English, 42% have a disability, compared to 35% who do speak English. American Indian and Alaskan Native (AI/AN) 
Medicaid beneficiaries also face a significant proportional disparity with regards to disability. While they make up just one 
percent of the Medicaid population, 30% of AI/AN beneficiaries younger than 65 experience disability, with that rate climbing to 
67% among those 65 and older. This prevalence among the 65 and older population ranks highest among all racial and ethnic 
cohorts and is eight percentage points higher than the average across all races.

While Medicaid beneficiaries overall experience increased health disparities, dual eligible beneficiaries and those with 
disabilities are at particular risk for poor outcomes. Challenges such as discrimination and structural inequities based on race, 
ethnicity, or sexual identity interact with these individuals’ healthcare conditions, disabilities, living situations, and geography, 
worsening their experiences with the healthcare system and deepening health disparities. It is important for states and Medicaid 
managed care organizations (MCOs) to be aware of such disparities so that they can be equipped to identify opportunities to 
address them.

This document includes information on beneficiary characteristics, spending and utilization, and implications for MCOs for 
three distinct but overlapping Medicaid populations:

• Dual Eligible Beneficiaries

• Beneficiaries with Long-Term Services and Supports (LTSS) Need

• Individuals with Intellectual and Developmental Disabilities (I/DD)
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Dual Eligible Beneficiaries

Overview
Approximately 12 million individuals are dually eligible for both Medicare and Medicaid coverage. Among this population,  
69% are eligible for full Medicaid benefits (“full dual beneficiaries”), while the remaining 31% receive assistance from their state 
for Medicare costs but no other Medicaid benefits (“partial dual beneficiaries”). This report primarily refers to full dual eligible 
beneficiaries, unless otherwise noted. Because dual eligible beneficiaries are eligible for both Medicare and Medicaid, they 
typically must navigate conflicting or uncoordinated program rules, provider networks, benefit designs, and member materials. 
This fragmentation exacerbates dual eligible individuals’ medical, social, and functional care needs and is a key reason why 
policymakers have sought to integrate Medicare and Medicaid for several decades. In addition, the intersectionality between 
dual eligibility and characteristics such as race and ethnicity, need for LTSS, social risk factors, and geography can increase the 
risk of health disparities and poor health outcomes for this population. 

Beneficiary Demographic Characteristics
The dual eligible population is more demographically diverse than Medicare-only and Medicaid-only populations. For example, 
dual eligible beneficiaries are more likely to be female, and considerably more likely to be under age 65 or identify as Black or 
Latino compared to Medicare-only beneficiaries. 

Social and Functional Needs
Compared to Medicare-only beneficiaries, dual eligible beneficiaries are more likely 
to experience challenges related to SDoH that exacerbate disparities and lead to 
complex and costly care needs. Three quarters of all dual eligible beneficiaries live 
below 100% of the Federal Poverty Level (FPL), 80% are currently unmarried or 
have never been married, and 32% speak a language other than English at home. 
Black and Latino dual eligible beneficiaries are twice as likely to not have received 
a high school diploma compared to white beneficiaries. Additionally, dual eligible 
beneficiaries experience high rates of food insecurity (38%) compared to Medicare-
only beneficiaries (9%). Latino dual beneficiaries are particularly likely to experience 
food insecurity, at a rate of 42%. Rural dual eligible beneficiaries are also highly 
likely to experience food insecurity at 42% compared to 37% for those living in 
urban communities, potentially due to more limited options for nutritious food  
and/or transportation further hindering access. 

These high rates of social need coupled with inequities resulting from disability, 
race, ethnicity, and other demographic characteristics can be detrimental to 
long-term health outcomes. For example, dual eligible beneficiaries experiencing 
food insecurity are more likely to have at least one hospital visit in a year than dual 
eligible beneficiaries who are not experiencing food insecurity (17% vs 11%).

Activities of Daily Living (ADL): 
Daily tasks of everyday life, 
including bathing, dressing, 
transferring (e.g., from a bed to  
a chair), eating, and toileting.

Instrumental Activities of Daily 
Living (IADL): 
Activities required to care for 
oneself and home, including 
taking medication, preparing 
meals, managing money, and 
shopping for groceries.3

Source: ATI Advisory analysis of 2020 Medicare 
Current Beneficiary Survey and MACPAC’s 
MACStats: Medicaid and CHIP Data Book
Note: Dual Eligible Beneficiaries refers to full 
dual eligible beneficiaries only. Medicaid-Only 
Beneficiaries data from MACPAC excludes 
beneficiaries under 18.

63%

53% 56%

38%

8%

42% 44%

14%

53%

Beneficiary Characteristics, by Payer

Female Under 65 Years Old Black / Latino

Dual Eligible Beneficiaries Medicare-OnlyBeneficiaries Medicaid-Only Beneficiaries

https://www.macpac.gov/wp-content/uploads/2020/12/MACStats-Medicaid-and-CHIP-Data-Book-December-2020.pdf
https://www.macpac.gov/wp-content/uploads/2020/12/MACStats-Medicaid-and-CHIP-Data-Book-December-2020.pdf
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Functional and cognitive limitations are also a significant area of focus when managing the care of dual eligible beneficiaries. 
For example, 27% of dual eligible beneficiaries receive help with two or more ADLs, and among those living in the community, 
37% receive help with two or more IADLs. Among dual eligible beneficiaries receiving help with two or more ADLs, 36% are 
Black or Latino, 39% experience food insecurity, and 36% speak a language other than English at home.

Spend and Utilization
While all dual eligible beneficiaries comprise 15% of Medicaid enrollees, they represent a third of total Medicaid spending.4 
This is due to their higher likelihood of co-occurring, complex social, clinical, and functional needs. Dual eligible beneficiaries 
are particularly affected by chronic conditions, with 53% experiencing three or more chronic conditions. Higher rates of 
chronic conditions are linked to more frequent hospitalizations, increased prescription drug use, and can impact quality of 
life and mental health.5 In particular, dual eligible beneficiaries experience higher rates of chronic lung disease, diabetes, and 
congestive heart failure compared to Medicare-only beneficiaries. Black and Latino dual eligible beneficiaries are more likely 
to experience access and communication barriers and higher chronic condition prevalence. This is an important concern for 
MCOs and states given that this clinical complexity occurs alongside a heightened likelihood of experiencing systemic racism, 
accessibility challenges, and social needs.

Rate of Chronic Conditions Among Dual Eligible Beneficiaries, by Race

In addition, 55% of dual eligible beneficiaries have a mental health condition, which is associated with a higher likelihood of 
inpatient admission or emergency department (ED) visits, and 26% have a serious mental illness (SMI), including diagnoses 
such as schizophrenia that can result in the need for LTSS. Dual eligible beneficiaries who are Black or Latino report mental 
health conditions at lower rates (46% and 50% respectively) compared to white dual eligible beneficiaries (64%), potentially 
reflecting underreporting due to disparities in access to behavioral health services, cultural stigma, and other factors.6  
As anxiety and depression rates have increased among older adults during the COVID-19 pandemic and social isolation has 
become a greater concern, the prevalence of behavioral health needs in older dual eligible beneficiaries is likely to rise.7

Dual eligible beneficiaries also have high rates of healthcare utilization, with 21% having at least one inpatient admission and 
27% having at least one ED visit in 2020. Utilization does not vary significantly by race but does vary by geography: rural dual 
eligible beneficiaries were more likely to visit the ED (35% vs. 25%) but were similarly likely to have an inpatient admission (22% 
vs. 21%) when compared to those living in urban communities. These utilization rates translate to higher costs for dual eligible 
beneficiaries, with Medicare Parts A & B spending, on average, $16,807 per dual eligible beneficiary compared to $7,994 per 
Medicare-only beneficiary.  

Implications and Opportunities for MCOs and States
The intersecting social, clinical, and functional needs of dual eligible beneficiaries – alongside the challenges of navigating 
separate systems of care – underscore the importance of integrated, whole person programs for these individuals. As 
policymakers continue to advance Medicare-Medicaid integration, it will be important to ensure programs are reflective of and 
responsive to the demographic heterogeneity among dual eligible beneficiaries and disparities these beneficiaries are more 
likely to face. There are multiple opportunities to shape dual eligible program design and meaningfully address disparities.

Source: ATI Advisory analysis of 2020 Medicare 
Current Beneficiary Survey. 
Note: Dual eligible beneficiaries refers to full dual 
eligible beneficiaries only. Chronic Lung Disease 
includes COPD and Asthma. 

Rate of Chronic Conditions Among Dual Eligible Beneficiaries, by Race
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• Due to their higher disease burden, dual eligible beneficiaries in particular stand to benefit from integrated high-touch models 
of care that include personalized care coordination to manage chronic conditions. Specifically, behavioral healthcare is 
critically important. Efforts to further integrate behavioral health and primary care services and to implement programs to 
reduce the stigma surrounding behavioral health in Black and Latino dual eligible populations are likely to positively effect 
health equity.

• Food insecurity is an increasingly prominent area of potential focus due to its long-term consequences on health outcomes 
and association with higher utilization of services, its growing relevance within Medicaid RFPs, and the Biden-Harris 
Administration’s attention toward the issue as a priority topic via its National Strategy on Hunger, Nutrition, and Health.8  
The Administration proposes testing coverage of nutrition education and support programs in Medicaid through Section 
1115 waivers and expanding access to nutrition and obesity counseling for Medicaid and Medicare beneficiaries. MCOs  
can capitalize on this focus through innovative nutrition programs that meet the complex needs of dual eligible beneficiaries. 
In particular, non-primary health-related supplemental benefits offered in D-SNPs allow meaningful support to dual eligible 
beneficiaries to reduce food insecurity. MCOs can leverage supplemental benefits to enhance access to foods that are 
affordable, appropriate for specific dietary needs, and cognizant of cultural preferences across racial and ethnic groups  
and geography. 

• Finally, MCOs can leverage their existing relationships with states to make progress toward furthering Medicare-Medicaid 
integration efforts to strengthen access, quality, and resulting outcomes for dual eligible beneficiaries.

Beneficiaries with Long Term Services and Supports Need

Overview
LTSS include a range of services that assist individuals with functional limitations on their ability to carry out daily activities. 
LTSS can be provided through home- and community-based services (HCBS) or through institutional LTSS benefits. 
Historically, LTSS expenditures were primarily on institutional care, but in recent years the share of LTSS spending has shifted 
from institutional settings to home- and community-based settings, an approach often referred to as “LTSS rebalancing.”9 
An estimated 7.7 million individuals utilize Medicaid-covered LTSS, with three fourths receiving LTSS delivered in home- and 
community-based settings. Medicaid carries a significant burden of LTSS spending, paying for over half (54%) of the more than 
$400 billion of total LTSS spending in the U.S. in 2020.10 Of its LTSS expenditures, Medicaid paid $52 billion on institutional 
care and $162 billion on HCBS. 

In addition, HCBS is typically less expensive per person than institutional LTSS options such as nursing facility care.11  
Yet, unlike institutional LTSS, states are not required to cover most HCBS. To provide HCBS services, states can obtain waivers 
from CMS. Although all states currently leverage waivers, the waiver design may not include all potentially eligible populations. 
Additionally, the number of individuals that can be served under the waiver, often referred to as “waiver slots,” is dependent 
upon a state’s budget. There are an estimated 665,000 individuals on Medicaid 1915(c) and 1115 HCBS waiver wait lists,  
of which individuals with intellectual and developmental disabilities (I/DD) make up the majority of wait list slots (70%).12 
However, fully quantifying the extent of LTSS and HCBS need, identifying which populations are more at risk of disparities,  
and collecting meaningful demographic-based experiences with LTSS have proven difficult due to inconsistent state data on 
LTSS and no standardized measurement and reporting framework for all states to follow in place from CMS. 

Beneficiary Demographic Characteristics
Most HCBS users are age 19 to 64 and qualify for Medicaid-covered HCBS due to a disability.13 Individuals with disabilities 
are often in poorer health compared to individuals without disabilities and experience disparities and discrimination in 
the healthcare system based simply on having a disability.14 Individuals with disability or LTSS need also often experience 
additional disparities based on racial and ethnic background and sexual identity, making their already multidimensional needs 

Individuals typically prefer to receive LTSS in home- and community-based settings, 
allowing them to age in place and in the setting of their choice. 
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more complex. For example, research shows that Black, Indigenous, and people of color (BIPOC) older adults receiving LTSS 
often receive lower quality care and experience worse health outcomes than their white older adults receiving LTSS.15 This is a 
critically important disparity to address, especially when considering that BIPOC beneficiaries receiving LTSS are more likely to 
experience Alzheimer’s disease and related dementias as a result of past trauma, discrimination, and structural racism.16

LGBTQ+ individuals receiving LTSS are also at a particularly high risk of discrimination and poor health outcomes. For example, 
81% of LGBTQ+ older adults fear entering LTSS institutions because of potential discrimination, particularly those in rural 
communities who fear higher rates of hostility against the LGBTQ+ community.17 This population’s potential avoidance of LTSS 
can mean forgoing needed care and assistance placing them at risk for conditions to worsen or accidents at home to occur. 

Spend and Utilization
The intersection of disability with demographic characteristics such as race, ethnicity, language spoken, income, and sexual 
identity tends to result in worse health outcomes and higher utilization and spending. For example, among dual eligible 
beneficiaries who receive assistance with two or more ADLs, 13% report trouble getting needed care and 33% did not receive a 
COVID-19 vaccine by Winter 2021, compared to 10% and 29%, respectively, among dual eligible beneficiaries who receive help 
with one or no ADLs. Additionally, Black and Latino dually eligible HCBS users have higher hospitalization rates and hospital 
spending than white dually eligible HCBS users, indicating the existence of significant disparities in access, quality,  
and services that meet the needs of this population.18 Cultural norms, discrimination, and distrust of the healthcare system 
resulting from systemic racism may also contribute to these rates. Black and Latino older adults may delay needed care and are 
more than seven times as likely (25% and 23%) to report they have felt they were treated unfairly or that their health concerns 
were not taken seriously by providers because of their racial or ethnic background compared to white older adults (3%).19

These disparities are more prominent for individuals in nursing facilities. Black individuals receiving LTSS tend to be admitted 
to nursing facilities that have limited financial and staffing resources, poor performance, and high re-hospitalization rates 
compared to nursing facilities white individuals are admitted to.20 These facility characteristics correlate with worse health 
outcomes for Black residents, who are more likely to be re-hospitalized within the first 30 to 90 days of a nursing facility stay 
and, if they have a severe impairment, are more likely to be hospitalized at any time during a nursing facility stay compared to 
white residents.21 This is an increasingly relevant disparity as the proportions of Black and Latino individuals receiving LTSS is 
rising, representing nearly one fifth of the population receiving LTSS in nursing facilities.22 

Implications and Opportunities for MCOs and States
As the American population continues to age, diversify, and experience a rising prevalence of disability,23 these shifting 
demographics make addressing the inequalities present in LTSS an increasingly important priority for states and MCOs. 
Particularly as states anticipate a growing need for LTSS,24 MCOs have several opportunities to assist its state partners with 
improving experiences for individuals with disability and using LTSS. 

• MCOs can work with states to develop common data collection frameworks on LTSS and demographics to better understand 
intersectional needs of this population. This can include efforts that are broad-based or targeted toward specific populations 
or conditions with significant implications for LTSS. Examples include racial disparities in risk factors for dementia and the 
related likelihood of escalation to nursing facilities, or disparities by race among individuals with I/DD receiving LTSS. 

• MCOs can assist states in preparing the direct support professional workforce to meet increasing need and enhance 
coordination between LTSS and other services. Professional caregiver training programs should build workforce quality and 
focus on culturally responsive care for specific populations. Support programs, services, and trainings for family caregivers 
have the potential to impact beneficiary and caregiver outcomes as well.25, 26 

Individuals with Intellectual and Developmental Disabilities
Overview
Individuals with Intellectual and Developmental Disabilities (I/DD) are at unique risk of experiencing inequities in their healthcare 
and often face discrimination in their experiences with the healthcare system as a result of their disability. Given that this is a 
population with high healthcare costs associated with long-term care needs, and that the prevalence of I/DD is increasing,27 
meeting the care needs of individuals with I/DD to ensure quality care and positive outcomes should be a priority for MCOs 
serving this population.
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There are varying operational definitions of I/DD, with estimates ranging between 7.4 million28 and 16 million29 individuals with 
I/DD, nationwide. Further, data on the demographics of enrollees with I/DD are limited, making it difficult to quantify need and 
outcomes. This can make improving health outcomes and addressing equity concerns difficult in this population.30 

Beneficiary Demographic Characteristics 
Significant disparities in access, quality, and outcomes related to racial and ethnic background exist among individuals with 
I/DD, raising concerns about culturally responsive care.31 Twenty-six percent of individuals with I/DD receiving LTSS across 
institutional and community-based settings are Black or Latino.32 Compared to white individuals with I/DD, Black and Latino 
individuals with I/DD are more likely to not trust their doctors and to forgo care due to accessibility issues such as not knowing 
where to get care.33 Inequalities in access to LTSS are present as well; in North Carolina, for example, Black and Latino 
individuals with I/DD were 37% and 15% less likely than white individuals with I/DD to receive a waiver service, respectively.34 

Percent of Dually Eligible Beneficiaries With I/DD, by Race

Additionally, while all individuals using LTSS have unique care planning needs and personal preferences, those with I/DD have 
particularly nuanced needs. For example, 72% of individuals35 with I/DD live at home with their families compared to 66% of 
older adults with disabilities36 who receive LTSS, placing a heightened importance on the role of family caregivers. Though 
recent strides have been made within the I/DD community toward self-advocacy in decision-making and independent living, 
some individuals with I/DD may have difficulty with the skills required for independent living and daily adult-life challenges 
without support, such as communication, social, and self-guidance skills.37 Family caregivers of individuals with I/DD may be 
aging parents themselves in need of decision-making assistance, or might be sandwiched between caring for their child with 
I/DD and their own aging parents, further complicating care planning roles. Family caregivers to those with I/DD are often 
“career” unpaid caregivers and may be better versed in navigating community resources than direct support professionals and 
unpaid family caregivers in other populations (such as older adults). 

Spend and Utilization
The responsibility of Medicaid to meet the care needs of individuals with I/DD is high, as this population accounts for 
considerable spending in Medicaid. While individuals with I/DD represent less than half (43%) of Section 1915(c) waivers 
(740,000 enrollees), they comprise over two-thirds (67%) of Section 1915(c) expenditures with an average cost of $47,392 
per enrollee.38 Additionally, given that individuals with I/DD represent more than two-thirds of HCBS waiver wait list slots, the 
proportion that Medicaid spends on the I/DD population is likely to grow as more waiver slots are granted over time.39  
This disproportionately high spending is partly caused by co-occurring conditions that often interact with the LTSS needs of 
I/DD, creating more complexity in care. For example, 35% of all individuals with I/DD also have a co-occurring mental health 
diagnosis/condition.40 Mental health conditions such as schizophrenia and mood disorders rank among the most frequent 
conditions for inpatient admissions in Medicaid beneficiaries with I/DD.41 This is of particular importance as it relates to 
intersectional disparities, as Black individuals are almost five times as likely to be diagnosed with schizophrenia.42 Among dual 
eligible beneficiaries with I/DD, 65% have a co-occurring mental health condition, and 51% have a SMI. However, incidence 
of seeking behavioral healthcare among individuals with I/DD is low due to a range of factors such as stigma, treatment 
accessibility and limited availability of specially trained providers, and affordability concerns. For example, just one in ten 
children and adolescents with I/DD and a co-occurring mental health condition receive specialized mental health services.43 
When left unaddressed from a young age, these conditions can create additional trauma and behavioral care needs over time.

Source: ATI Advisory analysis of 2020 Medicare 
Current Beneficiary Survey. 
Note: Dual eligible beneficiaries refers to full dual 
eligible beneficiaries only

Percent of Dually Eligible Beneficiaries With I/DD, by Race
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In addition to the high cost of long-term care itself, utilization of health services is a key contributor to high spending in this 
population. Medicaid beneficiaries with I/DD experience inpatient admissions at a rate three times higher than the general 
population, and experience ED visit utilization at a rate two times higher than the general population.44 Among Medicaid 
beneficiaries with I/DD, 12% had at least one inpatient admission during the year and 34% had at least one ED visit during 
the year.45 This trend holds true among the dual eligible population with I/DD, with 14% experiencing at least one inpatient 
admission during the year, and 21% with at least one ED visit during the year. Likely contributing to these utilization rates is 
that individuals with I/DD typically have poor experiences with the healthcare system. Additional disparities in utilization by 
race are likely, but data limitations make quantifying and highlighting these disparities challenging. MCOs can work to collect 
demographic data in the I/DD populations they serve at the plan level, or partner with states to develop strategies to streamline 
enhanced data collection to better identify and serve the needs of this population.

Experience with Healthcare Among Dual Eligible Beneficiaries, by I/DD Status

Implications and Opportunities for MCOs and States
Health equity in the I/DD community is complex. It involves not only potential discrimination around an individual’s  
disability, but also compounded inequities and discrimination on the basis of other characteristics, such as race or language. 
These disparities result in a population that continues to experience negative health outcomes and rising costs. Addressing 
equity concerns in the I/DD population is particularly critical for MCOs given the rising proportion of LTSS provided by 
managed care and the associated high costs of caring for individuals with I/DD through LTSS.46 However, opportunities exist to 
improve the care experiences and health outcomes for this population. 

• MCOs can develop programs that work to shift hospital and ED utilization to lower-acuity settings, particularly for conditions 
associated with high inpatient admissions that can be treatable in ambulatory settings for individuals with I/DD, such as 
behavioral health, urinary tract infections, and pneumonia.47 

• MCOs can leverage their capabilities and partnerships with states to provide an improved and more equitable care 
experience for Medicaid beneficiaries with I/DD through provider trainings and engagement strategies that take into account 
the unique characteristics of this population. Doing so can enhance healthcare experiences, reduce unnecessary utilization, 
and ultimately improve health outcomes. 

• Lastly, given current data limitations, efforts should be made to enhance the availability of relevant demographic data to 
better understand and respond to potential disparities and intersectional needs within the I/DD community, both at plan 
levels and in the greater population. 

Source: Source: ATI Advisory analysis of 2020 
Medicare Current Beneficiary Survey. 
Note: Dual eligible beneficiaries refers to full dual 
eligible beneficiaries only. 

Experience with Healthcare Among Dual Eligible Beneficiaries, by I/DD Status
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Conclusion

The Medicaid population is increasingly diverse and has high rates of complex clinical, functional, and social needs. 
Successfully addressing health disparities among those served by Medicaid requires a nuanced understanding of the unique 
features and likely improvement opportunities for specific sub-populations, particularly with an eye toward the intersectional 
impact of race and ethnicity, sexual identity, disability status, socioeconomic status, geography, language, and dual eligibility 
status on individual experiences and outcomes.

Data will be key for both capturing health disparities and implementing targeted interventions to reduce them; MCOs are well 
positioned to enhance plan-level data collection processes as well as to partner with states on data collection frameworks for 
better understanding intersectional needs and identifying opportunities to reduce inequity. Such data can inform activities at 
the plan and state level – spanning service delivery design, care management approaches, innovations in addressing social 
needs, provider training, and beyond.

Finally, given the importance of personalized and high-touch care approaches for populations disproportionately likely to 
experience healthcare disparities, ongoing and bolstered efforts to engage beneficiaries and caregivers to share their lived 
experiences – what is working well and what could be working better – is an important step in reducing mistrust and poor 
experiences with the health care system and ensuring the well-intentioned investments and innovations are truly responsive to 
the whole person and their holistic needs.

Sources
1 CDC. (2020). Adults with Disabilities: Ethnicity and Race. https://www.cdc.gov/ncbddd/disabilityandhealth/materials/

infographic-disabilities-ethnicity-race.html 
2 Data in this report are sourced from ATI Analysis of 2019 and 2020 Medicare Current Beneficiary Survey and 2020  

American Community Survey (ACS), unless otherwise specified. It is important to note that data gaps do exist in these 
populations, particularly for Individuals with I/DD, making it challenging to fully quantify the needs and experiences of  
specific sub-populations.

3 Administration for Community Living. (n.d.). Glossary. https://acl.gov/ltc/glossary
4 CMS. (2020). People Dually Eligible for Medicare and Medicaid. https://www.cms.gov/Medicare-Medicaid-Coordination/

Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/MMCO_Factsheet.pdf 
5 Dantas, et al. (2016). The impact of multiple chronic diseases on hospitalizations for ambulatory care sensitive conditions. 

BMC Health Services Research, 16(348).
6 The Commonwealth Fund. (2022). Mental Health Experiences of Older Black and Latinx Adults in the U.S. Health System. 

https://www.commonwealthfund.org/blog/2022/mental-health-experiences-older-black-and-latinx-adults-us-health-system 
7 Webb, L. and Chen, C. (2021). The COVID‐19 pandemic's impact on older adults' mental health: Contributing factors, coping 

strategies, and opportunities for improvement. International Journal of Geriatric Psychiatry, 37(1).
8 The White House. (2022). Biden-Harris Administration National Strategy on Hunger, Nutrition, and Health. https://www.

whitehouse.gov/wp-content/uploads/2022/09/White-House-National-Strategy-on-Hunger-Nutrition-and-Health-FINAL.pdf
9 Centers for Medicare and Medicaid Services. (2020) Long-Term Services and Supports Rebalancing Toolkit. https://www.

medicaid.gov/medicaid/long-term-services-supports/downloads/ltss-rebalancing-toolkit.pdf 
10 Kaiser Family Foundation. (2022). 10 Things About Long-Term Services and Supports (LTSS).  

https://www.kff.org/medicaid/issue-brief/10-things-about-long-term-services-and-supports-ltss/
11 Kaiser Family Foundation. (2022). 
12 Kaiser Family Foundation. (2020). Medicaid HCBS Waiver Waiting List Enrollment, by Target Population.  

https://www.kff.org/health-reform/state-indicator/waiting-lists-for-hcbs-waivers/ 

https://www.cdc.gov/ncbddd/disabilityandhealth/materials/infographic-disabilities-ethnicity-race.html
https://www.cdc.gov/ncbddd/disabilityandhealth/materials/infographic-disabilities-ethnicity-race.html
https://acl.gov/ltc/glossary
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/MMCO_Factsheet.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/MMCO_Factsheet.pdf
https://www.commonwealthfund.org/blog/2022/mental-health-experiences-older-black-and-latinx-adults-us-health-system
https://www.whitehouse.gov/wp-content/uploads/2022/09/White-House-National-Strategy-on-Hunger-Nutrition-and-Health-FINAL.pdf
https://www.whitehouse.gov/wp-content/uploads/2022/09/White-House-National-Strategy-on-Hunger-Nutrition-and-Health-FINAL.pdf
https://www.medicaid.gov/medicaid/long-term-services-supports/downloads/ltss-rebalancing-toolkit.pdf
https://www.medicaid.gov/medicaid/long-term-services-supports/downloads/ltss-rebalancing-toolkit.pdf
https://www.kff.org/medicaid/issue-brief/10-things-about-long-term-services-and-supports-ltss/
https://www.kff.org/health-reform/state-indicator/waiting-lists-for-hcbs-waivers/


UnitedHealthcare® Community & State
Value of Dual Special Needs Plans

10

13 Medicaid and CHIP Payment and Access Commission. (2018). Medicaid Home- and Community-Based Services: 
Characteristics and Spending of High-Cost Users. https://www.macpac.gov/wp-content/uploads/2018/06/Medicaid-HCBS-
Characteristics-and-Spending.pdf 

14 National Council on Disability. (2009). The Current State of Health Care for People with Disabilities.  
https://ncd.gov/publications/2009/Sept302009#Health%20and%20Health%20Disparities%20Research 

15 Chanee Fabius. (2019). Racial Disparities in Community- and Institution-Based Long-Term Services and Supports. Innovation 
in Aging, 3(1), 779-780. 

16 National Association of Chronic Disease Directors. (2022). Disparities in Alzheimer’s Diseases and Related Dementias. 
https://chronicdisease.org/disparities-in-alzheimers-disease-and-related-dementias-adrd/ 

17 University of Minnesota. (2022). Study to examine LGBTQ+ policies and training in long-term care communities.  
https://www.sph.umn.edu/news/study-to-examine-lgbtq-policies-and-training-in-long-term-care-communities/

18 Gorges, et al. (2019). A National Examination of Long-Term Care Setting, Outcomes and Disparities among Elderly Dual-
Eligibles. Health Affairs, 38(7), 1110-1118.

19 The Commonwealth Fund. (2021). How Discrimination in Health Care Affects Older Americans, and What Health Systems 
and Providers Can Do. https://www.commonwealthfund.org/publications/issue-briefs/2022/apr/how-discrimination-in-health-
care-affects-older-americans 

20 Carlson, E. and Selassie, G. (2022). Racial Disparities in Nursing Facilities – and How to Address Them.  
https://justiceinaging.org/wp-content/uploads/2022/09/Racial-Disparities-in-Nursing-Facilities.pdf 

21 Carlson, E. and Selassie, G. (2022).
22 ASPE. An Overview of Long-Term Services and Supports and Medicaid: Final Report. https://aspe.hhs.gov/reports/overview-

long-term-services-supports-medicaid-final-report-0 
23 Center for American Progress. (2022). COVID-19 Likely Resulted in 1.2 Million More Disabled People by the End of 2021. 

https://www.americanprogress.org/article/covid-19-likely-resulted-in-1-2-million-more-disabled-people-by-the-end-of-2021-
workplaces-and-policy-will-need-to-adapt/ 

24 MACPAC. (2020). State Management of Home- and Community-Based Services Waiver Waiting Lists. https://www.macpac.
gov/wp-content/uploads/2020/08/State-Management-of-Home-and-Community-Based-Services-Waiver-Waiting-Lists.pdf

25 MACPAC. (2022). State Efforts to Address Medicaid Home- and Community-Based Services Workforce Shortages.  
https://www.macpac.gov/wp-content/uploads/2022/03/MACPAC-brief-on-HCBS-workforce.pdf 

26 CMS. (2015). LTSS Research: Improving Care for Adults with Disabilities in Indian Country. https://www.cms.gov/Outreach-
and-Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/pdf/LTSS-Highlights-from-the-field-Disabilities-best-
practices.pdf 

27 Zablotsky et al. (2019). Prevalence and Trends of Developmental Disabilities among Children in the US: 2009–2017. 
Pediatrics, 144(4).

28 Health Management Associates. (2020). Medicaid Services for People with Intellectual or Developmental Disabilities – 
Evolution of Addressing Service Needs and Preferences. https://www.macpac.gov/wp-content/uploads/2021/01/Medicaid-
Services-for-People-with-Intellectual-or-Developmental-Disabilities-%E2%80%93-Evolution-of-Addressing-Service-Needs-and-
Preferences.pdf

29 Mai Pham. (2022). Behind the Numbers of People with IDD. https://issuu.com/courtney.fray/docs/helen_-_june_2022_final_
single_pages/22 

30 Administration for Community Living (ACL). (2022). I/DD Counts. https://acl.gov/iddcounts 
31 Tawara Goode. (2019). A Resource Guide to Respond to Disparities in Intellectual and Developmental Disabilities.  

https://nccc.georgetown.edu/documents/NCCC_DD_Guide1_Collaboration.pdf 
32 Health Management Associates. (2020).

https://www.macpac.gov/wp-content/uploads/2018/06/Medicaid-HCBS-Characteristics-and-Spending.pdf
https://www.macpac.gov/wp-content/uploads/2018/06/Medicaid-HCBS-Characteristics-and-Spending.pdf
https://ncd.gov/publications/2009/Sept302009#Health%20and%20Health%20Disparities%20Research
https://chronicdisease.org/disparities-in-alzheimers-disease-and-related-dementias-adrd/
https://www.sph.umn.edu/news/study-to-examine-lgbtq-policies-and-training-in-long-term-care-communit
https://www.commonwealthfund.org/publications/issue-briefs/2022/apr/how-discrimination-in-health-care-affects-older-americans
https://www.commonwealthfund.org/publications/issue-briefs/2022/apr/how-discrimination-in-health-care-affects-older-americans
https://justiceinaging.org/wp-content/uploads/2022/09/Racial-Disparities-in-Nursing-Facilities.pdf
https://aspe.hhs.gov/reports/overview-long-term-services-supports-medicaid-final-report-0
https://aspe.hhs.gov/reports/overview-long-term-services-supports-medicaid-final-report-0
https://www.americanprogress.org/article/covid-19-likely-resulted-in-1-2-million-more-disabled-peopl
https://www.americanprogress.org/article/covid-19-likely-resulted-in-1-2-million-more-disabled-peopl
https://www.macpac.gov/wp-content/uploads/2020/08/State-Management-of-Home-and-Community-Based-Services-Waiver-Waiting-Lists.pdf
https://www.macpac.gov/wp-content/uploads/2020/08/State-Management-of-Home-and-Community-Based-Services-Waiver-Waiting-Lists.pdf
https://www.macpac.gov/wp-content/uploads/2022/03/MACPAC-brief-on-HCBS-workforce.pdf
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/pdf/LTSS-Highlights-from-the-field-Disabilities-best-practices.pdf
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/pdf/LTSS-Highlights-from-the-field-Disabilities-best-practices.pdf
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/pdf/LTSS-Highlights-from-the-field-Disabilities-best-practices.pdf
https://www.macpac.gov/wp-content/uploads/2021/01/Medicaid-Services-for-People-with-Intellectual-or-Developmental-Disabilities-%E2%80%93-Evolution-of-Addressing-Service-Needs-and-Preferences.pdf
https://www.macpac.gov/wp-content/uploads/2021/01/Medicaid-Services-for-People-with-Intellectual-or-Developmental-Disabilities-%E2%80%93-Evolution-of-Addressing-Service-Needs-and-Preferences.pdf
https://www.macpac.gov/wp-content/uploads/2021/01/Medicaid-Services-for-People-with-Intellectual-or-Developmental-Disabilities-%E2%80%93-Evolution-of-Addressing-Service-Needs-and-Preferences.pdf
https://issuu.com/courtney.fray/docs/helen_-_june_2022_final_single_pages/22
https://issuu.com/courtney.fray/docs/helen_-_june_2022_final_single_pages/22
https://acl.gov/iddcounts
https://nccc.georgetown.edu/documents/NCCC_DD_Guide1_Collaboration.pdf


UnitedHealthcare® Community & State
Value of Dual Special Needs Plans

33 Li et al. (2021). Racial and Ethnic Disparities in Perceived Barriers to Health Care Among U.S. Adults With Intellectual and 
Developmental Disabilities. Intellectual and Developmental Disabilities, 59(1), 84-94.

34 Franklin, et al. (2022). Inequities in receipt of the North Carolina Medicaid Waiver Among Individuals with Intellectual Disability 
or Autism Spectrum Disorder. Journal of Developmental & Behavioral Pediatrics, 43(7), 393-401.

35 Health Management Associates. (2020).
36 Family Caregiver Alliance. (2005). Selected Long-Term Care Statistics. https://www.caregiver.org/resource/selected-long-

term-care-statistics/ 
37 Dimitriadou Ioanna. (2020). Independent living of individuals with intellectual disability. International Journal of Developmental 

Disabilities, 66(2), 153-159.
38 Kaiser Family Foundation. (2022).
39 Kaiser Family Foundation. (2020). 
40 The National Association of the Dually Diagnosed. (n.d.) IDD/MI Diagnosis. https://thenadd.org/idd-mi-diagnosis/ 
41 Lauer et al. (2021). Health Service Utilization Patterns Among Medicaid-Insured Adults with Intellectual and Developmental 

Disabilities. Journal of Ambulatory Care Management, 44(2), 138-147.
42 Schwartz, R., and Blankenship, D. (2014). Racial disparities in psychotic disorder diagnosis: A review of empirical literature. 

World Journal of Psychiatry, 4(4), 133-140.
43 Kerim Munir. (2016). The co-occurrence of mental disorders in children and adolescents with intellectual disability/ 

intellectual developmental disorder. Current Opinion in Psychiatry, 29(2), 95-102.
44 Lauer et al. (2021).
45 Lauer et al. (2021).
46 CMS. (n.d.) Managed Long Term Services and Supports. https://www.medicaid.gov/medicaid/managed-care/managed-

long-term-services-and-supports/index.html
47 Lauer et al. (2021).

11

https://www.caregiver.org/resource/selected-long-term-care-statistics/
https://www.caregiver.org/resource/selected-long-term-care-statistics/
https://thenadd.org/idd-mi-diagnosis/
https://www.medicaid.gov/medicaid/managed-care/managed-long-term-services-and-supports/index.html
https://www.medicaid.gov/medicaid/managed-care/managed-long-term-services-and-supports/index.html


Sign up for the newsletterVisit UHCCS.com Follow @UHCCS Connect with us

© 2023 United HealthCare Services, Inc. All rights reserved. 
CSG10078904 3/23


