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Abstract

Objectives: To examine the impact of COVID-19 on clinical health outcomes and health related 

social needs among Medicaid-Medicare dual eligible beneficiaries

Design: Scoping Review

Setting and Participants: Dual eligibles during COVID-19

Methods: We performed a comprehensive scoping review including observational studies, 

clinical trials, and original empirical research studies of PubMed, and CINAHL. We generated 

a list of terms related to programs that both serve dual eligibles and address our desired outcomes. 

With the assistance of a medical librarian, we identified relevant abstracts published during 

COVID-19 meeting our inclusion criteria. We performed full-text reviews of relevant abstracts 

and selected the final studies. We extracted the study population, design, and major findings, then 

conducted thematic analysis.

Results: 1100 articles were identified with 439 deemed relevant. On full text-review, 15 articles 

met inclusion criteria representing over 86 million Medicare beneficiaries. No studies were 

specific only to dual eligibles. Topic areas included in this review include COVID-19 case counts 

(two articles), mortality (eight articles), hospitalizations (seven articles), food insecurity (one 

article), self-reported mental health (one article), and social connectedness (two articles). Dual 

eligibles had disparate COVID-19 related outcomes from Medicare-only enrollees in 12 of 15 
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studies. Studies show higher mortality for dual eligibles overall, but this was not true for dual 

eligibles in nursing homes and assisted living communities. Dual eligibles were more likely to 

experience food insecurity. More favorably, dual eligibles reported greater social connectedness.

Conclusions and Implications: Dual eligibles had different outcomes from Medicare-only 

recipients in multiple health outcomes and health-related social needs during COVID-19, but 

studies are limited, particularly in terms of health-related social needs. Future work focusing on 

outcomes only among dual eligible beneficiaries, integrated care programs and fiscal alignment 

between Medicare and Medicaid plans may help stakeholders address health needs specific to dual 

eligibles.

Brief Summary:

There is limited research on dual eligibles during COVID-19- but they have different health 

utilization and health related social needs outcomes than Medicare only beneficiaries during the 

pandemic

Keywords

Dual-eligible; Medicaid; Medicare; COVID-19; Healthcare Utilization; Disparities; Quality of 
Life

INTRODUCTION

Underserved and vulnerable populations, including the poor, older adults, and people 

with disabilities, have faced disproportionate physical and mental health impacts during 

COVID-19 in terms of COVID-19 clinical outcomes, social connectedness, and access 

to material resources. COVID-19 incidence and mortality are associated with income 

inequality and as the pandemic has progressed, COVID-19 mortality has increased among 

lower-income adults.1–4 Adults over the 65 and older have been hospitalized at a rate almost 

five times that of adults ages 18 to 49 and make up 75% of all deaths in the US.5,6 The 

pandemic itself as well as pandemic mitigation measures have limited access to needed 

medical and social services, increased social isolation, caused major disruptions in daily 

life and increased social unmet needs.7,8 People with disabilities have also faced heightened 

challenges. Many people with disabilities are at higher risk of death from COVID-19 and, 

like older adults, are reliant on access to medical care and rehabilitative services.9 Specific 

pandemic containment measures may also create more widespread challenges for people 

with disabilities; for instance, people with hearing loss may not be able to lip read with 

masks or hear as well with social distancing. 9

These three groups – older adults, the poor, and people with disabilities – comprise 

Medicare-Medicaid dual eligibles. Specifically, dual eligibles are people who receive 

Medicare (based on age or disability) and who are also low-income and thus eligible for 

Medicaid. In 2019, there were 12.2 million dual eligibles, with over three-fifths being 

over the age of 64.10 While the pathways to dual eligibility vary by state, dual eligibles 

represent some of the most vulnerable and medically complex Medicare and Medicaid 

members. Dual eligibles make up only 19% of Medicare recipients but account for 34% of 
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Medicare spending.11 Half of these dual eligibles have difficulty with at least one activity 

of daily living. 10 Dual eligibles face greater medical challenges than their Medicare-only 

counterparts: 41% have at least one mental health diagnosis, 60% have multiple chronic 

conditions and 18% rate their health as poor compared to 6% of Medicare beneficiaries.12 

Many dual eligibles receive home and community-based services such as personal attendants 

that enable them to live independently.13 During COVID, there are reports that dual eligibles 

did not receive these services due to concerns about COVID-19 spread. Compared to 

Medicare-only recipients, dual eligibles are poorer and have lower levels of both education 

and social support.11.14 Even prior to the pandemic, these dual eligibles were also far more 

likely to experience health related social needs; between two-thirds to 80% of dual eligible 

reported at least one health related social need (financial strain, food insecurity, loneliness 

or social isolation, housing insecurity or poor housing quality, utility insecurity, unreliable 

transportation) compared to less than 50% of their Medicare only counterparts,15,16 with 

pandemic only worsening existing disparities.17

While the impact of COVID-19 on both Medicare beneficiaries and low-income groups 

has been well demonstrated, limited attention has been paid to the consequences of the 

pandemic on Medicare-Medicaid dual eligibles. Understanding the impact of the pandemic 

on this unique population of recipients is critical for the Centers for Medicare & Medicaid 

Services (CMS) at the national level, Medicaid agencies at the state level, as well as the 

Medicaid managed care organizations, community-based organizations, and clinicians that 

serve dual eligibles to improve their care during the ongoing COVID-19 pandemic and 

future public health emergencies. This comprehensive scoping review aimed to summarize 

the existing research on the impact of COVID-19 on health outcomes and health related 

social needs. While we initially sought to understand the role of integrated care plans 

serving dual eligibles such as Plans of All Inclusive Care, Medicare-Medicaid plans, and 

Dual Eligible Special Needs Plans that are focused on addressing the complex medical 

and social needs of this group, given the lack of literature on the topic, we broadened our 

search to look holistically at a broader range of studies examining the impact of COVID-19 

on dual eligibles, specifically focusing on healthcare outcome related to COVID-19 (case 

counts, hospitalizations, and mortality,) and health-related social needs. Finally, we discuss 

possibilities for future work to improve care of this unique high-cost high need population.

METHODS

Study design

We conducted a scoping review by searching PubMed, and CINAHL for studies pertaining 

to the COVID-19 pandemic-related health and quality of life outcomes in the dual eligible 

population. While we initially focused on dual eligible integrated programs, given the very 

limited literature on these programs, we expanded our search to include any studies that 

reported outcomes specific to dual eligibles. We followed the Preferred Reporting Items 

for Systematic Review and Meta-Analyses Extension for Scoping Reviews (PRISMA-ScR) 

guidelines in this manuscript;18 a registered protocol was not followed.
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Search strategy

During our literature review, we adhered to the Joanna Briggs Institute Reviewers’ manual: 

Methodology for JBI Scoping Review. 18 A medical librarian assisted the research team 

with the search. The search was conducted from September 13, 2021- May 22,2023. Given 

our focus on a group that only exists within the US healthcare system, we included English 

language articles published in the US. The detailed search strategy is provided in the 

Appendix. To fully capture the impact of COVID-19 on dual eligibles, we included several 

concepts: (a) Dual-eligible enrollment for Medicare and Medicaid (b) Integrated Medicare-

Medicaid Programs (Programs of All-Inclusive Care, Fully Integrated Dual-Eligible Special 

Needs Plans, and Medicare-Medicaid Plans), and (c) clinical outcomes (case numbers, 

hospitalizations, or mortality) and health related social needs during the COVID-19 

pandemic. Health related social needs included self-reports of housing instability, food 

insecurity, transportation problems, utility help, family and community support, financial 

strain, employment, education, physical activity, substance use, and mental health. We chose 

these specific health related social needs by examining those that were asked about in 

the CMS Accountable Health Community Health Related Social Need Screener. While 

disability was included in the screener as well, we excluded it due to disability also 

being a reason for dual eligibility. We excluded studies that focused solely on utilization 

of outpatient health services, many of which examined the use of telehealth, given our 

interest in patient’s immediate clinical outcomes rather than routine ambulatory care..We 

included clinical outcomes related to COVID-19 (e.g. COVID-19 related hospitalizations) 

as well as clinical outcomes unrelated to the virus, but immediately relevant to dual 

eligible health during a pandemic (e.g., all-cause excess deaths during the pandemic, opioid 

overdose deaths in the pandemic period). Although we could have excluded these, ample 

data suggests the impact on health of the pandemic period was far-reaching due to the 

downstream impact of the virus on access and quality of inpatient care.19,20

An initial limited search of PubMed was undertaken to identify relevant articles on the 

topic. The text words contained in the titles and abstracts of relevant articles, and the index 

terms used to describe the articles were used to develop a full search strategy for PubMed 

and Cumulative Index for Nursing and Allied Health (CINAHL). These two databases were 

chosen to ensure a breadth of articles from multiple disciplines; PubMed covers a broad 

range of biomedical topics relevant to public health and CINAHL includes references for 

nursing and allied health journals that may not be indexed in other databases. The search 

strategy, including all identified keywords, MeSH terms and index terms, were adapted 

for each included database and/or information source. We included studies specifically 

examining COVID-19 health and health related social needs in populations dual-eligible 

for Medicare and Medicaid programs that were English language studies; US based; and 

had one of the following study designs: observational data (prospective, retrospective), or 

clinical trials.

Study selection and abstraction

Following the execution of the search strategy, we collected and uploaded all identified 

studies in the COVIDENCE systematic review management software and duplicates 

were automatically removed. After an initial joint review of several articles to ensure 

Marks et al. Page 4

J Am Med Dir Assoc. Author manuscript; available in PMC 2024 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



concordance, at least authors independently reviewed the titles and the abstracts to assess 

which publications met the inclusion criteria. Any disagreement between the two reviewers 

was resolved by another. If an article was reviewed and determined to meet inclusion 

criteria, the full article was then read by either the senior author (EG) or two additional 

authors to further examine adherence to the criteria. At least two authors (SM, ND) then 

assessed all included articles to create evidentiary tables summarizing the findings.

RESULTS

Abstraction process

After identifying 1100 abstracts, 439 were found to be relevant. When full‐text articles 

were retrieved for the 439 abstracts, 424 of them did not meet inclusion criteria. Of the 

424 abstracts that were deemed not relevant from the full‐text review, reasons for exclusion 

included: 393abstracts compared Medicare and Medicaid populations separately or did not 

include dual-eligible enrollees and 193 abstracts did not include data on COVID-19 related 

outcomes of interest. Ultimately, fifteen articles were deemed relevant (Tables 2 and 3). All 

included articles were published in or after 2020.

Study designs and study data sources

Of the fifteen studies, ten studies were retrospective cohort studies of Medicare beneficiaries 

using Medicare claims data,21–30 with two focusing on Medicare beneficiaries in assisted 

living communities (ALCs)29,30 and another that focused on a group of beneficiaries 

enrolled in an Accountable Care Organization at an academic medical center. 28 These 

studies used Medicare A and B claims, 21–23,25 the Master Beneficiary Summary file 

(MBSF),21,23,24,27,29,30 the Minimum Data Set (MDS),21,24,25,29 the CMS enrollment 

database,21,22,25,29 Medicare claims available through the Chronic Condition Warehouse,26 

the publicly available New York Times COVID-19 cases/deaths tracking system,29,30 

and official state databases.29 Keeney et al. used claims available from accountable care 

organization membership.28 Four studies were secondary, cross-sectional analyses of survey 

data,31–34 using the Household Pulse Survey administered by the US Census Bureau,32,33 

as well as the Summer 2020 Medicare Current Beneficiary Survey COVID-19 Supplement. 
31,34 Lastly, one study was a case control study that used the MBSF, the MDS, the Medicare 

Carrier File, and the hospital standard analytic file.35

Study characteristics

Study outcomes—Study outcomes included COVID-19 related clinical outcomes (case 

counts, complications, deaths and hospitalizations), and health-related social needs during 

COVID-19 and included findings specific to dual eligibles. The claims-based data 

studies focused on health outcomes, including all-cause, 26 COVID-related,21,25,28, non-

COVID23 and opioid overdose related mortality;27 excess deaths;22 COVID-1921,35 and 

non-COVID-1923,25 related hospitalizations; COVID-19 case counts 29,30 and medically-

treated overdoses.24 The four survey-based studies were focused on health related social 

needs including food-security,32 anxiety and depression,33 feelings of loneliness and 

sadness,34 and social connection.31,34
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Study sample characteristics—The fifteen included studies included over 86 million 

Medicare beneficiaries from the United States. No studies were specific to dual eligible 

beneficiaries, although Guo et al. did focus on dual eligibility as a major independent 

variable.30 All studies included dual eligible beneficiaries, with the proportion of dual 

eligibles where reported ranging from 6.3%35 to 72.5%.25 Temkin-Greener et al. primarily 

examined ALCs and presented the demographics of the residents within those communities, 

of whom 32.9% were dual eligibles.29 Guo et al. and Tarazi et al. did not include 

demographics table with information on the proportion of dual eligibles included in their 

studies, but did report outcomes for dual elgibles.22,30 The age of participants varied across 

studies with most reporting age groups rather than mean or median age, with a plurality 

of participants less than 65,23,24,24,32 between 65–69,21 65–74,26,31,34,3519 and aged 85 

and older.22,25 Three studies reported a mean value for age: 76.0 (SD: 11.1),29 49.3 (SD 

12.5),32 and 78.9 (SD 7.7).28 Eleven studies included information on comorbid conditions, 

race/ethnicity, and an indicator for geographic residence location. 21–29,32,34 Friedman et al 

2022, and Keeney et al., did not include information on comorbid conditions or an indicator 

for geographic residence location, Guo et al., did not include information on race/ethnicity, 

and Mehta et al., did not include an information for geographic residence location.

Results of primary outcomes by study

While the study objectives and primary outcomes varied across all fifteen studies, nine 

studies21–23,25,26,30,32,33,35 demonstrated that dual eligibles generally had poorer clinical and 

health related social need outcomes during COVID-19 as compared with non-dual eligible 

beneficiaries, while six24,27–29,31,34 found that dual eligibles either had the same or better 

outcomes as non-dual eligibles.

Results that show that dual eligible status is associated with worse health 
outcomes—Case counts- One study found that ALCs with higher proportions of dual 

eligible minority residents were more likely to have a least one COVID-19 case (Odds 

Ratio (OR): 1.39 (95% CI: 1.03–1.88)), but there was no association with the number of 

COVID-19 cases ((OR: 1.20 (95% CI: 0.91–1.61).30

Hospitalizations- Among the entire population of dual eligibles, one study found dual 

eligibles had two times the odds of being hospitalized with COVID-19 ((OR) 2.23 (2.08–

2.39));21 a similar pattern was found for Medicare beneficiaries in nursing homes, with 

dual eligibility being associated with COVID-19 hospitalizations (HR: 1.19 (95% CI: 1.01–

1.39)).25 In a case-control study examining the efficacy of COVID-19 booster, Mehta et 

al., found that in both unadjusted rates and their adjusted model, dual eligibles were more 

likely to have a COVID-19 related hospitalization.35 The unadjusted hospitalization rate per 

1,000,000 person-days among dual eligibles was 41.01 (95% CI: 38.59–43.59), while the 

unadjusted rate among non-dual eligibles was 24.88 (95% CI: 24.38–25.39).

Mortality- Anderson et al., identified that both partial and full dual eligibles had worsening 

all-cause mortality both prior to and during the pandemic.26 They found that from 2019–

2020 during the pandemic, all-cause mortality had increased by 30.3% among full and 

partial dual eligibles versus an 11.8% increase in non-dual eligibles (2019 vs. 2016; full dual 
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eligible- Odds Ratio (OR): 1.004 (95% CI: 1.002, 1.006), partial dual eligible- OR: 1.022 

(1.018, 1.026)) and during the pandemic (2020 vs. 2019; full dual eligible- OR: 1.303 (95% 

confidence interval (CI): 1.297, 1.309), partial dual eligible- OR: 1.191 (1.178, 1.205)).. 

This was also seen in a study examining excess death- Tarazi et al. found dual eligible 

beneficiaries had a disproportionate share of excess deaths in 2020;22 dual eligibles had a 

52.6% share of the excess deaths while making up only 16.6% of Medicare fee-for-service 

(FFS) beneficiaries.

In terms of COVID-19 specific mortality, Izurieta et al. found that compared with the 

general population, beneficiaries who died with a COVID-19 diagnosis were more likely to 

be dual eligibles (29.0% vs 9.4%).21They also found that dual eligibles had increased odds 

of dying from COVID-19 (OR: 2.17 (95% CI: 1.92–2.44)). Dang et al., also found higher 

mortality among beneficiaries admitted to the hospital for non-COVID-19 diagnoss.23 Dual 

eligibles were less likely to be admitted to the hospital during the COVID-19 pandemic 

compared with prior to the pandemic (26.7% vs 28.9%), their adjusted models found 

that they had a greater increase in mortality in the 30 days after admission in April 2020-

September 2021 vs 2019 (OR: 1.25, 95% (CI: 1.24–1.27)) than non-dual eligibles (OR: 1.18, 

95% (CI: 1.16–1.18)).

Health related social needs-One study found that dual eligibles had greater food insecurity-- 

that compared to Medicare-only members with disabilities, dual eligibles with disabilities 

had less to eat in their household and had less confidence in accessing food.32 Specifically, 

dual eligibles with disabilities were more likely to have enough, but not always the kinds 

of food they wanted (OR: 1.21 (95% CI: 1.08–1.36)), sometimes not enough to eat (OR: 

1.46 (95% CI: 1.25–1.72)), and often not enough to eat (OR: 1.69 (95%CI: 1.30–2.21)). dual 

eligibles were more likely to not have enough food because they could not afford to buy it 

(OR: 1.16 (95% CI: 1.01–1.34)), or they could not get out to buy it (OR: 1.38 (95% CI: 

1.19–1.61)). In a similar sample, dual eligibles with disabilities were more likely to exhibit 

symptoms of both anxiety (OR: 1.21 (95% CI: 1.11–1.32)) and depression (OR: 1.22 (95% 

CI: 1.12–1.33)) and to not get needed counseling therapy (OR: 1.32 (95% CI: 1.15–151)) 

than non-dual eligibles. 33

Results that show that dual eligible status has a favorable or non-significant 
relationship with health outcomes—Case counts- In a study examining case counts in 

a n assisted living communities, the percentage of dual eligibles residing in assisted living 

communities was not associated with the presence of any COVID-19 infection (OR: 0.94 

(95% CI: 0.88–1.01)) or count of COVID-19 cases (OR: 1.01 (95% CI: 0.99–1.03)) at the 

community level.29

Mortality-In patients enrolled in an accountable care organization, Keeney et al., found 

that dual eligibility was associated with better survival compared to non-dual eligibles in 

both unadjusted tests and adjusted (frailty, facilityresidence) models (unadjusted: log rank 

test, p=0.004; adjusted hazard ratio (HR): 0.21 (95% CI: 0.1, 0.6)). In another study of 

nursing homes, dual eligibility was not associated with increased risk of death in adjusted 

models (HR:1.11 (95% CI: 0.94–1.29)).25 In looking at assisted living communities, 

Temkin-Greener et al. also found that assisted living communities with a higher percentage 
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of dual eligible residents had a lower likelihood of having at least one COVID-19 death 

(OR: 0.91 (95% CI: 0.84–0.99)), and that the percentage of dual eligibles was not associated 

with number of COVID-19 deaths ((OR: 0.97 (95% CI: 0.92–1.02)).29 Two studies were 

specific to opioid use disorder one study found that among Medicare beneficiaries initiating 

opioid use disorder care during the pandemic, dual eligibles were less likely to experience 

a medically attended overdose (OR: 0.856 (95% CI: (0.814–0.900))24 or experience a fatal 

overdose (OR: 1.30 (95% CI: 1.30 (0.97–1.74)).27

Health related social needs- Holaday et al., reported that 25.9% dual eligible beneficiaries 

reported experiencing loneliness or sadness compared to 22.5% of non-dual eligible 

beneficiaries with no difference between the two groups in adjusted models.34 Additionally, 

they found that 26.9% of dual eligible beneficiaries reported feeling socially disconnected 

compared to 37.9% of Medicare only beneficiaries, with no difference between the two 

groups in adjusted models. Similar results were seen in another study which reported that 

in unadjusted models, 38.1% of non-dual eligibles reported decreased social connectedness 

compared to 26.6% of fully dual eligibles, 31.2% of partially dual eligibles, and 30.7% 

of Medicare beneficiaries, who were low income, but do not receive Medicaid.31 In 

their adjusted model, dual eligibles were less likely to report having decreased social 

connectedness (predicted probability: 28.6% (95% CI: 23.5%–33.7%)) when compared to 

non-dual eligible beneficiaries (predicted probability: 38.1%; (95% CI: 36.5%–39.6%)).

DISCUSSION

In this comprehensive scoping review of fifteen studies including dual eligible populations 

and their COVID-19 health and health related social needs outcomes, we found that dual 

eligible status was not consistently associated with unfavorable health outcomes during the 

COVID-19 pandemic. Results very much dependent on the outcome in question- while four 

studies showed either higher excess deaths,22 all-cause26 and COVID-19 related mortality 

(including generally21 and after hospitalization23), particular groups of patients including 

those in an accountable care organization,28 nursing homes25 and assisted living community 

residents29 did not. Similarly, when looking at opioid overdose rate, dual eligibles had more 

favorable outcomes with lower likelihood of experiencing a medically attended overdose,24 

and no difference in the odds of fatal overdose.27 While studies were limited, dual eligible 

status was associated with both positive and negative health related social needs that differed 

by the population of dual eligibles. Dual eligibles with disabilities were more likely to 

report both food insecurity32 and symptoms of anxiety and depression33 while the general 

population of dual eligibles had higher levels of social connectedness and lower levels of 

social isolation.31,34.

These data suggest that while dual eligible beneficiaries may have increased vulnerability 

to disease and challenges accessing care, these individuals may modify these risks through 

positive health behaviors such as social connectedness and preventative services including 

vaccination. Although not specifically mentioned in the fifteen reviewed studies, integrative 

programs to serve dual eligibles residing at home and proactive facility staff in assisted 

living may have raised awareness of increased vulnerability to diseases in the dual eligible 

population and may have made efforts to reduce unfavorable health outcomes.
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The pandemic reinforced and worsened preexisting disparities among marginalized and 

vulnerable populations, including dual eligibles. Social risk factors such as air pollution 

levels, as well as housing and food insecurity are positively correlated with both dual 

eligible status and healthcare utilization.36 Therefore, our finding that dual eligibles reported 

more food insecurity during the pandemic is not surprising.32 Social connectedness was 

reported as higher among dual eligibles in our two reviewed study than in those with only 

Medicare.31,34 Although it is well established that dual eligibles have higher unmet social 

needs than similar age cohorts and non-dual eligibles, our search found only four articles 

reporting on social determinants of health, with two of the four exclusively focusing on 

dual-eligibles with disabilities. Additional research, both in general and in the context of 

COVID-19, is needed to better address the often intertwined medical and social needs of this 

high-cost high-need population.37,38 We also did not find many articles on dual eligibles in 

long-stay nursing homes, another area deserving of further research.

Although this is the only US based comprehensive scoping review evaluating outcomes in 

dual eligibles during the COVID-19 pandemic, our study has limitations. First, populations 

and outcomes measured varied by study and thus it is challenging to make conclusions 

about all dual eligibles. For instance, we found inconsistent results on mortality, but this 

could be due to differences in residence status (facility-based care or not). Second, we 

aimed to evaluate the impact of integrated health plans and managed plans on COVID-19 

health outcomes, but there was insufficient published data on the performance of these plans. 

Third, our included studies on social connectedness, and food insecurity were surveys, and 

are subject to sampling and acquiescence bias. Fourth, multiple studies used claims data 

to analyze COVID-19 cases, hospitalizations, and deaths. While claims data is generally 

adequate for capturing these sorts of events, it is not always comprehensive.

Dual eligible populations may have increased vulnerability to the COVID-19 pandemic 

and future public health crises, but risks may be mitigated through targeted intervention 

services. To address disparities between dual eligibles and non-dual eligibles moving 

forward, these populations will require additional support to reduce risks. Integrated plans, 

including dual special needs plans and Medicare-Medicaid plans theoretically may help 

ensure coordination of services, including addressing both medical and health-related social 

needs.39 But these programs are still in their infancy, as seen by the lack of articles included 

in this scoping review, and there has been slow uptake by states due to a lack of incentives 

for expansion of these programs.40 A 2021 report by the U.S. Department of Health and 

Human Services highlights the lack of accurate and timely utilization data submitted by the 

managed care plans. This scarcity of comparative outcome data has resulted in the need for 

more research to evaluate the effectiveness and increase incentivization of these programs.41

The finding that dual eligibles have increased food insecurity, while not unexpected given 

the dual eligible population, points to the need for innovative and integrated efforts 

to address health-related social needs. Providing access to food through meal delivery 

programs ensures access to food for dual eligibles who may be more medically fragile, 

lack transportation, or have mobility challenges, while also reducing healthcare utilization.42 

Broader efforts to address social determinants of health including access to care, affordable 
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housing, and improvement in environmental quality may all benefit and support dual 

eligibles moving forward.36,43

CONCLUSIONS AND IMPLICATIONS

To improve care and services for dual eligibles during the continuing COVID-19 pandemic 

and in future public health emergencies, we must fully understand their needs and their 

clinical outcomes. However, we found no studies specifically examining this population, and 

few that reported on differential outcomes in dual eligibles compared to non-dual eligible 

Medicare beneficiaries. Included studies focused on health outcomes such as mortality and 

hospitalizations, as well as social factors such as connectedness and food insecurity, While 

these results suggest that dual eligibility alone may not predict worse outcomes in health and 

quality of life measures, further research is needed to better characterize the challenges faced 

by dual eligibles and shape specific programmatic efforts to address disparities.
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Table 1:

Key words and definitions

Medicare Medicare is the federal health insurance program for people who are 65 or older, certain younger people with 
disabilities and people with End-Stage Renal Disease.

Medicaid Medicaid allows for health insurance coverage through several vehicles and over a continuum of settings, ranging 
from institutional care to community-based long-term services and supports (LTSS).

Dual eligibles (DEs) People who receive Medicare (based on age or disability) who are also low income and thus eligible for Medicaid

Full dual eligibles The 73% of dual eligibles who meet criteria for both Medicare and Medicaid services and can receive the full range 
of Medicaid benefits such as long terms services and supports

Partial dual eligibles Partial dual eligibles are low income individuals who are not otherwise eligible for full benefit Medicaid where 
Medicaid pays their Part A and if needed Part B Medicare premiums

Home and 
community-based 
services (HCBS)

HCBS provide opportunities for Medicaid beneficiaries to receive services in their own home or community rather 
than institutions or other isolated settings.
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