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in a segment of healthcare most founders avoid. Drawing extensively from data o
dual eligible beneficiaries, including demographic patterns, condition prevalenc
behavioral health rates, utilization trends, long term services and supports
dependency, and fragmentation between Medicare and Medicaid benefits, this es
lays out the operational and financial architecture needed to build a company th
actually aligns with the true cost drivers. The writing contains highly technical
analysis, intended for angel investors, operators, and founders with deep quantit
and policy knowledge. The thesis is that dual eligibles represent the most compl
population in American healthcare but also the most financially predictable, and
therefore the best foundation for a defensible, high margin tech enabled services
business if one knows how to operationalize the interventions.

Everyone has a take about dual eligibles but very few have looked at the data dee
enough to understand what they are actually talking about. The dual eligible
population is around thirteen point six million individuals. That might seem like
weird niche, something that sits between Medicare and Medicaid, like a regulato
footnote. But these individuals account for around five hundred forty eight poin
eight billion dollars in combined spending in a single year. That is larger than th
entire spend of most commercial insurance segments. Dual eligibles represent ab
twenty percent of Medicare enrollment but over thirty five percent of Medicare
spending. On the Medicaid side, they represent roughly fourteen percent of
enrollment but around thirty percent of total spending. There is no other segme
American healthcare with numbers this asymmetric. If healthcare were a casino,
would be the table where all the money is on the line.

The thing that often surprises new investors or founders is that this spending is 
just high but consistently high. It does not swing wildly year to year. It does not
depend on trends or fads. It is structurally anchored to the characteristics of the
population. This is what makes it a perfect substrate for a tech enabled services
company. The population is stable, the needs are stable, the cost drivers are stab
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is chaotic at the micro level and predictable at the macro level. That is exactly w
good operator wants.

If you break the dual eligible population apart, you quickly realize why the cost
structure looks like it does. Dual eligibles qualify for both programs because the
have low incomes plus either a disability or age related frailty. The population is
evenly split between older adults and younger adults with disabilities, but the ne
of these two groups are completely different. The older population is a chronic
condition plus functional limitation story. The younger population is a behavior
health plus disability story. That split alone forces you to design two different
intervention layers in your business model.

Older dual eligible beneficiaries have significantly higher prevalence of hyperten
diabetes, congestive heart failure, ischemic heart disease, chronic obstructive
pulmonary disease, and dementia than the general Medicare population. They ha
more limitations with daily activities such as bathing, dressing, transferring, and
feeding. Many rely on personal care attendants, adult day programs, home health
workers, or visiting nurses. Their risk pattern is driven by functional decline,
caregiver availability, home environment safety, medication management, and
predictable clinical deterioration.

Younger dual eligible beneficiaries present a totally different pattern. Behaviora
health conditions are extremely common. Anxiety disorders occur in roughly a th
of individuals. Depression appears in more than a third. Psychotic disorders app
double digit percentages. Rates of schizophrenia and bipolar disorder outpace m
other insured populations. Intellectual and developmental disabilities are comm
Many require habilitation services, daily living support, or protective supervisio
Their risk pattern is driven by social instability, behavioral crises, medication la
and interruptions in support services.
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This split is not a small nuance. It determines what kind of company you must b
you want to win in this market. It determines your staffing model, your workflow
your risk prediction logic, your contracting targets, your care model, and your te
architecture. Most founders who fail in duals fail because they build a one size fi
model. That is like building one airplane and trying to land it on a runway and w
and a rooftop helipad. The population needs are too different, and the cost drive
too concentrated, for generalist approaches.

The older dual population consumes the majority of combined Medicare and
Medicaid spending. In the data, older duals account for around three hundred fi
billion dollars of total annual spend. Younger duals account for roughly one hun
ninety six billion. Although the younger group is smaller in total spend, they pro
some of the most volatile cost patterns because their crises escalate quickly. Whe
someone with schizophrenia misses a few days of medication and also loses careg
support because a caregiver quits unexpectedly, the cascade can be immediate. It
might involve police intervention, a psychiatric admission, a medical admission
triggered by the crisis, and then a discharge to a higher acuity setting. This kind
spiral is expensive for both Medicare and Medicaid. It is also preventable with e
identification.

But do not mistake the older population for a slow burn. They generate the high
LTSS spending by far. When someone with dementia loses the ability to safely
perform daily activities and caregiver support is inconsistent, institutional place
becomes likely. Institutional LTSS spending per user often exceeds sixty thousan
dollars per year. Preventing or delaying that placement even by a few months can
generate thousands in savings. That is why the business model must engage in b
behavioral health stabilization and LTSS coordination as two distinct but connec
domains. You cannot address only one and assume the other will follow.
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Medicare fee for service spending on dual eligibles is much higher on a per user 
than for non duals. Inpatient spending is particularly high, often exceeding twen
five thousand dollars per user per year for those who utilize inpatient services. P
acute care through skilled nursing facilities can exceed twenty thousand dollars 
user. Home health spending is higher than average. Outpatient spending trends
higher. Prescription drug spending is higher due to multi condition treatment
patterns. All of this creates a predictable high baseline for Medicare Advantage 
that manage dual eligible special needs plans.

Medicaid spending is even more concentrated. Institutional LTSS users account 
small subgroup but generate an enormous share of spend. HCBS waiver users
represent around one fifth of full benefit duals but almost half of all Medicaid
spending on LTSS. State plan HCBS adds additional layers. When you add it all u
you find that a single dual eligible beneficiary can easily account for eighty thou
dollars or more in combined Medicare and Medicaid spend in a given year if they
high levels of need.

What this means for investors is simple. The population is expensive not because
random noise but because of specific categories of predictable utilization. That i
exactly the scenario in which targeted interventions produce outsized return on
investment. When the cost drivers are scattered, you cannot build a good busine
model. When they are concentrated, you can.

Long term services and supports are the gravitational center of dual eligible spen
Around fifty seven percent of full benefit duals use no LTSS in a given year. The
remaining forty three percent split into institutional and home and community b
users. The institutional users, though only around sixteen percent of the full ben
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population, generate more than thirty seven percent of Medicaid spending for th
group. Waiver based HCBS users, about twenty percent of full benefit duals, gen
nearly half of Medicaid LTSS spending. This is the core. This is the engine. This
where the money is.

Institutional care is extremely expensive and sticky. Once someone enters a nurs
home, it becomes difficult to transition back to the community. Medicaid picks u
cost when Medicare coverage expires, and those costs accumulate rapidly. Preven
institutionalization is one of the highest value interventions in all of healthcare.
Delaying it is also extremely valuable. Coordinating services that keep someone 
home is financially and clinically beneficial.

But the HCBS world is not exactly simple either. Waiver programs differ by state
services differ, the documentation differs, the hourly rates differ, the workforce
differs, the quality varies widely. Coordinating HCBS requires understanding sta
specific nuances, caregiver availability, capacity constraints, and waiver slots. It 
messy. But messy is where tech enabled services companies thrive, because techn
can structure what humans alone struggle to coordinate.

If LTSS is the gravity, behavioral health is the heat. It accelerates everything. Am
younger duals, behavioral health conditions are dominant. Anxiety and depressio
each appear in more than a third of beneficiaries under sixty five. Psychotic diso
appear in about fourteen percent. These conditions make everything more volati
person can be stable for weeks and then suddenly destabilize because of a missed
medication refill or a caregiver not showing up. This triggers crises that cost
thousands. Hospitals get involved. Skilled nursing facilities get involved. Long te
care gets involved. Medicaid ends up footing much of the bill.

Behavioral health is also deeply connected to LTSS stability. A caregiver may qui
because the behavioral symptoms become too difficult to manage. A home health
may not feel safe. A habilitation worker may be burned out. These breakdown po
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are costly. The only way to prevent them is with a dedicated behavioral health un
that can monitor signals of deterioration and intervene early.

Your tech platform must detect patterns such as missed visits, decreased
communication, subtle language changes, increased stress reports from caregive
environmental cues in the home. Your field team must be able to perform in hom
crisis management. Your virtual behavioral health clinicians must provide oversi
and consistency. Without that, you will lose the younger duals population entire

Transitions of care are a nightmare for dual eligible beneficiaries. They are
hospitalized more often than non duals. They are discharged to skilled nursing m
often. They have more readmissions. They experience more gaps in home health
activation. They frequently do not see primary care soon enough after discharge.
These gaps cost both Medicare and Medicaid a lot of money.

The solution requires creating a transitions of care team that physically shows u
hospitals or skilled nursing facilities, identifies high risk duals, ensures discharg
planning is done properly, coordinates with family caregivers, arranges for home
health, orders equipment, schedules follow up visits, and ensures medications ar
reconciled. Without this layer, the rest of your model collapses. This is non
negotiable. It reduces hospital days, reduces skilled nursing overstay, increases h
stability, and protects both Medicare and Medicaid margins.

Only around twenty seven percent of dual eligibles experience any months in wh
they are enrolled in both Medicare Advantage and Medicaid managed care. This
misalignment is a disaster. Medicare wants to reduce hospitalizations. Medicaid 
to reduce LTSS spending. Without alignment, neither can coordinate effectively.
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company must be designed to sell into both programs. You must be able to show
Medicaid that you can stabilize LTSS utilization and show Medicare Advantage t
you can reduce hospital days, readmissions, and skilled nursing lengths of stay.

You should focus your early market entry on states where alignment is more com
or where integrated care programs exist. Some states have fully integrated dual
eligible programs. Others have dual eligible special needs plan ecosystems with 
relationships between Medicare and Medicaid payers. You should start where bo
payers are motivated to collaborate.

Most vendors fail because they misunderstand who actually drives outcomes. Th
assume the user is a care coordinator sitting in an office. That person is not the d
of risk. The real drivers are caregivers, home health aides, habilitation workers, 
members, and the home environment itself. Vendors build apps that no one uses
build dashboards the wrong users stare at. They build virtual care models that ig
home safety. They try to bolt tech onto a population that does not interact with t
the same way as a commercial population.

A successful duals company must build its model around the workforce that actu
touches the member. That means your tech is used by field staff and caregivers. I
means the member does not have to log in or do anything at all for your model to
work. It means you use predictive analytics to guide your field teams, not your
members. It means your engagement strategy focuses on stability, not consumer
activation.

A real duals company must contain several layers: field operations, virtual operat
LTSS coordination, behavioral health stabilization, care transitions management
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environmental stabilization, and an integrated technology platform that holds ev
layer together. These are not optional. They are the minimum viable architecture
you miss one, the model breaks.

The field layer is the cornerstone of the entire model because the dual eligible
population lives in environments where risk manifests physically, socially, and
behaviorally long before it shows up in clinical claims. Field operators are the on
ones who can actually see the early deterioration signals that generate the massiv
spending spikes. Claims lag by months. Dashboards lag by days or weeks. But a 
specialist can walk into a home and know within sixty seconds if things are abou
go sideways. They can see the expired food, the unwashed dishes, the medication
blister packs that look untouched, the loose floorboards someone will undoubted
fall through, the stress etched across the face of a family caregiver who has not s
well in weeks, or the personal care attendant who is trying hard but clearly
overwhelmed. None of this is visible in a care plan or a spreadsheet. It is visible 
in the home.

A good field workforce is not made up of traditional case managers. It is made u
people who are comfortable crossing between clinical, behavioral, and functiona
domains. They know what a medication regimen is supposed to look like, but th
also know how to de escalate a person who is having a panic episode. They know
to identify environmental safety hazards but also how to convince someone to ac
help without triggering mistrust. They know which caregiver is reliable and whi
one has a pattern of quitting unexpectedly. They know how to document for Med
waiver programs. They know how to navigate the social services networks in the
counties. They are cross trained generalists with specialized escalation support f
virtual clinicians.

Managing this workforce is not easy. You need strong local supervisors, robust
scheduling systems, mobile tools that work offline in homes without internet, an
predictable routing. Technology must guide these teams by surfacing risk signal
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recommending tasks, but human intuition must still lead the intervention. The r
of field staff to members depends on the acuity of your population. You might ne
one field specialist per twenty to thirty high risk members. At lower risk tiers, yo
extend that ratio significantly. But for the highest risk segment, you need real hu
in homes. That is where a company wins the trust of caregivers and stabilizes the
environment so institutionalization becomes less likely.

The virtual layer handles everything that does not require a physical intervention
This includes proactive outreach, care plan updates, clinical oversight, behaviora
health support, medication management follow up, appointment scheduling, and
coordination with primary care. The virtual layer is where scale happens. You ca
have one virtual care manager supporting a hundred or more lower acuity memb
while field staff focus on the highest need individuals. The virtual team uses dat
monitor patterns. They look for abnormal patterns in claims, caregiver visit
completion, behavioral health survey responses, environmental risk assessments
other indicators. They talk to families. They support field teams during crises. T
adjust care plans based on what field teams report.

The virtual team should include nurses, behavioral health clinicians, social work
and care coordinators. They should meet daily with field supervisors to review h
risk members. They should run through predictive risk reports to determine wh
members are trending in the wrong direction. They should escalate home visits w
needed. They should identify when a caregiver is showing signs of burnout. They
should help plan transitions from hospital to home and from skilled nursing to h
They should coordinate durable medical equipment, food delivery services, hous
support, and other environmental interventions. They are the connective tissue
between the home and the healthcare system.

The Virtual Layer
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Long term services and supports coordination is where the real cost savings lie.
Managed care plans often complain about caregiver shortages, no shows, inconsi
scheduling, incomplete documentation, and unreliable waiver providers. These g
are not minor inconveniences. They are early signals of institutionalization risk. 
caregiver fails to show up for a few days, the member may miss medications, may
may run out of food, or may miss basic hygiene. These stressors accumulate unti
member ends up in the hospital or the caregiver quits entirely. The downward sp
is predictable.

An LTSS coordination team must understand each state’s waiver structure. Some
states have waivers that allow for self directed care. Others require agency based
attendants. Others allow family caregivers to be paid. The definitions of services
differ. The required documentation differs. The billing rules differ. The provide
networks differ. Your coordination system must ingest these rules and build the
your workflows. When field staff document a visit, the system must know wheth
certain tasks meet the definition of a waiver service. When a caregiver reports a
scheduling conflict, the system must automatically search for backup attendants
When a member becomes eligible for additional hours of support due to increas
ADL limitations, the system should alert the LTSS team to help request more ho
from the plan.

LTSS coordination is not glamorous. It is not digital health cool. It is often ignor
because founders who came from SaaS or direct to consumer care models do not
understand how critical it is. But LTSS is the root system of the dual eligible tre
the root system collapses, the whole tree falls. A company that coordinates LTSS
effectively becomes indispensable to Medicaid managed care plans. These plans 
desperate for stability because LTSS spending is their single largest cost categor
dual eligibles and one of their most unpredictable ones. If you bring them stabil
you control the market.
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Behavioral health stabilization is the second critical layer for duals, especially in
younger population where behavioral health conditions are the primary driver of
volatility. The data makes this obvious. Anxiety disorders appear in about thirty
percent of younger duals. Depression appears in more than a third. Psychotic
disorders appear at rates many times higher than the general population. Intelle
and developmental disabilities compound the behavioral challenges. This is a
population where crises erupt quickly and often. These crises generate enormou
spending because they lead to psychiatric admissions, emergency medical admis
law enforcement involvement, caregiving breakdown, and institutional placemen

A stabilization unit must include both virtual behavioral health clinicians and fi
capable specialists trained to manage crises in the home. Virtual clinicians can
conduct therapy, medication management, and ongoing follow up. But field spec
must be able to show up in the home when someone is slipping into psychosis or
a caregiver is on the brink of burnout. They must be able to de escalate situation
coordinate with crisis response teams when necessary, and provide hands on sup
They must understand how to work with people who have severe mental illness. 
must know how to navigate Medicaid behavioral health systems, which vary by s
They must know which community resources matter and which do not.

Behavioral health stabilization is about pattern recognition. You need to detect
deterioration early. The signs can be subtle: changes in speech, changes in home
cleanliness, missed behavioral medication doses, caregiver frustration, withdraw
from usual routines, or increase in agitation. Your technology must surface these
signals. Your virtual team must respond quickly. Your field team must intervene
you catch the decline early, you avoid the hospitalization or crisis. If you miss it,
pay for it tenfold.

The environmental stabilization layer is the most underrated part of duals care.
People underestimate how much of the cost comes from environmental instabilit
Food insecurity leads to malnutrition, which accelerates chronic disease. Housin
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instability leads to stress, medication loss, and increased behavioral symptoms. U
home environments lead to falls, fractures, and emergency department visits.
Transportation barriers lead to missed appointments, medication lapses, and
preventable hospitalizations. Caregiver burnout leads to abandonment, crises, an
institutional placement.

Field teams must conduct environmental assessments during every home visit. T
must check the refrigerator for expired food. They must check for tripping haza
They must check whether there is enough food to make it to the end of the week
They must check whether the home is too hot or too cold. They must check for s
of loneliness or isolation. They must check whether a caregiver is overwhelmed. 
must check whether the member has working smoke detectors. They must check
whether the bed is safe and stable. These small things matter. Environmental iss
are among the earliest predictors of institutionalization and hospitalization.
Stabilizing them is one of the easiest ways to reduce cost, yet hospitals and clinic
rarely think about them.

Technology is not the product. It is the operating system. The tech must integrat
Medicare claims, Medicaid claims, HCBS utilization, ADL scores, IADL scores,
caregiver schedules, behavioral health metrics, environmental assessment data,
hospital discharge data, pharmacy refill data, and field team notes. It must calcu
risk scores for hospitalization, institutionalization, behavioral crisis, and caregiv
burnout. It must auto assign tasks to field staff. It must provide routing optimiza
It must track visit completion. It must store documentation for state audits. It m
support each state’s waiver and service definitions. It must orchestrate care
transitions. It must generate predictive alerts.

The platform must be designed for the workforce, not the member. It must be m
first. It must work offline. It must have a clean interface so field teams do not wa
time documenting. It must be capable of scaling across states with different rule
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must allow supervisors to monitor staff performance. It must allow virtual clinic
to oversee complex cases. It must be the central nervous system.

People assume dual eligible care is high cost and low margin. That is true if you 
providing care blindly. But if you target your interventions toward the top driver
spend, the economics work beautifully. Prevent one hospitalization and you save
several thousand dollars for a Medicare Advantage plan. Prevent one nursing ho
admission and you save tens of thousands for a Medicaid managed care plan. De
institutionalization by even a few months and you generate more than enough sa
to cover the cost of your model. Reduce caregiver no shows and you reduce the
likelihood of crises. Identify behavioral deterioration early and you avoid psychi
admissions. Prevent even a small number of skilled nursing overstay days and yo
produce meaningful savings.

The key is to align your revenue streams with these savings. You structure per
member per month contracts with Medicare Advantage plans for their highest ri
dual eligible special needs plan members. You structure case rates or value based
arrangements with Medicaid managed care plans tied to reductions in institutio
LTSS spending. You structure behavioral health stabilization contracts with stat
agencies or managed care plans. You create a multi payer revenue model. This al
you to generate stable recurring revenue without relying solely on shared saving
which are more volatile.

Medicare Advantage plans want fewer hospitalizations, fewer readmissions, shor
skilled nursing stays, better medication adherence, and improved HEDIS scores.
show them how your field and virtual teams reduce hospital days. You show them
your transitions unit cuts readmissions. You show them how your LTSS coordina
leads to more stable home environments that prevent clinical deterioration. You
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them how your behavioral health unit prevents crises that would otherwise lead 
medical admissions. You give them a clear economic argument. You intervene
upstream in a way that reduces their downstream spend.

Medicaid managed care plans care about LTSS stability, reduced institutionaliza
predictable waiver spending, caregiver consistency, and behavioral health
stabilization. They want fewer emergency placements. They want fewer crises. T
want better documentation. They want fewer grievances about caregiver shortag
They want smoother service delivery. They want cost containment. You show the
how your LTSS coordination solves caregiver gaps. You show them how your
behavioral health stabilization reduces disruptions. You show them how your
environmental interventions reduce risk. You tell them that your model prevents
most expensive events in their population. They understand the math. They know
true because they live it every day.

Every state has its own LTSS ecosystem. Waiver definitions differ. Service availab
differs. Workforce differs. Rates differ. Capacity differs. Documentation require
differ. Caregiver training requirements differ. Provider networks differ. Some sta
have strong integrated care programs. Others are fragmented. You need a playbo
for each state. Your technology must reflect each state’s rules. Your field teams m
understand each state’s resources. Your contracting strategy must adapt to each 
managed care environment.

Scaling across states is where companies die if they have not prepared. You must
expand deliberately. Start in states with high Medicaid managed care penetration
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Start where dual eligible special needs plans are strong. Start where integrated c
programs exist. Build strong relationships with state agencies. Localize your
playbooks. Hire local experts. Build cross functional teams that can adapt to new
requirements. Do not expand too fast. Dual eligible care is complex. Scaling requ
precision.

Investors assume complexity equals low margin. They assume Medicaid equals lo
margin. They assume behavioral health equals chaos. They assume LTSS equals l
wage workforce and therefore low defensibility. They assume the market is too m
But the data contradicts this. The market is messy but predictable. The cost driv
are concentrated. The incentives are aligned. The spending is enormous. The ven
landscape is thin. The opportunity is huge. Investors avoid it because they do no
understand it. That is their mistake. It does not have to be yours.

The founder who wins here understands both the operational realities and the
regulatory complexities. They understand waiver programs. They understand
managed care contracting. They understand behavioral health. They understand 
They understand how to manage field teams. They understand how to build
technology that supports, rather than replaces, human labor. They understand
Medicare Advantage incentives. They understand Medicaid incentives. They are
operational athletes with policy fluency. They are rare, but when they build
companies, those companies last.

The dual eligible population sits at the highest risk intersection of American
healthcare, and it contains the highest density of preventable spending. The data
shows exactly where the cost is. The interventions required to influence that cos
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not mysterious. They are straightforward but operationally complex. A company
stabilizes the home environment, coordinates LTSS, manages behavioral health c
supports care transitions, and connects all of that with a robust technology back
will produce meaningful improvements in health outcomes and material reducti
spending. The business model works because the risk is concentrated and predic
The payoff is large because the spending is massive. The opportunity is durable
because the population is growing. This is the frontier where real value can be b
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