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MCOs can engage with the 
community to pursue data-

driven community 
partnerships.  

 

• Mitigating Procedural 
Disenrollment 
 - Deploying CHWs 
 - Capturing documentation 
 

• Partnering with 
Community-based 
Organizations 
 - Resource Mapping 
 - SDOH platform extension 
 

• Managing Down-stream 
Financial and Clinical Risk 
 - Continuity of Care 
 - Navigating new Coverage 
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Managed care organizations (MCOs) and health insurers are facing a significantly 
constrained, highly volatile regulatory and financial landscape in 2027. following 
the enactment of the One Big Beautiful Bill” Act (OB3). The law introduces 
sweeping cuts to Medicaid funding, national work requirements, more frequent 
eligibility checks, and strict caps on State-Directed Payments (SDPs).  MCOs are 
adjusting their overall strategies in keyways – preparing for coverage churn, 
negotiating new rates, navigating caps, adjusting product portfolios, and/or 
executing market exits or consolidations.   

Case Study: Elevance 

Elevance Health enters 2027 focused on affordability, disciplined government-
program performance, and a simpler member and provider experience. Its 
affiliated plans’ 2027 Medicare Advantage offerings emphasize local healthcare 
relationships, personalized support, and coordinated services for people eligible 
for both Medicare and Medicaid. Plans are offered under local brands including 
Anthem, Wellpoint, and MMM in Puerto Rico. Elevance has highlighted 
investments in medical-cost management, provider connectivity, operating 
efficiency, and Carelon’s integrated and value-based solutions. 

The Overarching Headwind: The OB3 Impact 
Elevance faces federal policy changes alongside existing pressure in Medicaid 
and Medicare Advantage. In second-quarter 2026 results, the company reported 
anticipated declines in Medicaid and Medicare Advantage membership and 
elevated medical-cost trends in government businesses. Impacts will vary by 
state, product, eligibility group, and implementation; a single company-wide 
Medicaid decline estimate should not be assumed. 

• Work Requirements: States must enforce work, education, or community service 
requirements for Medicaid eligibility.  

• Bi-Annual Re-certifications: The law forces certain adult beneficiaries to re-verify 
their eligibility twice a year (every 6 months instead of 12) resulting in massive 
churn and a "sicker patient population" baseline (as healthier members drop off due 
to administrative paperwork barriers).  
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Additional Headwinds 
• 2027 D-SNP Alignment Rules: Federal changes affecting alignment between Dual Eligible Special Needs 

Plans and Medicaid coverage increase the value of coordinating Medicare and Medicaid offerings, networks, 
data, and member support. Applicability depends on plan and market. 

• Medical Costs and Margin Pressure: Elevance has cited elevated medical-cost trends in government 
businesses. Pricing discipline, care management, and accurate identification of members’ needs will be 
central to sustainable performance. 

• Medicare Advantage Portfolio and Star Ratings: Elevance is taking a targeted approach to local MA 
markets and 2027 plan design. CMS’s 2027 Star Ratings results show a decline in the share of Elevance MA 
prescription-drug plan members in plans rated four stars or higher, reinforcing the importance of quality 
improvement and reliable execution. 

• Continuity of Care and Operational Capacity: Enrollment transitions and coverage changes require 
coordination across plans, providers, and community organizations to avoid interruptions in treatment and 
medication access. 

• Supplemental Benefits and Member Understanding: As benefit designs and eligibility rules evolve, 
members need clear explanations of what is covered, who qualifies, and how to access services. 

• Enrollment Data and Verification Gaps: Incomplete or delayed state data can make it harder to identify 
members at risk of losing coverage, target outreach, and coordinate transitions across Medicaid and 
Medicare. 

A Measured and Strategic Response 
• Aligned Medicaid and Medicare Locally: Use Elevance’s state Medicaid presence and affiliate MA plans 

to identify eligibles duals, support aligned enrollment where available, and make transitions easier for 
members. 

• Transform State Data into a Reliable Source of Truth: Using straight-to-source analytics (like Agilian), 
Elevance can identify members who are at risk of loss before it happens minimize member disruption and 
establish a stronger foundation for enrollment consistency. 

• Build a Reliable, Actionable Member View: Connect eligibility, renewal, claims, provider, and 
community-referral data, with appropriate privacy and governance, to flag coverage risk early and direct 
outreach to members who need help.  

• Prioritize Markets and Product Deliberately: Focus resources on markets and product designs where 
Elevance can support sustainable economics, stronger provider relationships, and meaningful member 
value.  

• Scale Community-based Navigation: Partner with community-based organizations, navigators, and 
community health workers to help members complete renewals, understand benefits, access care, and 
resolve social barriers.  

• Connect Care Management to Value-based Solutions: Use Carelon capabilities and provider 
partnerships to identify avoidable gaps, support chronic-condition management, and improve coordination 
for members with complex needs.  

Centene is executing a calculated "simplification strategy," aggressively shearing away non-core 
business segments and unprofitable geographies. The company is reorganizing its entire 
corporation around a singular goal: maximizing the value of its government-sponsored healthcare 
footprint by syncing its massive Medicaid presence with highly targeted Medicare Dual-Eligible 
Special Needs Plans (D-SNPs).  

• The Opportunity: Meridian manages over 596,000 Medicaid members. With a coveted 5-
star state report card rating, Centene can seamlessly auto-assign or cross-sell its WellCare 
D-SNPs to its aging Medicaid population, insulating them from competitors under the 2027 
alignment mandate.  

• The Infrastructure: Using predictive care management layers to ensure members do not 
suffer procedural disenrollment, which would instantly terminate their D-SNP alignment 
eligibility.  

• The Missed Opportunity: Centene must look at stabilizing its core enrollment data in each 
state to ensure a strong foundation. Each state has its enrollment data challenges – this 
drives revenue reconciliation activities that will be exacerbated with the new the OB3 
implementation.  

Summary of Challenges 
• The "No Mix-and-Match" Aligned Enrollment Rule: Starting in 2027, a landmark policy change 

by the Centers for Medicare and Medicare Services (CMS) mandates exclusively aligned 
enrollment (EAE). Beneficiaries newly enrolling in a D-SNP must use the exact same health 
insurance company for both their Medicare and Medicaid coverage. Centene risks losing dual-
eligible members who currently split their coverage between different carriers. 

• Elevated Medical Costs and Margin Squeeze: Medical loss ratios have been historically 
volatile due to rising outpatient utilization and high-cost prescription drugs. Centene is 
simultaneously navigating federal spending cuts, which threaten the thin margins of 
government-sponsored plans.  

• Stricter Star Ratings and Lower Reimbursements: Tightening CMS Star Ratings 
methodologies and rising performance "cut points" mean securing bonus payments is more 
difficult. Low Star ratings instantly suppress government payments and limit the richness of 
the benefit packages Centene can offer.  

• Passive Enrollment and Staffing Capacity Strain: New 2027 rules loosen network-matching 
criteria for passive enrollment but force receiving plans to guarantee a 120-day continuity of 
care period (up from 90 days). This requires immense, uncompromised care coordination and 
administrative staffing capacity.  

• Crackdowns on Supplemental Benefits (SSBCI): New transparency rules require plans to 
make eligibility criteria for Special Supplemental Benefits for the Chronically Ill (SSBCI) fully 
accessible to the public, adding compliance friction to popular debit card perks.  
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