
 

 

 
 

January 13, 2023 
 
The Honorable Bill Cassidy, M.D.    The Honorable Tom Carper 
U.S. Senate       U.S. Senate 
520 Hart Senate Office Building    513 Hart Senate Office Building 
Washington, DC 20510     Washington, DC 20510 
 
The Honorable Tim Scott     The Honorable Mark R. Warner 
U.S. Senate       U.S. Senate 
104 Hart Senate Office Building    703 Hart Senate Office Building 
Washington, DC 20510     Washington, DC 20510 
 
The Honorable John Cornyn    The Honorable Robert Menendez 
U.S. Senate       U.S. Senate 
517 Hart Senate Office Building    528 Hart Senate Office Building 
Washington, DC 20510     Washington, DC 20510 
 
Dear Senators Cassidy, Carper, Scott, Warner, Cornyn and Menendez: 
 
On behalf of the National PACE Association (NPA), please accept this letter in response to your Request 
for Information (RFI) on improving care, outcomes and coverage for dually eligible beneficiaries. We 
strongly commend your efforts to seek and advance policies to enhance the quality of care for this 
growing segment of the population. NPA, our member PACE organizations (POs) and the larger PACE 
community have a deep, longstanding understanding of the dual eligible population since Programs of 
All-Inclusive Care (PACE) exclusively serve older adults and those living with disabilities experiencing 
high acuity conditions requiring extensively complex care and services coupled with high health care 
costs and heavy demands on family and other caregivers. It is imperative the PACE model of care factor 
into the forthcoming discussions since nearly all (87%) older adults and those living disabilities enrolled 
are dual eligibles. They are able remain living independently and safely in their homes and 
communities only because of the care and services provided by PACE. Otherwise, these dually eligible 
beneficiaries would become permanent nursing facility residents in most instances. 
 
NPA represents all 149 operating PACE organizations (POs) in 32 states, and numerous additional 
entities pursuing PACE development and supportive of the PACE model of care. POs serve among the 
most vulnerable of Medicare and/or Medicaid populations — medically complex older adults over age 
55 who are State certified as requiring a nursing home level of care. 
 
The overarching objective of PACE is to maintain the independence and safety of enrollees in their 
homes and communities for as long as possible. Grounded in community culture and local 
circumstances, PACE serves populations facing significant challenges in accessing medical care, long 
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term care, and other social determinants of health, such as dually eligible beneficiaries. The PACE 
model of care is recognized as one of the pioneers of integration, coordination and financial alignment. 
Throughout their history, POs have demonstrated their exemplary ability and fundamental 
commitment to serve medically complex older adults and those with disabilities in a culturally 
appropriate manner reflecting their communities. 
 
Indeed, the first PACE program, On Lok in San Francisco, was established in 1971 because the needs of 
the older Asian and Pacific Islander American community could not be met in their homes in the 
Chinatown and North Beach neighborhoods. Today, POs are located in rural areas, inner cities, 
suburbs, exburbs and the Cherokee Nation Reservation, among other locales, with some partnering 
with Federally Qualified Health Centers, all empowering a diverse range of participants to remain 
independent for as long as possible while living in their homes and communities. 
 
Under PACE, the typically fragmented health care financing and delivery systems of Medicare and 
Medicaid come together to serve the multifaceted biopsychosocial and medical needs of participants 
as well as meet other social determinants of health needs. In exchange for monthly capitated 
payments, fully integrated POs assume all financial risks for the full range of community-based and, as 
needed, institutional services they are responsible for providing, either directly or through contracts 
with other community-based providers, hospitals, nursing homes, etc. POs have the regulatory and 
financial autonomy to provide care and services as needed. The capitated and entirely risk bearing 
payment methodology underlying PACE provides a strong incentive for POs to avoid duplicative or 
unnecessary services while encouraging the use of appropriate community-based alternatives to 
avoidable hospital and nursing home care. For the dually eligible population, POs receive monthly 
payments on a per participant basis from both the Medicare and Medicaid programs. 
 
Oftentimes, enrolling in PACE can delay a nursing home placement or avert one altogether. POs 
currently serve almost 64,000 patients, known as participants. An AARP survey found that 86 percent 
of those 65 and older surveyed either strongly or somewhat agreed that they want to remain in their 
current home for as long as they can. PACE regularly accomplishes that goal effectively and efficiently 
by being the lifeline enabling participants to live at home instead of in a nursing facility. 
 
The average PACE participant lives with 6 co-occurring medical conditions, including diabetes, vascular 
disease, congestive heart failure, chronic obstructive pulmonary disease and major depressive, bipolar 
and paranoid disorders. Nearly half (46%) live with dementia, while 83% of PACE participants require 
assistance with at least two of their activities of daily living (ADLs), ranging from eating, bathing, 
toileting, dressing and transferring to walking—with a third needing help with 5 or more ADLs. The 
average age of a PACE participant is 77, with 9% between the ages of 55 to 64, and the remainder 65 
years of age and older. Given the extensive needs of participants, POs interact with their participants 
and their family caregivers on a frequent basis, often daily. Accordingly, PO staff are in participants’ 
homes often and extensively involved in all aspects of their care. These efforts routinely extend 
through the end of life. 
 
The hallmarks of this unique model of care are the broad scope of services, the interdisciplinary team 
(IDT) and the PACE center. The person-centered and provider-led PACE care model combines 
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excellence in clinical care and care coordination from a dedicated staff of providers with the focus on 
quality and efficiency. In addition to covering  all Medicare Parts A, B and D benefits and all mandatory 
Medicaid-covered benefits, the PACE benefit includes vision, dental, hearing, behavioral health and 
long-term care services and supports, along with any other services or supports that are medically 
necessary to maintain or improve the health status and wellbeing of participants. 
 
Upon enrollment in PACE, participants and their caregivers meet with the IDT, comprised of 11 
different disciplines including primary care providers, nurses, physical therapists, occupational 
therapists, recreation therapists, social workers, dietitians, personal care aides and drivers. The IDT 
assesses each participant and their living environment to identify needs and determine solutions. As a 
result, an individualized care plan is developed to respond to all of the participant’s needs – 24 hours a 
day, seven days a week, 365 days a year. POs then deliver or contract for all care, services and supports 
listed in a participant’s care plan, plus furnish anything else required to ensure their safety and 
wellbeing such as walkers, canes, ramps and grab bars. 
 
Door to door transportation, home care, personal care, meals and adult day services, among others, 
are provided routinely to participants. Members of the IDT practice at the PACE center, and 
participants often receive primary care, therapy, meals, recreation, socialization and personal care 
there, among other services. Care and services also are provided at home as appropriate, taking into 
account the preferences of the participant. 
 
While PACE staff do their utmost to provide care in the PACE center and at home, at times a 
participant’s condition may warrant admission to a hospital or skilled nursing facility, the cost of which 
is covered by the PO. During these stays, PACE staff remain involved, including visiting the participant, 
actively planning for and managing the discharge, transition and after care. IDT members ensure 
transportation home is arranged, as well as any follow up care needed at the PACE center or 
elsewhere. The IDT also plans for and makes sure other post-discharge needs are addressed, such as 
medication, home care, durable medical equipment and meals. The substantial, hands-on care 
rendered by PACE staff results in better outcomes as well as decreased anxiety for participants and 
their families over care expenses and access. 
 
Moreover, being fully integrated and coordinated, the PACE model of care reduces family caregiver 
burden and provides support to improve family caregiving. When a PO’s IDT conducts an initial 
assessment of a participant upon enrollment, participant and family caregiver(s) preferences are 
considered and incorporated. Moreover, care provided by a family caregiver is identified in the 
participant’s care plan and is monitored by the IDT continuously. As a result, PACE successfully reduces 
burden and can facilitate family caregivers being able to work outside the home — without sacrificing 
the amount or quality of care received by their loved one. 
 
NPA survey research found 96% of family members reported overall satisfaction with the services and 
97% said they would recommend PACE to a family in a similar situation. Further, 58% of family 
caregivers experienced a decrease in the level of burden felt after their loved one enrolled in PACE and 
more than half reported they had more time for themselves and were less stressed about meeting 
other responsibilities. No similar programs of care come close to achieving this level of satisfaction. 

https://www.npaonline.org/policy-and-advocacy/pace-facts-and-trends-0
https://www.npaonline.org/policy-and-advocacy/pace-facts-and-trends-0
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Moreover, PACE achieves the Triple Aim of better care and patient experience, better population 
health and lower costs. Identified as an evidence-based care model by the Administration for 
Community Living and encompassing the 4Ms of Age-Friendly Care (What Matters, Medication, 
Mentation, and Mobility), as outlined by The John A. Hartford Foundation and the Institute for 
Healthcare Improvement, , PACE achieves high quality outcomes for participants as well as for 
Medicare and Medicaid. Despite being at the nursing home level of care, participants enrolled in PACE 
experience a low risk of long-term nursing home admission; in fact, 95 percent of participants live in 
the community. 
 
In light of the ongoing COVID-19 pandemic, the Centers for Medicare and Medicaid Services (CMS) has 
stated dually eligible beneficiaries are at significantly greater risks of both contracting and being 
hospitalized for COVID-19 as compared to Medicare-only beneficiaries. Through the known strengths 
of the high touch, holistic care model, POs continue to keep the vast majority of their participants as 
well as possible. Despite being predominantly economically-disadvantaged, frail, and highly medically 
complex with cognitive and/or functional limitations, Despite being economically disadvantaged, frail, 
and highly medically complex with cognitive and/or functional limitations, PACE participants’ risk of 
contracting or dying from COVID-19 has been approximately one-third that of nursing home residents. 
 
NPA strongly concurs with your core principles for reform discussed in the RFI as the diversity of needs 
among dually eligible beneficiaries, the differing capacities of states to support this population and that 
increased efficiencies and outcomes stem from aligned financial incentives. We believe the 
documented effectiveness of the comprehensive, integrated and coordinated PACE care model stems 
from the IDT having the flexibility to establish and execute an individualized, comprehensive and 
person-centered care plan. Particular attention is paid to the monitoring and treating of the many 
chronic diseases with which PACE participants live. PACE regularly provides a great deal of lower-cost, 
high touch care, e.g., physical therapy, home health and personal care, in order to maintain the 
wellbeing of participants and proactively avoid higher cost interventions such as emergency room 
visits, hospitalizations and skilled nursing facility stays.  
 
In fact, a 2021 Department of Health and Human Services study conducted by the Assistant Secretary 
for Planning and Evaluation (ASPE) titled, “Report,” directly compared dually eligible beneficiaries 
enrolled in either PACE, D-SNPs or FIDE-SNPs with a control group of dually eligible beneficiaries 
enrolled in Medicare Advantage (MA) plans. ASPE found PACE to be “a consistently ‘high performer’ . . 
. . [F]ull-benefit dual eligible beneficiaries in PACE are significantly less likely to be hospitalized, to visit 
the ED, or be institutionalized, while their mortality risk is not greater despite their higher frailty levels, 
when compared to regular MA enrollees.” 
 
Adding to their extensive work on integrating care for dually eligible beneficiaries, the Bipartisan Policy 
Center (BPC) recently issued a report entitled “Improving Access to and Enrollment in Programs of All-
Inclusive Care for the Elderly (PACE).” It states PACE is “especially well equipped to address the 
complex care needs of dually eligible individuals. Both the interdisciplinary team approach and fully 
capitated financing allows providers to continuously address the full scope of participants’ medical and 
nonmedical needs within a flexible budget, and within the community.” BPC further concluded “the 

https://acl.gov/programs/strengthening-aging-and-disability-networks/aging-and-disability-evidence-based-programs
https://acl.gov/programs/strengthening-aging-and-disability-networks/aging-and-disability-evidence-based-programs
https://www.johnahartford.org/grants-strategy/current-strategies/age-friendly/age-friendly-health-systems-initiative
https://www.npaonline.org/about-npa/press-releases/covid-data-demonstrate-pace-model-safer-nursing-home-care
https://www.npaonline.org/about-npa/press-releases/covid-data-demonstrate-pace-model-safer-nursing-home-care
https://bipartisanpolicy.org/wp-content/uploads/2022/10/BPC_PACE_Report_Final.pdf
https://bipartisanpolicy.org/wp-content/uploads/2022/10/BPC_PACE_Report_Final.pdf
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PACE model appears to be particularly effective at (i) addressing excessive, inappropriate, and 
sometimes dangerous health care utilization rates; (ii) improving participants’ health outcomes and 
reducing disparities; and (iii) moderating spending on long-term care.” 
 
Other studies corroborate the findings of ASPE and BPC. A Journal of the American Geriatrics Society 
study found PACE beneficiaries had a 24% lower hospitalization rate than dually eligible beneficiaries 
who receive Medicaid nursing home services as well as a rehospitalization rate that was 16% less than 
the national rehospitalization rate of 22.9 percent for dually eligible beneficiaries aged 65 and over. 
The same study also found for potentially avoidable hospitalizations, the rate for PACE participants was 
44% lower than that for dually eligible Medicaid nursing home residents. Another study found PACE 
participants, on average, experienced less than one emergency department visit per member, per year. 
 
Thus, the community-based, comprehensive, integrated and coordinated PACE model of care has a 
proven track record of providing high quality care to the frailest segment of the dual-eligible 
population. While not all dually eligible beneficiaries require the intensive services provided by PACE, 
for those who do, PACE offers the only true home and community-based alternative to permanent 
nursing home placement.  
 
As such, NPA wholeheartedly believes it is in the best interest of our nation for PACE to be included in 
your forthcoming policy discussions and drafting. Facilitating enhanced access to and increased use of 
PACE among dually eligible beneficiaries and all others meeting the enrollment criteria improves care 
outcomes, decreases cost and relieves caregiver burden. Additional federal actions would help reduce 
ongoing systemic barriers to increase the scale, spread and scope of the PACE care model so that many 
more older adults and those living with disabilities may be served. We encourage you to visit our 
website and view one or more vignettes from the series entitled Before I Found PACE illustrating the 
impact of PACE on several participants in their own words. NPA and the PACE community overall are 
eager to work with you to improve the health status of dually eligible individuals; we look forward to 
discussing our comments on RFI below at your convenience.  
 
Thank you in advance for considering our perspectives, which are attached. Should you like to schedule 
a meeting or need additional information, please contact Francesca Fierro O’Reilly, vice president, 
Advocacy, at either FrancescaO@npaonline.org or 202-409-6571. 
 
Sincerely, 

   
Shawn M. Bloom  
President and CEO  
National PACE Association  
 
  

Commented [KP1]: I would include something here 
strongly reiterating that their policy focus include PACE in 
their broader discussions.   

https://pubmed.ncbi.nlm.nih.gov/24417503/
https://pubmed.ncbi.nlm.nih.gov/24417503/
https://experts.umn.edu/en/publications/variations-on-a-theme-called-pace
https://www.npaonline.org/pace-you/i-found-pace
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Reponses of the National PACE Association to the November 22, 2022, 
Request for Information on Improving Coverage for Dually Eligible Beneficiaries 

 
 
Question 1 How would you separately define integrated care, care coordination, and aligned 
enrollment in the context of care for dually eligible beneficiaries? How are these terms similar and 
how are they different? 
Integration of care addresses the management of benefits for dually eligible beneficiaries across both 
Medicare and Medicaid, while aligned enrollment refers to a shared payer source. Coordination of care 
refers to the intentional organization of care coupled with deliberate communication pathways about 
that care seeking to increase patient safety and efficiency. Alignment, coordination and integration are 
important individually, but when combined are greater than the sum of its parts. The blend of the 
three enhances the strengths of each, while simultaneously ameliorating their weaknesses. PACE spans 
the definition of all terms – integrated, coordinated and aligned – making the model of care ideal for 
meeting the multifaceted needs of medically complex dually eligible beneficiaries. 
 
Question 2 What are the shortcomings of the current system of care for dual eligibles? What specific 
policy recommendations do you have to improve coordination and integration between the 
Medicare and Medicaid programs?  
Although NPA cannot speak to the shortcomings of the entire care system for dually eligible 
beneficiaries, for those needing a nursing home level of care, despite significant efforts by federal and 
state governments institutional placements still predominate. We strongly believe PACE as an 
integrated, coordinated and aligned model of care is highly effective and efficient in caring for dually 
eligible beneficiaries at the nursing home level of care in the least restrictive setting they prefer-- 
home. Therefore, NPA recommends Congress direct CMS to make PACE a mandatory benefit under 
Medicaid rather than a State option, so that this innovative model of care may be available in all 50 
states to eligible dually eligible beneficiaries in addition to other Medicaid or Medicare beneficiaries. 
 
Of the 2.2M lower-income older adults estimated to need LTSS, PACE organizations serve just 3% 
approximately. Given that Medicaid continues to be the primary source of coverage for long-term 
services and supports (LTSS), it is critical for our nation to encourage increased use of evidence-based, 
efficient and cost-effective care models, such as PACE. The Kaiser Family Foundation found Medicaid 
paid for more than half (52%) of all LTSS in 2018 at a cost of $196.9 billion. Increased use of PACE by 
eligible Medicaid beneficiaries will reduce LTSS program expenditures by States. On average, the cost 
of care for a beneficiary enrolled in PACE is 15 percent less per person per month than the costs the 
state Medicaid programs otherwise would incur to provide services to these individuals as of January 1, 
2021.   
 
Additionally, NPA understands dually eligible beneficiaries commonly encounter a complicated 
landscape of service options with few readily available sources of definitive information. It is essential 
States provide plentiful, widely accessible and robust assistance to Medicaid beneficiaries and their 
families as they explore the public and private programs available to them, navigate eligibility and 
enrollment requirements and weigh other factors that affect their ability to live independently.  
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The options counseling process is designed to educate individuals about the range of care modalities 
available and to render assistance in selecting the option that will best meet their needs. The final 
product of options counseling may be the development of a unique, person-centered plan of care, 
HCBS, enrollment in a PACE program, or selection of another home and community-based service or 
long-term care services and supports option. Given the unique needs of each individual, there is no 
single “correct” approach to options counseling. Even if an individual has received options counseling 
in the past, they may require additional options counseling as personal needs and circumstances 
change.  
 
Therefore, NPA urges Congress to require the options counseling offered by States must both promote 
and protect the interests of consumers, caregivers, providers, policymakers and taxpayers. To ensure 
their integrity and success, all proffered options counseling efforts must be comprehensive, 
competent, conflict-free, as well as continuous and timely.   

• Comprehensive: Individuals should be informed about the full range of options available to them that 

could meet their needs.  

• Competent: Options counselors must be knowledgeable, experienced, trusted, and compassionate 

individuals. 

• Conflict-Free Options: Counseling and enrollment organizations must be unbiased and conflict free 

without any financial, organizational or other relationship with LTSS providers, health plans and 

sponsors. 

• Continuous and Timely Options: Counseling should be offered to all individuals prior to their enrollment 

in a plan with sufficient time to consider and weigh all options.  

Notably, in two successive studies of State options counseling services, NPA found access to options 
counseling is limited and in that counseling awareness of PACE as an option was even more lacking. 
And when counselors were aware of PACE, their understanding of the services offered was generally 
poor. Hence, states should couple quality options counseling with “no-wrong-door” policies and strong 
ombudsman processes to make sure dually eligible beneficiaries as well as others have timely access to 
this critically important information. 
 
Question 3 In your view, which models have worked particularly well at integrating care for dual 
eligibles, whether on the state level, federal level, or both? 
NPA’s perspective is the PACE model of care works well on both the federal and state levels, and that 
view is held by others. A 2021 study, Comparing Outcomes for Dual Eligible Beneficiaries in Integrated 
Care: Final Report, conducted by the HHS Office of the Assistant Secretary for Planning and Evaluation 
Office of Behavioral Health, Disability, and Aging Policy (ASPE) compared selected measures of service 
utilization and outcomes for dually eligible beneficiaries in D-SNPs, FIDE-SNPs, or PACE to other dually 
eligible beneficiaries enrolled in nonintegrated MA plans. ASPE found the following: 
 
“The PACE program, known for its focus on HCBS provision and full integration of a range of medical 
services and LTSS, stands out from our analysis as a consistently “high performer.” We found that full-
benefit dual eligible beneficiaries in PACE are significantly less likely to be hospitalized, to visit the ED, 
or be institutionalized, while their mortality risk is not significantly higher, compared to regular MA 
enrollees.”  

https://www.npaonline.org/options-counseling
https://aspe.hhs.gov/sites/default/files/documents/9739cab65ad0221a66ebe45463d10d37/dual-eligible-beneficiaries-integrated-care.pdf
https://aspe.hhs.gov/sites/default/files/documents/9739cab65ad0221a66ebe45463d10d37/dual-eligible-beneficiaries-integrated-care.pdf
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The BPC recently issued a report entitled “Improving Access to and Enrollment in Programs of All-
Inclusive Care for the Elderly (PACE),” augmenting their prior work on integrating care for dually 
eligible beneficiaries It states PACE is “especially well equipped to address the complex care needs of 
dually eligible individuals. Both the interdisciplinary team approach and fully capitated financing allows 
providers to continuously address the full scope of participants’ medical and nonmedical needs within 
a flexible budget, and within the community.” BPC further concluded “the PACE model appears to be 
particularly effective at (i) addressing excessive, inappropriate, and sometimes dangerous health care 
utilization rates; (ii) improving participants’ health outcomes and reducing disparities; and (iii) 
moderating spending on long-term care.” 
 
These findings are corroborated by other studies. A Journal of the American Geriatrics Society study 
found PACE beneficiaries had a 24% lower hospitalization rate than dually eligible beneficiaries who 
receive Medicaid nursing home services as well as a rehospitalization rate that was 16% less than the 
national rehospitalization rate of 22.9 percent for dually eligible beneficiaries aged 65 and over. The 
same study also found for potentially avoidable hospitalizations, the rate for PACE participants was 
44% lower than that for dually eligible Medicaid nursing home residents. Another study found PACE 
participants, on average, experienced less than one emergency department visit per member, per year. 
 
Question 4 After reviewing these models, would you recommend building upon current systems in 
place (e.g. improving aligned enrollment and/or coordination of care between two separate 
Medicare and Medicaid plans) or starting from scratch with a new, unified system that effectively 
assigns each beneficiary to a primary payor based on their needs? 
NPA recommends building upon and enhancing current systems for those dually eligible beneficiaries 
at the nursing home level of care. One example is the recommendations provided by the Duke-
Margolis Center for Health Policy to the State of North Carolina as it transitions full benefit dually 
eligible NC residents into Medicaid managed care by 2026; the use of PACE featured prominently in the 
recommendations; copy attached. 
 
Question 8 What is the best way to ensure that this system takes into account the diversity of the 
dually eligible population and is sufficiently targeted to ensure improved outcomes across each sub-
group of beneficiaries? 
Deliberately recognizing and providing culturally competent care is one strategy NPA strongly 
recommends to ensure the needs of diverse populations are met. Indeed, PACE was founded for that 
very reason — because no existing program could meet the needs of Asian and Pacific Islander 
American elders in their homes in the Chinatown and North Beach communities of San Francisco. As a 
result, the flexibility of the PACE model coupled with reverence, recognition and understanding 
ensures all PACE organizations enthusiastically embrace linguistic, racial, ethnic, cultural and social 
diversities among their participants. This core philosophy is reflected in the wide range of locales 
offering PACE. Some are urban, some rural, some a combination. Primary languages vary from English, 
Spanish, and Mandarin to American Sign Language as do dietary offerings and observed holidays. 
 
A recent Bipartisan Policy Commission (BPC) report on expanding access to PACE cites a study 
highlighting this strength. “PACE’s potential to reduce health disparities between white and racial and 

https://bipartisanpolicy.org/wp-content/uploads/2022/10/BPC_PACE_Report_Final.pdf
https://bipartisanpolicy.org/wp-content/uploads/2022/10/BPC_PACE_Report_Final.pdf
https://pubmed.ncbi.nlm.nih.gov/24417503/
https://healthpolicy.duke.edu/sites/default/files/2022-10/NC%20Medicare-Medicaid%20Integration%20Advancing%20Whole-Person%20Care_2.pdf
https://healthpolicy.duke.edu/sites/default/files/2022-10/NC%20Medicare-Medicaid%20Integration%20Advancing%20Whole-Person%20Care_2.pdf
https://bipartisanpolicy.org/wp-content/uploads/2022/10/BPC_PACE_Report_Final.pdf
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ethnic minority adults with long-term care needs. . . . There has been a disproportionate increase of 
racial and ethnic minorities utilizing nursing home care, and research shows that racial and ethnic 
minorities have poorer health outcomes than their white counterparts in nursing homes. The study 
found that PACE aligned with the needs of elderly racial and ethnic minorities with chronic conditions 
partially because PACE organizations have increased flexibility to provide culturally competent care.” 
 
Enhancing access to PACE is not only critical to accelerating improved health outcomes and care 
efficiencies in dually eligible individuals and others. Providing equitable alternatives to institutional 
care – especially among racial and ethnic minority adults with disproportionately increased nursing 
home enrollment and poorer health outcomes – ensures that all individuals have a “fair and just 
opportunity to attain their optimal health,” according to the BPC. 
 
Question 10 There are individuals who can, or must, expend their assets on medical care until they 
financially qualify as dually eligible. Such spending can get these individuals access to long-term care 
under Medicaid, which Medicare would not cover. Another pathway to eligibility involves Medicaid 
beneficiaries who develop End-Stage Renal Disease (ESRD) and become Medicare eligible. Is there 
data that demonstrates the cost-effectiveness of providing select supplemental benefits to Medicare 
Advantage beneficiaries that may help them avoid becoming Medicaid eligible through high 
spending on medical care? For Medicaid beneficiaries with risk factors for developing ESRD, such as 
chronic kidney disease, diabetes mellitus, hypertension, etc., which targeted care strategies have 
been proven to be effective at delaying development of ESRD and, in so doing, of Medicare eligibility 
until they turn 65 years old? Please share data on the costs vs. benefits of these interventions. 
PACE has been recommended by the Commonwealth Fund as a strategy to meet the needs of those 
adults living with End-Stage Renal Disease (ESRD), other comorbidities and functional impairments. 
Their research found 69% of this population are high cost and high need. 
 
Question 11 How does geography play a role in dual coverage? Are there certain coverage and care 
management strategies that are more effective in urban areas as compared to rural areas? 
NPA understands the majority of dually eligible beneficiaries, 79%, reside in urban areas while 21% live 
in rural areas. As you can see from the map below, the 149 PACE organizations, as of December 1, 
2022, are located in both rural and urban settings. Given the proven ability to serve rural and urban 
localities, NPA urges Congress pass policy changes enabling increases in the spread, scale and scope of 
PACE. 
 
 

 

https://www.commonwealthfund.org/publications/issue-briefs/2020/oct/expanding-pace-model-high-need-high-cost
https://www.healthmanagement.com/blog/advancing-health-equity-and-integrated-care-for-rural-dual-eligibles/
https://www.healthmanagement.com/blog/advancing-health-equity-and-integrated-care-for-rural-dual-eligibles/
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Some examples include but are not limited to: 
 
Supporting Access to PACE in Current Service Areas 

a. Permit mid-month Medicare beneficiary enrollment in PACE.*# 
b. Replace the application requirement for a currently operating PACE organization to add a new PACE 

center in its existing service area with a notification requirement. 
c. Abolish the hardship or extraordinary circumstance requirement for participant use of an alternative 

care setting. 
d. Remove assignment of interdisciplinary team to a PACE center. 
e. Allow PACE participants to be assigned to an interdisciplinary team instead of a PACE center. 
f. Include assessment of alternative care site use and availability in determining the capacity of a PACE 

organization. 
g. Facilitate participant interdisciplinary team assessments by telehealth. 

 
Supporting Access to PACE in New Communities 

a. Remove quarterly restriction for submission of new PACE organization applications.*# 
b. Remove quarterly restriction for applications for service area expansions.*# 
c. Expand rural exemption for mandatory access to a PACE center. 
d. Allow PACE organizations to have multiple service area expansion applications under CMS review 

simultaneously.*# 

 
Piloting PACE for Populations with Similar Care Needs 

a. PACE-specific pilots for individuals under age 55 with living with the following conditions*#: 
i. physical disabilities; 

ii. intellectual or developmental disabilities; 
iii. behavioral health needs; and 
iv. End-Stage Renal Disease. 
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b. Implement PACE-specific pilots for individuals with Alzheimer’s disease and related dementias across 
the lifespan. 

 
Make PACE Organizations Eligible Entities for Participation in Health Resources and Services 
Administration Grant Programs and Other Initiatives 

a. Ensure the Federal Office of Rural Health Policy considers PACE programs to be eligible to participate in 
the Rural Health Network Development Planning Program, the Rural Health Network Development 
Program and the Rural Health Care Services Outreach Grant Program, among others. Partnerships 
between PACE organizations, Critical Access Hospitals, Federally Qualified Health Centers and other 
provider entities should be encouraged. 

b. Instruct the Bureau of Health Workforce to include PACE programs operating in health professions 
shortage areas as auto-approved National Health Service Corps (NHSC) sites. Then POs designated as 
such sites may employ health professionals receiving NHSC loan repayment and scholarship assistance. 

c. Encourage the Office for the Advancement Telehealth to include PACE programs as eligible providers for 
Telehealth Network Grant Program, among other initiatives. 

 

Concepts marked with an asterisk were included in the PACE Plus Act (S. 1162, H.R. 6770) and those 
with a hash mark were included in the PACE Expanded Act (S. 3626, H.R. 9209) in the 117th Congress. 
NPA deeply appreciates the leadership of Sens. Tim Scott and Bob Casey on the PACE Expanded Act in 
addition to Sen. Casey on the PACE Plus Act and looks forward to the reintroductions of these bills in 
the 118th Congress. 
 

 
 
 
 
 


