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NPA Congressional Requests
U.S. Senate
1. Co-Sponsor the PACE Plus Act (S. 1162)
2. Co-Sponsor the Ensuring Parity in MA for Audio-Only Telehealth Act (S. 150)

U.S. House
1. Co-Sponsor the Ensuring Parity in MA for Audio-Only Telehealth Act (H.R. 2166)

For more information, contact Francesca Fierro O’Reilly, VP, Advocacy at FrancescaO@npaonline.org or 703-535-1537.
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Enable More Older Americans to Age in Place:
Cosponsor the PACE Plus Act, S. 1162
Programs of All-Inclusive Care for the Elderly (PACE®)
face many systemic challenges and obstacles to growth
and expansion. If these barriers were eliminated, PACE
organizations could serve many more of the 10 million
people age 55 and over needing long-term care services
and supports, rather than just the nearly 55,000, or 0.001
percent, currently enrolled. The PACE Plus Act not only would
eradicate most federal impediments but encourage the
expansion of existing PACE programs and the establishment
of new ones. The National PACE Association (NPA), on behalf
of our 119 PACE programs, requests your support of the
PACE Plus Act.

Background

PACE programs enable people age 55 and over with
chronic, complex medical conditions to live at home safely,
despite needing a nursing home level of care. Through the
innovative and integrated PACE model of care, program
participants receive the entire continuum of Medicare
services, Medicaid services, and any other services or
supports determined to be medically necessary to maintain
or improve their health status from 138 organizations in 30
states. PACE meets the needs of each individual participant
through a personalized care plan that is developed and
delivered by an interdisciplinary team of health care
providers 24 hours a day, seven days a week, 365 days a
year. Most participants (90 percent) are dually eligible for
Medicare and Medicaid, but less than 1 percent are just
Medicare eligible.
U.S. Census Bureau projections show the population of
older Americans (age 65 and over) will continue to swell
to 77 million by 2034, when for the first time it will surpass
the number of Americans under age 18 (76.5 million).i By
2029, approximately 14.4 million middle-income adults,
representing 43 percent of all aging adults,ii will be seeking
ways to obtain the care they need outside of Medicaid since
an estimated 20 percent will have high health care and

functional needs, while 60 percent will experience mobility
limitations.
According to the Commonwealth Fund, 83 percent of adults
with high needs have public health insurance, 20 percent
are dually eligible for Medicare and Medicaid, 50 percent
are Medicare beneficiaries,iii and 13 percent are Medicaid
beneficiaries. Considering this significant reliance on Medicare
and/or Medicaid among those with high health care needs, it is
critical for our nation to encourage increased use of evidencebased, proven, cost-effective care models such as PACE.
PACE is well suited to meet the needs of dually eligible
beneficiaries, Medicaid-only beneficiaries and Medicare-only
beneficiaries. However, there are several barriers that impede
Medicare beneficiaries from readily accessing PACE. A recent
report from the Milken Institute states, “67 percent of adults
55 and older with complex care needs cannot access a PACE
program due to geographic, financial and regulatory barriers.”iv
The PACE Plus Act, if enacted, would eliminate many of the
identified barriers and facilitate increased access by Medicare
beneficiaries to this proven model of care. The bill also
streamlines some of the administrative challenges experienced
by PACE organizations as they seek to grow and expand to
serve more aging adults and people with disabilities.

Summary
Allow Medicare Beneficiaries to Access PACE Organizations
in States Not Exercising the Option to Establish PACE in Their
Medicaid State Plan

Currently, PACE organizations can operate only in states that
have added the PACE program to their Medicaid plans and
agree to enter into three-way PACE program agreements with
PACE organizations and the Centers for Medicare & Medicaid
Services (CMS). To date, 18 states have not elected PACE as a
state option, so Medicare beneficiaries do not have access to
the program in those states. Allowing for two-way agreements
would enable Medicare beneficiaries to enroll in PACE and
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have their long-term services and support needs met and
coordinated with their medical care and other recommended
services without spending down to Medicaid. (See Section 3.)

Make PACE More Affordable to Medicare Beneficiaries by
Permitting PACE Organizations Flexibility in Setting Their Premiums

Existing regulations limit the ability of PACE organizations to
establish the monthly premiums charged to Medicare-only
beneficiaries since the amounts must be set in accordance with
their Medicaid rates for dually eligible beneficiaries. Paying an
average rate may make sense for Medicaid, which funds care
for many, but tying the cost charged to an average does not
make sense for individual Medicare beneficiaries. Since they
are paying out of pocket for PACE, Medicare beneficiaries
should be able to pay a rate reflecting their individual health
status and corresponding level of need. Allowing Medicare
beneficiaries to pay a capitation rate consistent with their
health status will better align their needs with their costs and
result in improved affordability of PACE services. Additionally,
giving PACE organizations the flexibility to set Medicare-only
premiums according to a beneficiary’s needs allows for greater
alignment with consumer demand. (See Section 5.)

Enable PACE Enrollment at Any Time

Currently, PACE programs may enroll beneficiaries only on
the first of the month. The bill would enable PACE programs
to enroll a Medicare-only beneficiary on the date the signed
enrollment agreement is received. In addition, dually eligible
beneficiaries would be able to enroll in PACE any time if
permitted by their state. Payments by Medicare and/or
Medicaid would be prorated in accordance with the date of
enrollment. Allowing enrollment at any time would shorten the
waiting time before enrollment and make PACE a viable option
for more older adults and their families. (See Section 4.)

Streamline PACE Applications and Approvals

CMS accepts applications just once a quarter for new PACE
programs and for existing programs seeking to establish a

new center within its current service area or to expand into
a new service area. The PACE Plus Act would eliminate this
arbitrary requirement so applications of all types could be
submitted faster. It also reduces the time CMS has to approve,
deny, or request more information on an application to 45
days, after which an application is deemed approved. If
further clarification is sought, the application will be deemed
approved within 45 days of CMS receiving the material, unless
the CMS secretary denies the application (See Section 6).

Facilitate Expansion of PACE Through Grants

Thirty grants of up to $1 million each would be awarded
to establish new PACE programs or expand existing ones
in rural or urban undeserved areas. Twenty grants of up
to $100,000 each would be made to states so they may
establish PACE programs (See Section 2).

Test the PACE Model of Care with New Populations

The bill allows pilots to test the PACE model of care with new
high-need and high-cost populations not currently eligible to
participate. Interested entities must perform an assessment
of their service area to identify which new populations would
be most appropriate to serve.

Enable States to Serve Expanded Populations with 90
Percent FMAP

Finally, the bill gives states offering PACE as a benefit
under Medicaid the opportunity to expand their eligibility
definition for PACE programs beyond those requiring a
nursing home level of care. Potential participants must
still be age 55 or over and live within the service area of
the PACE program but may include those with incomes no
greater than 150 percent of the poverty level and unable
to perform at least two activities of daily living or whatever
threshold a state may set. The costs of serving such
expansion populations would be covered primarily through
a 90 percent Federal Medical Assistance Percentage (FMAP)
(See Section 8).

Endnotes
i U.S. Census Bureau. (2018). Older People Projected to Outnumber Children for First Time in U.S. History. March 13.
ii Pearson, C.F., Quinn, C.C., Loganathan, S., Datta, A.R., Mace, B.B., Grabowski, D.C. (2019). The Forgotten Middle: Many Middle-Income Seniors Will Have
Insufficient Resources for Housing and Health Care, Health Affairs, 38 (5): 851-859.
iii Hayes, S.L., Salzberg, C.A., McCarthy, D., Radley, D.C., Abrams, M.K., Shah, R., Anderson, G.F. (2016). High-Need, High-Cost Patients: Who Are They and
How Do They Use Health Care? A Population-Based Comparison of Demographics, Health Care Use, and Expenditures. The Commonwealth Fund. Issue
Brief, Appendix 1a, August.
iv Davis, D., Servat, C. (2021). New Approaches to Long-Term Care Access for Middle-Income Households.
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Program of All-Inclusive Care for the Elderly Plus Act
(PACE Plus Act, S. 1162)
Why do we need the PACE Plus Act?
Roughly 14 million Americans have a serious health problem that requires long-term services
and supports (LTSS). Over half of the individuals that require LTSS are ages 65 and up, yet few
options exist to support seniors and people with disabilities as they age in their homes and
communities. Medicaid is one option that offers States several pathways to provide home and
community-based services (HCBS), but more than 800,000 individuals are on waitlists to
receive these much needed services. The Program of All-Inclusive Care for the Elderly (PACE) is
an alternative model of care to traditional HCBS that relieves pressure on Medicaid HCBS
waitlists.
PACE provides comprehensive care for low-income seniors and people with disabilities ages 55
and up by integrating Medicare coverage and Medicaid LTSS. PACE’s interdisciplinary approach
and wrap-around care enables 55,000 individuals across 30 States to remain in their homes,
which is overwhelmingly where they prefer to live. PACE programs provide health care and
supportive services for some of the most medically-complex individuals, resulting in fewer
hospitalizations and visits to the emergency room, as well as reduced caregiver burden.
Although the PACE model has existed nationally for more than 25 years, PACE programs have
not had the flexibility and support they need to expand services and test new and innovative
models of service delivery.

What will the PACE Plus Act do?
The PACE Plus Act would bolster the PACE model of care by:
•

Increasing the number of PACE programs nationally by making it easier for States to
adopt PACE as a model of care and providing grants to organizations to start PACE
centers or expand existing PACE centers;

•

Expanding the number of seniors and people with disabilities eligible to receive PACE
services by ensuring individuals with a high-level of care need are eligible for PACE and
incentivizing States to grow their PACE programs; and

•

Reducing the administrative burden on PACE programs through improved technical
assistance and streamlined application processes.

Supporters: National PACE Association, Alzheimer’s Association, Alzheimer’s Impact

Movement, American Association on Health and Disability, Community Catalyst, Easterseals,
Florida PACE Providers Association, Justice in Aging, Lakeshore Foundation, LeadingAge,
MassPACE Association, National Association of councils on Developmental Disabilities, New
Jersey Hospital Association, New Jersey PACE Association, North Carolina PACE Association,
PACE Association of Michigan, Pennsylvania LIFE Provider Alliance, Trinity Health PACE, Virginia
PACE Alliance, West Health Institute
Updated April 25, 2021

Program of All-Inclusive Care for the Elderly Plus Act
(PACE Plus Act, S.1162)
SECTION 1. SHORT TITLE.
This Act may be cited as the “Program of All-Inclusive Care for the Elderly Plus Act” or the
“PACE Plus Act”.

SECTION 2. PACE EXPANSION GRANT PROGRAM.
(a)

Definitions.

(b)

Establishes eligibility and use of funds criteria on a grant program for new or
expanding PACE programs in rural or underserved urban areas with an award
amount to not exceed $1 million per site for a maximum of 30 awards.

(c)

Not later than 60 months after enactment the Secretary shall submit to Congress a
report containing the evaluation of the experience of grant recipients.

(d)

Establishes eligibility and use of funds criteria on a grant program to States seeking
to establish PACE programs with an award amount not to exceed $100,000 per State
for a maximum of 20 awards.

SECTION 3. TWO-WAY PACE AGREEMENTS.
(a)

Codifies the ability of PACE programs to operate in a State that has not elected PACE
as a State Medicaid benefit to serve Medicare-only beneficiaries.

(b,1)

For a PACE provider operating in a State that has not elected PACE as a State
Medicaid benefit, the Secretary shall administer provisions with which the State would
normally oversee.

(b,2)

For a PACE provider operating in a State that has not elected PACE as a State
Medicaid benefit, the assessment of whether an individual requires the level of care
equivalent to that of a nursing facility shall be made by an independent entity based
on a level of care assessment tool used by the State.

SECTION 4. ANYTIME ENROLLMENT IN PACE.
(a,1)

Ensures a PACE program eligible individual is, under Medicare, eligible to enroll in
PACE effective on the date the PACE provider receives the eligible individual’s signed
enrollment agreement. Clarifies that in the case of a dual eligible beneficiary, anytime
enrollment shall only apply if the State in which the individual resides has elected to
institute anytime enrollment.

(a,2)

Specifies that if a PACE program eligible individual is enrolled in PACE on an effective
date that is not the first day of a month, the Medicare capitation amount received by
the PACE program shall be prorated.

(b,1)

Permits States to elect anytime enrollment under Medicaid and ensures that if a State
elects anytime enrollment the eligible individual is able to enroll in PACE effective on
the date the PACE provider receives the eligible individual’s signed enrollment
agreement.

(b,2/3)

Specifies that if a State elects anytime enrollment under Medicaid and the PACE
program eligible individual is enrolled in PACE on an effective date that is not the first
day of the month, the Medicaid capitation amount received by the PACE program
shall be prorated.

SECTION 5. IMPROVING ACCESS TO AND AFFORDABILITY OF PACE PROGRAMS
FOR MEDICARE BENEFICARIES WHO ARE NOT DUAL ELIGIBLE BENEFICIARIES
THROUGH FLEXIBILITY IN RATE SETTING FOR SERVICES NOT COVERED BY
MEDICARE.
(a,1)

Codifies that in the case of a Medicare-only PACE program eligible individual, the
PACE provider may charge the participate a monthly capitation payment for Medicaid
long-term services and supports.

(a,2)

Outlines that a Medicare-only PACE program participant’s monthly capitation payment
for Medicaid long-term services and supports shall be determined by the PACE
provider based on an assessment and take into account the level of care needs of the
participant. The monthly capitation amount may be adjusted not more frequently
than once a quarter based on the participant’s needs.

(a,3)

Clarifies participant protections, including that a provider shall disclose to the PACE
program eligible individual the capitation payment amounts that may be charged and
the assessment tool that will be used. Also outlines PACE program participants rights
to seek review of on their level of care assessment.

SECTION 6. PACE SITE APPROVAL AND EXPANSION.
(a)

Establishes that PACE providers may submit new provider and service area
expansion applications to the Centers for Medicare and Medicaid services at any
time. Clarifies that the PACE provider must have their interdisciplinary team in place
at the time the center becomes operational and provide assurances that personnel
will commensurate with enrollment to full projected census. All applications are
deemed approved within 45 days unless the Secretary denies the application or
seeks further clarification.

SECTION 7. PACE PILOT.
(1)

Establishes the testing of a national PACE pilot on expanded eligibility for high-need
and high-cost populations that are not otherwise eligible to participate in PACE.

(2)

Outlines the parameters of such pilot to improve health and reduce cost, including
that PACE providers shall receive fixed monthly capitated rates through both
Medicare and State Medicaid programs for all services provided and that PACE
providers shall partner with non-PACE providers such as Area Agencies on Aging,
Centers for Independent Living, local hospitals and non-hospital providers to

effectively reach the targeted population. Further requires PACE providers interested
in participating in such pilot to conduct a survey or needs assessment of their
service area to determine the most appropriate high-need high-cost population with
which to expand eligibility and ensures technical assistance will be available to PACE
providers interested in said pilot.

SECTION 8. STATE OPTION TO EXPAND ELIGIBILITY FOR PACE PROGRAM.
(l,1)

Provides State Medicaid agencies the option to expand the definition of PACE program
eligible individuals beyond those deemed to require a nursing home level of care.

(l,2)

Retains existing eligibility requirements of aged 55 years and older and residency
within service area of the PACE program. Enables States to extend eligibility to
include an individual that is unable to perform at least two (or such higher number as
the State may establish) actives of daily living and with an income that does not
exceed 150 percent federal poverty.

(l,3)

Clarifies that a State is only eligible to participate if they have agreed to offer PACE as
a Medicaid benefit.

(l,4)

Provides States a 90 percent FMAP to cover such expanded eligibility.

SECTION 9. COORDINATION WITH THE FEDERAL COORDINATED HEALTH CARE
OFFICE.
(m)

Codifies the role of the Federal Coordinated Health Care Office as a point of contact
between State Medicaid agencies and the federal government, including staff and
offices at CMS for the purposes of implementing and operating PACE programs. The
office shall submit a report to Congress on the demographics of populations served
under PACE annually.
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Support Audio-Only Telehealth Parity for Programs
of All-Inclusive Care

Co-Sponsor the Ensuring Parity in MA and PACE for Audio-Only
Telehealth Act (H.R. 2166/S.150)
Issue

Diagnoses from audio-only telehealth services provided
by Programs of All-Inclusive Care for the Elderly (PACE)
during the Public Health Emergency (PHE) are not accepted
by the Centers for Medicare & Medicaid Services (CMS)
for risk adjustment purposes, unlike those obtained from
audio-visual telehealth visits. Since the beginning of the
PHE, a significant number of health care visits furnished by
PACE providers have shifted from face-to-face to audioonly telehealth to protect the health and safety of PACE
participants and staff. Without including the numerous
diagnoses from these audio-only encounters for risk
adjustment purposes, the data set CMS relies on to calculate
future monthly Medicare payments for PACE will be markedly
incomplete, thereby causing inaccurate payments.

Recommended Action

Co-sponsor the Ensuring Parity in MA and PACE for AudioOnly Telehealth Act of 2021 (H.R. 2166) and the similar Senate
bill (S. 150). This legislation will rectify the existing inequity
by requiring CMS to include diagnoses generated by audioonly telehealth services for PACE and Medicare Advantage
(MA) risk adjustment purposes during the PHE. It is critical
that PACE organizations not be penalized through erroneous
future Medicare payments for efforts to actively minimize
participant and staff exposure to COVID-19 and mitigate the
spread of the virus through the appropriate use of audio-only
telehealth services.

Background

The guiding principle of PACE is to maintain the
independence of program patients, known as participants,
in their homes and communities for as long as possible. A

wholly integrated, highly coordinated, person-centered and
provider-led model of care, PACE serves among the most
vulnerable of Medicare and Medicaid beneficiaries, medically
complex adults age 55 and over who are certified by their
state as requiring a nursing home level of care. The fully
comprehensive spectrum of services required to be provided
by PACE organizations – either directly by PACE staff or
through contracts with hospitals, nursing facilities and other
providers – spans all Medicare Parts A, B and D benefits, all
Medicaid-covered benefits, and any additional services or
supports determined to be medically necessary to maintain
or improve the health status of participants. Primary care,
nursing, therapy services, social services, behavioral health
services, door-to-door transportation, home care, personal
care, meals and adult day care are among the services that
are furnished routinely.
PACE is the lifeline that enables frail, older program
participants to live at home instead of in a nursing facility,
with 95 percent of participants living safely in the community.
The capitated and fully risk-bearing payment methodology of
PACE provides a strong incentive for PACE organizations to
avoid duplicative or unnecessary services while encouraging
the use of appropriate community-based alternatives to
hospital and nursing home care. PACE programs receive a
prospective payment on a per participant, per month basis.
Therefore, accurate risk adjustment is essential to ensuring
PACE Medicare payment rates are sufficient to cover the
costs of furnishing covered services to the entirely high-cost,
high-need population of PACE organizations.
Since the beginning of the COVID-19 pandemic, PACE
organizations and many other Medicare providers utilized
telehealth to deliver many of the services normally provided
face-to-face to protect both their highly vulnerable
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participants and staff from COVID-19. The increase in

Additionally, PACE participants often live with financial,

the pandemic, just 13,000 fee-for-service (FFS) Medicare

to audio-visual technology and the capability to use it.

telehealth visits was staggering. CMS shared that before
beneficiaries per week received a telehealth service.

By March 2020 the incidence of such services jumped

12,000 percent, with approximately 1.7 million Medicare
beneficiaries receiving a telehealth service each week.

While diagnoses resulting from in-person visits and audio-

visual telehealth services may be submitted to the CMS Risk

Adjustment Processing System (RAPS) or the Encounter Data
Reporting System (EDRS), NPA is extremely concerned that
diagnoses from audio-only telehealth services delivered
during the COVID-19 pandemic are not eligible for

submission. CMS found that of the 9 million FFS Medicare

beneficiaries receiving a telehealth service from mid-March
to mid-April 2020, 3 million (one-third) received an audioonly telehealth service. Audio-only telehealth is prevalent
for PACE programs, given the highly medically complex
population served.

physical and cognitive challenges that limit both their access
Ninety percent of PACE participants are dually eligible for
Medicare and Medicaid, and 50 percent have a diagnosis
of dementia. Most participants do not own smartphones,

tablets or computers, and Wi-Fi or broadband internet access
is very limited. Many PACE participants have physical and/or

cognitive limitations that make it difficult for them to operate
the hardware and software required for an audio-visual

telehealth visit. In addition, many PACE participants require
language translation services that may be available only via
telephone.

Due to the extended duration of the ongoing PHE, if audioonly telehealth encounters are not included in RAPS and

EDRS, a notable portion of the data set will be missing for
the risk adjustment calculations of PACE payments going
forward, causing payments to be markedly inaccurate.

The Pew Research Center found 91 percent of seniors use

Need for Action

are needed for audio-visual telehealth. Moreover, only 60

during the PHE by allowing diagnoses made by eligible

cell phones, but only 53 percent have smartphones, which

It is imperative to ensure the accuracy of PACE payments

percent of individuals age 65 and over have internet access,

providers during audio-only telehealth visits to be submitted

according to ASPE. Dual-eligible individuals living in the

community experience even greater challenges. More than
half (53 percent) rarely use the internet, compared to 27
percent of Medicare-only beneficiaries.

for risk adjustment via RAPS or EDRS. Please co-sponsor H.R.
2166/S.150 so that diagnoses from audio-only telehealth

services will be utilized, along with others, to risk-adjust PACE
Medicare payments for the duration of the PHE.
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PACE

NUMBERS

by the

Programs of All-Inclusive Care for the Elderly

PACE IS GROWING

PACE ENROLLMENT ELIGIBILITY
• Age 55 and over
• Live in the PACE service area
• Certified to need nursing home care
• Able to live safely in the community
with PACE support at time of enrollment

PACE ENROLLMENT APPROXIMATELY 55,000

30 states have PACE programs

138
272

60,000

55,000

Sponsoring
Organizations

50,000

45,000

40,000

35,000

30,000

25,000

PACE Centers

20,000

15,000

10,000

as of March 2021

2012

2013

2014

2015

2016

2017

2018

2019

2020

PACE SERVES OUR SENIORS

95

77

% Live in the community
15%

69%
31%

55-64

WOMEN

65+

MEN

85%

Average age

NEED HELP WITH ACTIVITIES OF DAILY LIVING
Dressing

Bathing

Transferring

1-2: 26%

Toileting

Eating

Walking

5-6: 33%

3-4: 24%

Average number of ADLs with which participants need assistance

PACE IS AN INNOVATIVE MODEL OF CARE
Physical
therapist

PACE

Registered
nurse
Recreation
therapist

Master’s of
Social Work

Dietitian

PACE

Primary
care
provider

INTERDISCIPLINARY

TEAM

Across ALL
settings, PACE
integrates and
coordinates
care for
participants,
including
drugs,
transportation
and meals.

Occupational
therapist

PACE center
manager

Driver
Personal
care
attendant

Home care
coordinator

TOP 5 CHRONIC CONDITIONS OF PACE PARTICIPANTS
Vascular Disease
Major Depressive, Bipolar
and Paranoid Disorders
Diabetes with
Chronic Complication

5.8

Chronic
Conditions

Congestive Heart Failure

16

TRIPS
PER MONTH
PER PARTICIPANT

Chronic Obstructive
Pulmonary Disease

IN AN AVERAGE MONTH

6
7

Prescriptions
Visits to PACE Center

46

% Dementia

PACE
SERVES

21,918

MEALS
A DAY

$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$
$
$
PACE PARTICIPANTS
$
$
$
$
Are dually eligible for Medicaid and Medicare
$
$
$
$
Are Medicaid-only
$
$
$
$
Pay a premium (Medicare-only or other)
$
$
$
$
$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$$

90%
9%
1%

Support. Innovate. Lead.
npaonline.org

All data from the National PACE Association
March 2020
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Support. Innovate. Lead.

PACE Saves Taxpayer Dollars
States pay PACE programs

13%

LESS

than the cost of other
Medicaid services

• States pay PACE programs on average 13 percent less than the cost of caring for a comparable population
through other Medicaid services, including nursing homes and home and community-based waiver
programs.i
• In Medicare, payments to PACE organizations are equivalent to the predicted costs for a comparable
population to receive services through the fee-for-service program.ii

PACE Provides High-Quality Outcomes

• Reduced Hospital Admissions: A 24 percent lower hospitalization rate than dually-eligible beneficiaries who
receive Medicaid nursing home services.iii
• Decreased Rehospitalizations: 16 percent less than the national rehospitalization rate of 22.9 percent for
dually-eligible beneficiaries age 65 and over.iii
• Reduced ER Visits: Less than one emergency room visit per member per year.iv,v

ONLY

5

%

• Fewer Nursing Home Admissions:
Despite being at nursing home level of
care, PACE participants have a low risk of
being admitted to a nursing home.vi
• PACE participants receive better
preventive care, specifically with respect
to hearing and vision screenings, flu
shots and pneumococcal vaccines.vii

of nursing home-eligible
PACE participants currently
reside in a nursing homeiii

PACE

HOSPITAL

READMISSION
RATE

19.1

%

30-Day All-Cause Hospital Readmission Rates:
Comparable rate for all age 65 dual-eligible
enrollees is 22.9% and Medicare fee-for-service
beneficiaries is 19.6%.

PACE Provides a High Quality of Life
• The Institute of Medicine report titled “Retooling for an Aging America”
recognizes PACE as a model of care with the capacity to bring geriatric expertise
and care coordination to the needs of older adults.viii
• PACE was found to reduce family caregiver burden and provide support to
improve family caregiving.ix
• There is high caregiver satisfaction. More than 96 percent of family members are satisfied with the support
they receive through PACE, and 97.5 percent of family caregivers would recommend PACE to someone in a
similar situation. While nearly half of family members reported a high caregiver burden at the time their
loved one enrolled in PACE, more than 58 percent experienced less burden after enrollment.ix

97.5%

of family caregivers would
recommend PACE
to someone in a similar situation

• PACE enrollees are less likely to suffer depression. A study showed that
27 percent of new PACE enrollees scored as depressed on an
assessment administered before enrollment. Nine months later, 80
percent of those individuals no longer scored as depressed.x
• Participants rated their satisfaction with PACE as 4.1 out of 5.xi The
disenrollment rate is almost 5 percent less than Medicare Advantage
plans. xii,xiii

i

NPA Analysis of PACE Upper Payment Limits and Capitation Rates, March 2017.

Mathematica Policy Research. (2014). The Effect of PACE on Costs, Nursing Home Admissions and Mortality: 2006-2011. Evaluation prepared for U.S.
Department of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation, Office of Disability, Aging and Long-Term Care
Policy.

ii

Segelman, M., Szydlowski, J., Kinosian, B., et al. (2014). Hospitalizations in the Program of All-Inclusive Care for the Elderly. Journal of the American
Geriatrics Society, 62: 320-24.

iii

iv
v

Division of Health Care Finance and Policy, Executive Office of Elder Affairs. (2005). PACE Evaluation Summary. Accessed online on May 25, 2011.

Kane, R.L., Homyak, P., Bershadsky, B., et al. (2006). Variations on a theme called PACE. Journal of Gerontology Series A, 61 (7): 689-93.

Friedman, S., Steinwachs, D., Rathouz, P., et al. (2005). Characteristics predicting nursing home admission in the Program of All-Inclusive Care for Elderly
People. Gerontologist (2009). 45 (2): 157-66.

vi

Leavitt, M. (2009). Interim report to Congress. The quality and cost of the Program of All-Inclusive Care for the Elderly. Mathematica Policy Research
evaluation prepared for the Secretary of the U.S. Department of Health and Human Services for submission to Congress.
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PACE: Frequently Asked Questions
What is PACE?
The Program of All-Inclusive Care for the Elderly
(PACE®) is a comprehensive, fully integrated, providerbased health plan for the frailest and costliest members
of our society – those who require a nursing home level
of care. The PACE philosophy is centered on the belief
that it is better for frail individuals and their families
to be served in the community whenever possible.
Although all PACE participants are eligible for nursing
home care, 95 percent continue to live at home.

Who does PACE serve?
PACE serves almost 55,000 participants in 30 states (see
PACE in the States). PACE serves individuals who are
age 55 or over and certified by their state as needing a
nursing home level of care. The average participant is 76
years old and has multiple, complex medical conditions,
cognitive and/or functional impairments, and significant
health and long-term care needs. Approximately 90
percent are dually eligible for Medicare and Medicaid.
PACE participants must live in a PACE service area
and be able to live safely in the community with PACE
services at the time of enrollment.

What benefits does PACE offer?
PACE organizations provide the entire continuum of
medical care and long-term services and supports
required by frail older adults. These include primary and
specialty medical care; in-home services; prescription
drugs; specialty care such as audiology, dentistry,
optometry, podiatry and speech therapy; respite care;
transportation; adult day services, including nursing,
meals, nutritional counseling, social work, personal care,
and physical, occupational and recreational therapies;

and hospital and nursing home care, when necessary.
In short, PACE covers all Medicare Parts A, B and D
benefits, all Medicaid-covered benefits, and any other
services or supports that are medically necessary to
maintain or improve the health status of PACE program
participants.

What makes the PACE model unique?
» PACE Participants Are Served by a Comprehensive
Team of Professionals: Upon enrollment in PACE,
participants and their caregivers meet with an
interdisciplinary team (IDT) that includes doctors,
nurses, therapists, social workers, dietitians, personal
care aides, transportation drivers and others. Their
needs are assessed, and 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.
» PACE Participants Receive Regular, “High-Touch”
Care: PACE participants receive comprehensive
health and supportive services across a range of
settings. At the PACE center they receive primary
care, therapy, meals, recreation, socialization and
personal care. In the home PACE offers skilled care,
personal care supportive services, and supports such
as ramps, grab bars, and other tools that facilitate
participant safety. In the community PACE offers
access to specialists and other providers.
» PACE Is Both a Health Provider and a Health Plan:
PACE combines the intensity and personal touch
of a provider with the coordination and efficiency
of a health plan. IDT members deliver much of the
care directly, enabling them to personally monitor
participants’ health and respond rapidly with any
necessary changes. The PACE team also is responsible

The National PACE Association advances the efforts of PACE programs across the country.
675 N. Washington Street, Suite 300, Alexandria, VA 22314 • (703) 535-1565; FAX (703) 535-1566 • www.npaonline.org
For more information, contact Francesca Fierro O’Reilly at 703-535-1537 or FrancescaO@npaonline.org.

PACE: Frequently Asked Questions
to Congress: The Quality and Cost of the Program of
All-Inclusive Care for the Elderly,” Medicare costs for
PACE and a comparable group were analyzed for a
60-month period and found to be similar, suggesting
that Medicare capitation rates for PACE were set
appropriately.

for managing and paying for services delivered by
contracted providers such as hospitals, nursing homes
and specialists. For more information, see Core
Differences Between PACE and Medicare Advantage
and Core Differences Between PACE and SNPs.

How is PACE financed?

Similarly, the Medicaid statute requires that PACE rates
be set below the upper payment level for a similar
population. According to an analysis done by the
National PACE Association, PACE rates are 13 percent
less than the state costs of providing alternative services
to a comparable population. For additional information
on the quality and cost-effectiveness of PACE, see NPA
Analysis of PACE Upper Payment Limits and Capitation.

PACE organizations receive fixed monthly payments
from Medicare, Medicaid and private payers (for
program participants who are not dually eligible). These
funds are pooled, and care is provided following a
comprehensive assessment of a participant’s needs.
This bundled payment provides a strong incentive
to avoid duplicative or unnecessary services and
encourages the use of appropriate community-based
alternatives to hospital and nursing home care. For
more information, see Medicare and Medicaid Payment
to PACE Organizations.

How is PACE authorized and regulated?

» creation and implementation of a care plan that
addresses all health and long-term care needs;

Congress authorized PACE as a permanent Medicare
provider and Medicaid state option in the Balanced
Budget Act of 1997 by establishing Sections 1894 (42
U.S.C. 1395eee) and 1934 (42 U.S.C. 1396u-4) of the
Social Security Act. In the Deficit Reduction Act of 2005,
Congress established a program to expand PACE to
rural areas of the country. Regulatory authority for PACE
can be found in 42 CFR Part 460. Operationally, the
PACE program is unique and implemented through
three-way program agreements among the Centers
for Medicare & Medicaid Services (CMS), states and
PACE organizations. CMS and the state are responsible
for monitoring the operations, cost, quality and
effectiveness of PACE programs. For more information
about PACE regulatory requirements, see 42 CFR Part
460 and the CMS PACE Manual.

» communication and care coordination among all
those who provide care for the participant; and

Who sponsors PACE organizations?

How does PACE ensure quality care and
cost-effectiveness?
PACE emphasizes the following processes, which
are recognized as highly effective in the provision of
primary care for community-based older adults with
complex care needs:
» development of a comprehensive participant
assessment that includes a complete review of all
medical, functional, psychosocial, lifestyle and values
issues;

PACE organizations often are part of larger health care
systems or organizations, including hospital systems,
medical groups, federally qualified health centers,
area agencies on aging, hospice organizations, and
collaborations among several different entities. Some
PACE programs operate as stand-alone entities.

» promotion of participant and caregiver engagement
in health care decision-making.
Furthermore, because PACE organizations are
fully responsible for the quality and cost of all care
provided, they have a financial incentive to provide all
necessary care. According to the “HHS Interim Report

The National PACE Association advances the efforts of PACE programs across the country.
675 N. Washington Street, Suite 300, Alexandria, VA 22314 • (703) 535-1565; FAX (703) 535-1566 • www.npaonline.org
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There are 138 PACE Programs operating in 30 states.

State

Program

H
Number

City

Program
Start
Date1

Census2

AL

Mercy LIFE of Alabama (Trinity) *

H4074

Mobile

1/1/2012

156

AR

Complete Health with PACE
PACE of the Ozarks
Total Life Health Care

H6342
H6425
H4305

North Little Rock
Springdale
Jonesboro

7/1/2016
2/1/2019
8/1/2008

76
71
259

CA

AltaMed PACE
Brandman Centers for Senior Care
CalOptima
Center for Elders’ Independence
Central Valley PACE
Family Health-Center for Older Adults
Fresno PACE
Gary and Mary West
InnovAge California PACE – Sacramento *
InnovAge California PACE *
North East Medical Services
On Lok PACE
Redwood Coast PACE
San Diego PACE/SYH
St. Paul’s PACE
Sutter SeniorCare
WelbeHealth Coastline PACE
WelbeHealth Pacific PACE
WelbeHealth Sequoia PACE
WelbeHealth Sierra PACE

H0542
H7855
H7501
H5405
H1228
H1693
H9592
H3563
H2368
H6079
H1622
H5403
H3517
H9616
H5629
H5406
H1544
H0934
H2384
H8082

Los Angeles
Reseda
Orange
Oakland
Modesto
San Diego
Fresno
San Marcos
Sacramento
San Bernardino
San Francisco
San Francisco
Eureka
San Diego
San Diego
Sacramento
Long Beach
Pasadena
Fresno
Stockton

3/1/1996
2/1/2013
10/1/2013
7/1/1992
9/1/2020
7/1/2019
8/1/2014
9/1/2019
7/1/2020
3/1/2014
1/1/2021
5/1/1983
9/1/2014
4/1/2015
2/1/2008
5/1/1994
6/1/2020
7/1/2019
11/1/2020
1/1/2019

2896
245
415
851
32
92
924
100
80
821
0
1634
209
1123
1071
427
58
111
21
224

CO

InnovAge Colorado PACE *
Rocky Mountain PACE
Senior CommUnity Care of CO
TRU PACE

H0613
H5167
H2815
H7262

Denver
Colorado Springs
Montrose
Lafayette

10/1/1991
12/1/2008
8/1/2008
3/1/2017

3286
782
325
224

DE

Saint Francis LIFE (Trinity) *

H5493

Wilmington

2/1/2013

236

FL

Florida PACE Centers

H1043

Miami

1/1/2003

917

Hope PACE
Palm Beach PACE
Suncoast PACE
The PACE Place

H5934
H0112
H3430
H7469

Fort Myers
West Palm Beach
Petersburg
Jacksonville

2/1/2008
11/1/2013
9/1/2009
3/1/2020

447
650
323
50

PACE Iowa
Siouxland PACE

H0216
H8424

Council Bluffs
Sioux City

1/1/2012
8/1/2008

379
217

IA

IN

Franciscan Senior Health & Wellness
Reid Health PACE Center
Saint Joseph PACE (Trinity) *

H5124
H3522
H9842

Indianapolis
Richmond
Mishawaka

1/1/2015
11/1/2020
9/1/2016

233
0
171

KS

Ascension Living HOPE
Bluestem PACE
Midland PACE

H1714
H9438
H5822

Wichita
Newton
Topeka

9/1/2002
8/1/2016
1/1/2007

249
93
333

LA

PACE Baton Rouge
PACE Greater New Orleans

H6231
H1904

Baton Rouge
New Orleans

7/1/2008
9/1/2007

279
156

MA

CHA PACE
Element Care
Harbor Health Services
Mercy LIFE of Massachusetts (Trinity) *
Neighborhood PACE
Serenity Care
Summit ElderCare
Upham’s Elder Service Plan/PACE

H2221
H2222
H2218
H0809
H2223
H0477
H2219
H2220

Cambridge
Lynn
Dorchester
Holyoke
East Boston
Springfield
Worcester
Boston

4/1/1995
4/1/1995
2/1/1996
3/1/2014
6/1/1990
6/1/2014
11/1/1995
2/1/1996

479
945
459
253
694
493
1193
260

MD

Hopkins ElderPlus

H2109

Baltimore

1/1/1996

144

MI

Ascension Living PACE MI
Care Resources
Community PACE at Home
Great Lakes PACE
Huron Valley PACE
Life Circles
PACE Central Michigan
PACE North
PACE of Southwest Michigan
PACE Southeast Michigan
Senior Care Partners PACE
Senior CommUnity Care of Michigan
Thome PACE

H8769
H5610
H5085
H9185
H4118
H2936
H2882
H4256
H0390
H2318
H1310
H6787
H2835

Flint
Grand Rapids
Newaygo
Saginaw
Ypsilanti
Muskegon
Mount Pleasant
Traverse City
St. Joseph
Detroit
Battle Creek
Lansing
Jackson

8/1/2015
10/1/2006
7/1/2017
5/1/2015
3/1/2014
2/1/2009
11/1/2018
10/1/2019
9/1/2012
5/1/1995
4/1/2009
4/1/2015
3/1/2016

163
231
74
174
217
340
71
66
214
1233
567
165
189

NC

CarePartners PACE
Carolina Senior Care
Elderhaus
LIFE St. Joseph of the Pines (Trinity) *
PACE @ Home
PACE of the Southern Piedmont
PACE of the Triad
Piedmont Health SeniorCare
Randolph Health StayWell Senior Care
Senior CommUnity Care of NC
Senior Total Life Care

H6846
H1357
H3942
H1500
H4326
H4714
H6059
H9266
H1533
H0839
H4235

Asheville
Lexington
Wilmington
Fayetteville
Newton
Charlotte
Greensboro
Carrboro
Asheboro
Durham
Gastonia

3/1/2015
10/1/2012
2/1/2008
1/1/2011
1/1/2012
7/1/2013
7/1/2011
11/1/2008
12/1/2014
7/1/2013
1/1/2014

205
174
120
235
135
181
223
314
77
182
230

ND

Northland PACE

H7195

Bismarck

8/1/2008

171

NE

PACE Nebraska

H7003

Omaha

5/1/2013

205

NJ

AtlantiCare LIFE Connection
Beacon Health & Senior Services

H7619
H9323

Atlantic City
Oceanport

11/1/2017
10/1/2015

97
153

Inspira LIFE
LIFE St. Francis (Trinity) *
Lutheran Senior Life at Jersey City
Trinity Health LIFE New Jersey (Trinity) *

H6887
H1234
H6371
H3493

Vineland
Trenton
Jersey City
Camden

8/1/2011
4/1/2009
7/1/2010
5/1/2009

253
254
125
183

NM

InnovAge New Mexico PACE *

H5213

Albuquerque

2/1/1998

421

NY

ArchCare Senior Life
Catholic Health LIFE
CenterLight Healthcare
Complete SeniorCare
Eddy SeniorCare (Trinity) *
ElderONE
Fallon Health Weinberg
PACE CNY
Total Senior Care

H4393
H1518
H3329
H8777
H3322
H3331
H6596
H3321
H8800

New York
Buffalo
Bronx
Niagara Falls
Schenectady
Rochester
Amherst
North Syracuse
Olean

11/1/2009
11/1/2009
2/1/1992
9/1/2011
10/1/1996
5/1/1992
3/1/2016
12/1/1997
2/1/2009

721
253
2365
125
282
721
129
587
137

OH

McGregor PACE

H3613

Cleveland Heights

11/1/1997

620

OK

Cherokee Elder Care
LIFE PACE
Valir PACE

H4142
H6941
H7114

Tahlequah
Tulsa
Oklahoma City

8/1/2008
1/1/2015
1/1/2015

181
187
266

OR

AllCare PACE
Providence ElderPlace PACE Oregon

H0247
H3809

Grants Pass
Portland

3/1/2021
6/1/1990

0
1626

PA

Albright LIFE
Community LIFE
InnovAge Pennsylvania LIFE *
LIFE Armstrong County
LIFE Beaver County
LIFE Butler County
LIFE Geisinger
LIFE NWPA
LIFE Pittsburgh
LIFE St. Mary (Trinity) *
Mercy LIFE – Philadelphia (Trinity) *
Mercy LIFE – West Philadelphia (Trinity) *
SeniorLIFE Ebensburg
SeniorLIFE Greensburg
SeniorLIFE Johnstown
SeniorLIFE Lehigh Valley
SeniorLIFE Washington
SeniorLIFE York
SpiriTrust Lutheran LIFE

H9068
H3917
H9830
H6188
H7660
H3060
H2064
H4999
H3918
H6551
H3919
H3908
H5902
H2937
H3925
H5978
H2992
H0819
H2537

Williamsport
Pittsburgh
Philadelphia
Kittanning
Aliquippa
Butler
Danville
Erie
Pittsburgh
Langhorne
Philadelphia
Philadelphia
Ebensburg
Greensburg
Johnstown
Bethlehem
Washington
York
Chambersburg

1/1/2012
3/1/2000
4/1/2007
4/1/2015
3/1/2013
9/1/2008
1/1/2006
11/1/2013
2/1/1999
3/1/2010
10/1/1998
10/1/1998
5/1/2011
2/1/2013
1/1/2006
2/1/2009
12/1/2009
4/1/2010
11/1/2008

213
720
736
78
478
196
361
400
588
254
876
413
413
217
212
395
675
222
95

RI

PACE Organization of Rhode Island

H4105

Providence

12/1/2005

341

SC

Prisma Health SeniorCare PACE
Prisma Health SeniorCare PACE-Upstate
The Oaks PACE

H4203
H4053
H0105

Columbia
Greenville
Orangeburg

10/1/1990
4/1/2016
3/1/2008

279
73
99

TN

Alexian Brothers Community Services

H4402

Chattanooga

10/1/1998

243

TX

Bienvivir Senior Health Services

H4518

El Paso

2/1/1992

806

Silver Star PACE
The Basics at Jan Werner

H9998
H4517

Lubbock
Amarillo

5/1/2010
3/1/2004

162
114

VA

AllCARE for Seniors
Centra PACE
InnovAge Virginia PACE - Blue Ridge *
InnovAge Virginia PACE - Richmond and Peninsula *
InnovAge Virginia PACE - Roanoke Valley *
Mountain Empire PACE
Sentara Senior Community Care

H2386
H8096
H3473
H8655
H1239
H5037
H2941

Cedar Bluff
5/1/2008
Lynchburg
2/1/2009
Charlottesville
3/1/2014
Richmond/Newport News 2/1/2008
Roanoke
11/1/2013
Big Stone Gap
4/1/2008
Virginia Beach
11/1/2007

98
254
204
432
178
84
201

WA

International Community Health Services
Providence ElderPlace

H3084
H5007

Seattle
Seattle

7/1/2019
10/1/1995

74
956

WI

Community Care

H5212

Milwaukee

11/1/1990

512

All State Total

54,660

There are 138 PACE Programs operating in 30 states (119 are NPA members operating in 27 states and 19 are non-member PACE
programs).
1

Program Start Date is the date that the PO was ready to serve PACE participants and may or may not be the same as the CMS Effective
Contract Date.
2

Reflects CMS current monthly enrollment plus Medicaid Only, VA and Other as of 1/1/2020.

*Indicates PACE Programs who are not NPA Members. For PACE Programs who are not NPA members, the census reflects CMS
current monthly enrollment ONLY.
States without a PACE program: Alaska, Arizona, Connecticut, District of Columbia, Georgia, Hawaii, Idaho, Illinois, Kentucky, Maine,
Minnesota, Mississippi, Missouri, Montana, Nevada, New Hampshire, South Dakota, Utah, Vermont, West Virginia, and Wyoming.

