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Dear Vice Chairman Christianson, 

In recent months, MedPAC has made important recommendations related to Accountable Care Organizations 

(ACOs), particularly with regard to financial benchmarks in the Medicare Shared Savings Program (MSSP). 

It is clear that ACOs will continue to evolve in important ways. In a 2014 article published in Health Affairs, 

for example, Mark McClellan and coauthors described a framework of Accountable Care Community 

maturity over time, characterized by key design components that build on one another.
1
  In this context, we 

would like to contribute to this conversation in describing a model that has achieved a number of the 

maturity benchmarks described in that article -- particularly the identification and enrollment of a defined 

population, and measurement of individual enrollees’ goals. 

Developed by the Center for Elder Care and Advanced Illness (CECAI), the MediCaring Community (MC) 

program is a population health model that we propose anchoring in willing communities across the country. 

Plans participating in the MC program would operate according to parameters designed at the national level, 

providing a coordinated, comprehensive package of services to Medicare and dually eligible beneficiaries 

needing both medical care and long-term services and supports. This fast-growing, high-need population – 

individuals with 2 or more limitations in Activities of Daily Living, cognitive impairment requiring constant 

supervision or 85 and older and physically frail -- is often poorly served in the current health care system due 

to a combination of factors that include inappropriate clinical service patterns and extremely poor 

coordination between providers working in different settings who follow reimbursement rules and protocols 

that vary substantially by setting and by payer.  We posit that MC plans could help overcome these barriers 

and reduce “silo-ization” of Medicare, Medicaid and other programs through creation of provider networks 

composed of both health care and social services providers.  Importantly, MC plans would be required to 

reinvest savings captured through appropriate reductions in overutilized, low-value medical care to be 
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reinvested in beneficiary services -- including comprehensive primary care delivered at home and targeted 

social services and supports needed to keep frail elders from experiencing recurrent crises.  

CECAI is aiming to launch pilot programs in 2015 and 2016 in communities and states that have indicated 

they are ready to proceed to establish and build out such a model. The major design premises of MC plans  

are to 1) offer a mix of “geriatricized” medical care and social services and supports in accordance with each 

elder’s quality of life goals and treatment preferences: 2) create highly transparent performance metrics that 

can be used to guide ongoing operations; and 3) use shared savings to buttress in-home medical services and 

health-related supports that have been shown to stabilize elders at home and drive down costs in the 

Medicare frail elderly population. In other words, paradoxically, spending somewhat less on certain types of 

health care and somewhat more on social supports is part of the solution.  

MC plans can be readily based on existing financing and service delivery platforms with appropriate modest 

modifications. These include an ACO, a Medicare managed care plan such as a Special Needs Plan or a 

PACE plan (Program of All-Inclusive Care for the Elderly), or possibly comprehensive bundled payment 

programs, as they are developed. An MC plan in a given community would be allowed to offer enrollment to 

all qualifying frail elders across a defined service area.  If based on a managed care organization platform, 

the plan’s enhanced profit margin would be invested in beneficiary services.  If based on an ACO model, the 

plan would receive a shared savings payment as part of an end-of-year reconciliation process from the 

Centers for Medicare and Medicaid Services representing the savings realized relative to projected baseline 

costs, after adjusting for a return to the Medicare trust fund. Table 1 demonstrates the sources of projected 

Medicare and Medicaid savings; these are conservative extrapolations derived from a comprehensive public 

literature search.  

To cover start-up costs (estimated to be between $1 and $3 million per plan) investors would be sought to 

finance the costs of assembling and training a geriatric care team, field an enrollment protocol, develop 

specifications for a common care plan for participating health and social services providers to use, establish 

quality and performance metrics and reporting protocols, and build out other aspects of managing a well-

designed “geriatricized” delivery system.  

Implementing this type of model widely for high-need, high-cost Medicare and dually eligible beneficiaries – 

whose numbers will double between 2000 and 2030 and then double again by 2050
2
 – also requires certain 

flexibilities and modifications to rules currently governing Medicare providers. For example, the MC plan 

accounting for expected costs of care, from which savings are calculated, would include supportive services, 

such as those administered through the Older Americans Act. Harvested savings derived from lower 

utilization of certain medical services would be earmarked for improving operations and services for 

beneficiaries, many of whom are homebound. 

In an actuarially certified financial simulation prototype developed by CECAI for an ACO platform, the 

projections assume that the MC model’s full efficiency increases over a three-year period as essential 

infrastructure and operational protocols become established.  During the first year, the simulation assumes 

that 50 percent of the projected changes in spending by category can be achieved, with 90 percent and 100 

percent of  steady-state change in spending by category achieved in years two and three, respectively.  

In conclusion, the MC program is deliberately designed to cover the costs and to meet the expected demand 

for services associated with a steadily rising population of frail elderly Medicare beneficiaries during the first 

10 to 15 years of the Baby Boomer-driven “age wave.” During that time, additional solutions can be 

developed to support what will become a much older, long-lived society. Between now and 2030, as new 

solutions are being designed and rolled out, the MC program has significant potential to re-organize and 

substantially improve the delivery of existing publicly-financed services in a scalable model, effectively 

providing a blueprint for communities to ensure that their frail elders have the coordinated, reliable 
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continuum of services they need to thrive. We hope you find these ideas to be relevant to MedPAC’s work 

and would be extremely pleased to discuss them in greater detail at any time. 

 

Sincerely, 

 

Joanne Lynn, Director, Center for Elder Care and Advanced Illness 

Anne Montgomery, Senior Policy Analyst, Center for Elder Care and Advanced Illness 

Elizabeth Blair, Research and Management Associate, Center for Elder Care and Advanced Illness 

 

The Center for Elder Care and Advanced Illness focuses on optimizing care transitions and continuity and 

quality of care for frail elders, so many of whom experience medical errors and gaps as they move around 

within our fragmented care system. Altarum Institute is a nonprofit research and consulting organization 

that integrates independent research and client-centered consulting to create comprehensive, systems-based 

solutions that improve human health. 

 

Table 1: Program Effect Estimates for Major Services Using MediCaring Communities Model 
 

Service 
Literature 

Estimate 
Notes 

Estimated Effect 

(MediCaring) 

Inpatient  

Hospital 

 

29% to -66% 

2009 literature review conducted for NY 

Independence at Home Act
3
 

-25% 

-8% to -33% 

2012 study of demonstrations seeking to cut high-

risk patient hospitalization
4
 

-10% 

2006 study of health resource utilization among 

elders receiving acute care
5
 

-17% 

2011 study of hospital admissions and savings with 

INTERACT II intervention
6
 

-18% 2009 study of two-year GRACE implementation
7
 

-36% 

2011 study of Medicare FFS readmissions with Care 

Transitions Intervention
8
 

-61% 

2012 study of readmissions after psychosocial/non-

reimbursed counseling
9
 

Outpatient  

Hospital 7% 2009 study of two-year GRACE implementation
7
 

10% 

Emergency  

Services 

-10% 2009 study of two-year GRACE implementation
7
 

-25% 

-35% to -59% 

2009 literature review conducted for NY 

Independence at Home Act
3
 

Professional  

Primary Care -1% 2009 study of two-year GRACE implementation
7
 

30% 

Professional  

Specialty Care 

36% 2009 study of two-year GRACE implementation
7
 

-15% 
-53% 2005 study of hospital-at-home model

10
 

Skilled Nursing  

Facility -15% 

2012 study of cost-containing care transition 

strategies
11

 
-20% 

Home Health 
20% 

2012 study of cost-containing care transition 

strategies
11

 
10% 

Hospice 
67% 

2013 study of advance care planning and quality 

outcomes
12

 
10% 

Ambulance   Estimates obtained through local survey -25% 

Transportation   Estimates obtained through local survey 100% 

Medicaid-covered      25% to - 2013 study comparing PACE and Medicaid FFS -5%  
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LTSS 28%  expenditures
13,14

 

-60% 

2001 meta-analysis of British home visiting 

programs
15

 

-71% 

2012 study of Diversion MCOs as an alternative to 

HCBS
16

 

-72% 

2006 study of caregiver interventions for spouses of 

Alzheimer's patients
17
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