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As a long-time advocate for and provider of services to persons living with advanced illness or disability 

in old age, I am quite disheartened by the proposed quality metrics for PACE.  Having some quality 

metrics applied to PACE is a good step, especially as many of the new PACE programs are sponsored by 

for-profit businesses, so more variation in quality is likely to arise.   

However, the initial five metrics are really a pallid reflection of the core issues of importance to 

beneficiaries and families who use PACE.  These people look for elements like continuity, reliability, 

prudent medical services, and comfort.  They may be looking to relieve an overwhelmed family caregiver 

or mainly to avoid placement in a Medicaid-supported nursing home.  Indeed, they may have quite 

personal goals and priorities, and one of the sterling characteristics of PACE has been its commitment to 

patient-and family-driven comprehensive care plans, enabling the care plan to help the beneficiary and 

family to live as well as possible with their situation, as measured by their own yardstick.   

Yet these proposed measures do not even begin to ask about person-driven care plans, or care plans at 

all.  They don’t touch on medical care quality or symptoms or reliability of back-up for care at home. It is 

undoubtedly important to all to avoid falls and pressure ulcers, but even these have varying importance, 

depending upon the particular PACE participant’s concerns and aspirations.    

The specific metrics that are proposed pose certain practical problems.  Pressure ulcers at stage 1 should 

not be counted as adverse indicators.  They are variably detected, easily healed, and it is prudent to 

encourage them to be reported and treated quickly.  None of the other CMS metrics for other types of 

providers tallies Stage 1 pressure ulcers (though they did in the past, before the adverse consequences 

of doing so were recognized).  Falls will have the persistent problem of under-reporting for people who 

are living on their own.  But these can probably be rectified (for pressure ulcers) and managed (for falls). 

However, the 30-day readmission rate will have the same “shrinking denominator” problem that the 

CMS readmission rates have had in all other applications or the readmission rate.  A very good PACE 

program will have a low admission rate, and their readmission RATE (if calculated as proposed) may well 

be high, because the only people being admitted to hospitals are people for whom hospitals actually 

offer substantial gains and whose health is very fragile, and for whom achieving stability is challenging.  

On the other hand, a weak PACE program might well still hospitalize a larger number of elders who 

really could have been served in other settings, whether for conventional medical care or for more 

palliative goals; but their readmission RATE might be low because their admission rate is so high.  In 

short, the readmission rate, defined as some form of readmissions/discharges, is singularly useless as an 

indicator of care quality.  Perhaps PACE would be a good setting in which to start evolving toward more 
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useful metrics -- perhaps process measures like having root cause analyses in place with responses to 

identified opportunities, or overall hospital utilization measures.  In the meantime, CMS should not 

propagate this seriously dysfunctional metric to yet one more setting. 

In conclusion, CMS should not implement the readmission rate metric, should delete Stage 1 pressure 

ulcers from the numerator in that measure, and should commit to developing and deploying metrics 

that are of more use in distinguishing better and worse PACE programs in the future. 

 

 

 


