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INTRODUCTION AND CONTEXT 

I am very pleased to see CMS investigating this strategy for reforms of health care delivery.  I have 

worked with multiple hospitals and regions in Maryland, as well as cities and counties elsewhere in the 

U.S., aiming to improve the care of elderly persons living with frailty, disabilities, and advanced illnesses.  

I have become quite convinced that, at least for this population, a substantial component of 

geographically-based management of the delivery system is key to reliable, efficient, high-quality care.  

Some of the more successful states working on the various demonstrations involving persons who are 

eligible for Medicare and Medicaid have implemented the work regionally (e.g., Colorado, Oregon, 

Michigan).  Even Maryland is working toward regional collaborations and is giving grants on that basis. 

The RFI is written as if regional budgets would be implemented “all at once” for all people and all 

payers; but, more likely, it would have to be implemented in stages, since many adjustments would be 

taking place.  Good reasons support a decision for the early stages to focus on care of the frail and 

disabled elderly population. This population is quite dependent upon its community and the 

environment and services that are readily at hand.  The workforce for personal care is tied to geography, 

as are the disability-adapted housing options, the availability of assisted transportation, and even the 

flexibility of employers regarding employees engaged in family caregiving.  Long-term services and 

supports affect both health and health care, but are funded, provided, and regulated differently.  

Integrating the service array and managing it for a geographic population enables major efficiencies, 

e.g., by providing in-home services on a geographically concentrated basis and thereby cutting down 

travel time and reducing the need to charge for minimum stays.  Furthermore, care of the frail and 

disabled elderly is a locus of exceedingly inappropriate medical care, so early successes in improving 

medical care while reducing costs are likely.  Independence at Home demonstration sites have shown 

the early potential. Indeed, for most Americans, the period of ADL dependence in the last years of life is 

the period when they spend around half of their life-time health-related costs.  And this population will 

double in the next twenty years, making it the most substantial predictable demographic challenge for 

CMS. 

As a start on practical implementation, willing and appealing communities could nominate themselves 

to pioneer this concept.  Providers could continue being paid as they have been, while population-based 

measures of access and quality are put in place and a Community Board becomes established.  That 

Community Board could be, for example, an arm of government, a coalition of providers and 

representatives of communities, an offshoot of the Area Agency on Aging, or a function of the public 
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health office.  It would need to monitor performance and costs (to Medicare, Medicaid, the Veterans 

Health System, and patients/families) and to have authority to set priorities and implement 

improvements.  As the work saves money through improvement, most of the savings should be invested 

in community priorities for this population, rather than presumed to be counted as savings to the payers 

or income to the providers.  Community investment priorities might include, for example, workforce 

training or recruitment, removing waiting lists for critical supportive services, or providing after-hours 

medical care or caregiver respite.   

A very quick way to test this approach is to use the new authority to expand PACE programs.  Some 

PACE programs have a combination of community rootedness, community coalescence, management 

capabilities, an existing community advisory board, and expansion possibilities that would enable them 

to set up the Community Board for the whole community.  They already have something very close to 

prospective budgets for their enrolled population, coming from dual capitation from Medicare and 

Medicaid.  They would need to test how best to market a fair price to Medicare-only beneficiaries who 

would need to pay for the long-term supports and services (LTSS) privately.  We are working with PACE 

providers to spell out the details of a tiered set of services and its pricing, so that Medicare-only private 

payments function like Medicaid payments in the revenue stream, coming in monthly and being mostly 

predictable. 

Regional management of eldercare has the advantage of having the main payer be CMS – through 

Medicare and Medicaid.  The Veterans Health System also serves this population, and it would be a 

welcome feature to include Veterans Health System payment and services from the start.  However, 

working with this population does not require soliciting the cooperation of the myriad other payers. 

Intermediate payers, mostly capitated Medicare Advantage plans, are important in some areas and the 

interface with them will need to be spelled out. However, the participation of the usual commercial 

plans will be mostly irrelevant for this population. 

Thus, CMS should try out regional authority, and CMS should try this out first for its prime population of 

frail and disabled elders. CMS should allow regions to go forward on the basis of a regional coalition that 

can be accountable for coordinating the services and taking responsibility for the overall financing.  The 

remainder of my comments reflects this orientation. 

SECTION I: Information regarding regional multi-payer prospective budget concept 

 The concept requires building a strong sense of community across the region, so it probably 

needs to be implemented mostly in areas smaller than states (other than RI and DC).   

 The prospective budgeting needs to avoid the well-known problems of block grants, which have 

been particularly difficult to monitor, prone to diversion to political ends, and challenging to 

explain to the public.  This would be possible by using a capitation or shared savings model, at 

least until standards are better established.   

 Having a constant pressure for savings from investor-owned companies will make it very difficult 

to establish broad standards.  Early work should be limited to government-sponsored or 

potentially non-profit entities doing the management of funds and the setting of priorities.  If 



private investment is needed to get underway, it should be with financing that establishes 

limited investor returns, such as social impact bonds, pay-for-success, and other creative 

financing plans. 

 Performance and financing must be open to public scrutiny.  This will require development of 

new quality metrics that reflect the priorities of elders and their families.  Elements like living 

where one prefers (e.g., in the family home), avoiding impoverishment, maintaining 

relationships, avoiding severe caregiver burdens, and living comfortably will need to be 

developed.  Most fundamentally, having a comprehensive, practical, elder-driven care plan and 

monitoring its implementation and performance will be a largely new and important element of 

performance.  As an aside, once most elders in a region have a high-performance care plan, the 

aggregation of these plans will provide a remarkable new tool for community planning and 

priority setting. 

 For frail and disabled elders, the appropriate care plan always runs to the end of life, the 

provider system needs to be able to “make promises” as to performance through the last years 

or months of life, and thus the provider system has to be integrated in important ways. 

 The fact that the category’s members leave the system by death creates challenges for quality 

and cost measures that have largely been underdeveloped. 

 Simultaneous with implementation of a regional plan to finance eldercare, CMS will need to 

develop the quality measures and dashboards and the templates for business plans and revenue 

flow, so that these are appropriate to this population. 

SECTION II: Questions on prospective budget methodology 

1. The geographic area for which CMS would set budgets needs to comport with allegiances of 

elders to the community, so that people generally are willing to consider this to be a shared 

community responsibility.  This means that it will generally be geo-political boundaries – 

counties or cities.  I would recommend starting out with regions defined for other reasons that 

are working well – regions for dually eligible persons innovations might be an example.  Either 

from the start or after some programs are working well, the state will need to ensure that all 

geographic areas are included in some plan.  So, if a state allowed a handful of communities to 

undertake this work, it would be with the understanding that a future realignment would alter 

the boundaries so that no one is left out.  Instead, a state could define the boundaries at the 

start so that all will be covered. There will be boundary issues, as there are now, and they will 

need to be ironed out in a fair way, with quality measures and finances being implemented to 

limit unfair allocation.   

 

The budget would start out being set by historic spending.  As standards become clear, budgets 

would be set by those standards, and the variations that afflict historic spending would gradually 

be eliminated.  The standards would learn to adjust for socio-economic and disability factors 

affecting the population, not just medical diagnoses. 

 



2. Attribution would be from residence in the geographic area, and CMS would include costs for all 

payments, including Medicare, Medicaid, and Veterans Health System at least.  One could count 

personal spending as an element of quality, including a measure of the tendency of the care 

system to incur spend-down to Medicaid. 

3. Providers would initially be paid as they are now, but the savings would accrue to the 

community and would serve its priorities.  Over time, preferred networks or narrow networks of 

providers that are efficient and high-quality would be more highly utilized.  As more elders 

joined an expanded PACE program (or some arrangement that is functionally similar), the 

capitation budget would come to substitute for the fee-for-service payments.  As capitation is 

brought in line with other areas, the system would evolve to function as a global budget. 

 

If the aim were to move to a global budget more directly, then preserving choice in Medicare 

would seem to require marketing aggressively to the affected elders and families, and moving to 

a capitated system (as in expanded PACE) very quickly.  

 

4. The Community Board would initially participate in setting the rates and negotiating the details 

of the savings calculation, but that would quickly become standardized and predictable as 

evidence grew and deliberate efforts were made to assure standardization.  States could take 

this on if they initially established regions and provided the coordination and infrastructure for 

the work. 

Eldercare entities would need support in working with claims and surveillance data, since they 

are not generally powerful entities now and usually do not have access to technical expertise in 

creating dashboards and process control charts. 

5. Data would need to come from claims and care plans, so that the data included supportive 

services, both in the community and in facilities. One very important new source of data would 

be aggregation of care plans, designed to support community planning for the well-being and 

efficient care of the region’s frail elders. 

 

6. A major threat to this plan is the remarkable rise in the costs of new medications, devices, and 

diagnostic approaches.  Either the budget has to rise to accommodate these, or the community 

has to come together to judge some as being too expensive for their merits.  This is a pervasive 

challenge, of course, and one that is actually probably rather less pressing for frail and disabled 

elders than for younger populations.  Nevertheless, this initiative would be somewhat affected.  

Perhaps that is another reason to start with this population where these effects are somewhat 

muted. 

 

7. The quality measures applied to this population at present are so inadequate as to be harmful.  

The key quality measure has to be whether the care plan is designed to support the elder’s 

priorities, not whether the person has had cancer screening or has someone else’s definition of 

optimal blood pressure management.  Metrics like caregiver burden, family impoverishment, 



isolation, and comfort also count.  One would need to aggressively set new quality metrics in 

place.  The professional organizations of clinicians serving this population have been too weak to 

take on measure development, so CMS needs to address not only metric development but also 

how to have some organizations that can provide the stewardship of metrics over time.   

 

8. CMS could obviously monitor unintended consequences such as stinting on services, weakening 

community and regional government, and shifting costs to families.  CMS would need to do 

some deliberate development of methods for understanding the interaction of survival time 

with quality measures and costs. 

 

SECTION III: Questions of potential participants and population health activities 

9. The high-quality providers of geriatric and palliative care services to this population include 

mostly team-based clinical care, community services, and long-term services and supports 

(including home-delivered and congregate meals, transportation, adapted housing, caregiver 

supports, and personal care).  These are seriously underdeveloped in the U.S., having been 

underfunded and excluded from infrastructure developments such as interoperable information 

technology.  Leadership communities would be those that happen to have leadership providers, 

and other communities would need technical assistance to bring their performance up to 

standards.  

 

10. Population health activities for this population build on age-friendly community strategies, such 

as requiring universal design in buildings and streets, providing community security for persons 

with mild cognitive impairment, engendering friendly visiting and chores on a “villages” or 

neighborly basis, and prevention of falls, delirium, and depression.  These are all eminently 

practical and usually not costly, but frail and disabled elders have been left out of most 

endeavors to improve population health in this country.  We don’t even have population-based 

metrics on well-being or adverse events. 

 

11. Payer participation beyond Medicare and Medicaid actually involves mostly accounting for elder 

and family costs.  Other payers are trivial additions at this time.  Long-term care insurance 

covers only part of the costs for less than 10% of the population.  The Veterans Health System 

can be a sizable contributor, but that source is even more important for their pioneering work in 

how to provide high-quality care efficiently.  They have pioneered medical foster homes, home-

based primary care, team care, continuity charts, advance care planning, and workforce 

development.  Many elders do have Medicare co-pays and deductibles insured in MediGap 

plans, but those are readily estimated and their influence on service delivery is modest.  In some 

areas, existing Medicare Advantage plans (including SNPs) are important to engage. But 

generally, for this population, the participation of CMS and the state is enough. 

(I did not comment on Section IV, the potential rural specific option.) 


