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Mission Statement

Our mission is to enhance quality of life and foster
independence among seniors in the community through
partnership with them, their families, caregivers, and
healthcare providers. Our model of care prioritizes
patient-centered decisions, along with high quality,
personalized, ethnically, and culturally sensitive care and
services to enhance the overall health of the
community.
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The Program of All-Inclusive Care for the Elderly (PACE)
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* PACE, or the Program of All-inclusive Care for the Elderly, is a fully-capitated healthcare program AR
designed to help individuals whose health has deteriorated to the point of needing nursing home

care remain in their home and age-in-place.

» The PACE model takes a holistic approach towards a participant’s wellness, developing M
comprehensive care plans for some of the sickest and most vulnerable members of the community. Agreement
PACE providers are responsible for ALL aspects of a participant's well-being, from medical to mental
to social

* PACE is funded through a special federal statute whereby the PACE Organization, the State State

Administering Agency and CMS enter into a three-way agreement Administering
Agency

Most PACE participants pay little or no cost, dependent

. : s ,0 upon their financial condition and eligibility for
To CIUO|IfY for PACE, an individual Medicare and/or Medicaid Services

must be:
Participant is Participant Cost
» At least 55 years old

« Eligible for nursing facility level of care Fligible for Medicaid Only No Cost*

+ Ability to live safely in the community at home (or in assisted living /

senior housing) at the time of enrollment Eligible for Medicaid and Medicare No Cost*

Responsible for Medicaid portion, as well

 Physically reside in location that is served by a PACE program Eligible for Medicare Only as monthly premium for prescriptions

Not Eligible for Medicaid or Medicare Self-pay rate



The PACE Care Model

 The PACE care model is one of the most effective,
innovative, accessible, and valuable models of care,
promoting the highest possible level of independence
for seniors with significant health-care needs.

« A successful PACE Program uses a holistic approach to
meeting participant’s healthcare and wellness needs in
both social and medical settings, as determined by their
interdisciplinary care team, allows them to age in the
comfort of their own homes or other appropriate settings
through a fully integrated person-centered approach to
care.



Who We Serve & Benefits of PACE

The PACE model provides for the one of the most advanced coordinated care models, incorporating primary care,
support services (rehab, physical therapy, etc.) and wraps non-traditional care components such as transportation,
specialty care, social care, social determinants of health, home care, pharmacy and others to provide a truly

comprehensive care model

As the number of seniors continues to increase, so has demand for programs that will help individuals maintain
their level of independence including aging in place as well as institutional settings based on their level of need.

Snapshot of a Typical PACE Participant

Average age: 77

90% Dual Eligible +
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69% Female
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\' 5.8x Chronic +
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95% of PACE participants live in the
community
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97.5% of family caregivers would
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Strengths & Core Values of a Successful PACE Program.
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Trusted

Gaining support, trust of

the community and our

participants families are
paramount to our success

v

Community

Improving a participant’s
surroundings and broader
community drive improved
quality of living

> 4

Commitment to Care

Commitment to tfreat all
members, irrespective of
Medicaid, Medicare, private
pay with the highest quality care

Leadership

Our leadership team has
extensive experience in PACE
with frack records for building

world class PACE and other care
programs for the elderly

Successful PACE program enable seniors to age gracefully, delivering high quality care

at the right time in the right setting.




Service Coverage

PACE covers all Medicare and Medicaid services AND any other service
as approved by the Interdisciplinary team. Services may include:

Specialist

Dialysis

Home Delivered Meals

Durable Medical Equipment
Adult Day Center

ER and Hospital

Long Term Care / Skilled Nursing
Transportation

Dental / Vision / Hearing
Pharmacy

Pest Control

Home Health - skilled and
unskilled

Homemaker services
Home modifications
Medication Administration

Primary Care

Physical / Occupational Therapy
Case Management

Behavioral Health / Counseling
Medical Supplies
OTC Medications

Claims and payment come directly to the PACE program. Medicare
and Medicaid DO NOT get billed for PACE participants.
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Participant-Centric, Integrated Care Model

IDT Assessment
Primary Care
Provider Registered Nurse

+ Initial and periodic assessments performed

» Review of prescriptions, dietary requirements, fall risk, home safety, etc.
Physical

Therapist

Home Care

+ Preventative care to help keep participants in their home is the focus of
Coordinator

the PACE Model

Plan of Care/Care Coordination

+ Unique care plans created for new participants in collaboration with the
participant and caregivers _ ;
« Update Care Plan for existing participants i o Occupational
Social Worker ' i W Therapist

IDT Daily Roundup

+ Team meets daily to discuss participants

+ Each member has an equal voice !
Therapeutic

+ Upcoming participant events address concerns
Recreation PACE Center
o Specialist Manager
Primary Care Connect s ¢
« Coverage of all medically necessary care and services
* PCP responsible for utilization and communication with physician Personal Cale Dietitian
specialists Atkandarnt

Driver




New Mexico — Heat Map of Potentially Eligible by Zip Code
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Approximately 18,000 New
Mexico residents may be
eligible for the program.
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Thank youl!

For more information, contact:

Judy Kohn, Chief Strategy Officer, kohn@kinshiphs.com



mailto:jkohn@kinshiphs.com

Appendix - Background Information About PACE
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PACE IS GROWINC

« Age 55 and over
« Live in the PACE service area
« Certified to need nursing home care

« Able to live safely in the communit
with PACE support at time of enrollment
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PACE SERVES OUR SEN

96% Live in the community

- iy __ o
T MEN 33/
Average age

PACE HELPS WITH ACTIVITIES OF DAILY LIVING
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PACE IS AN INNOVATIVE MC
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TOP 5 CHRONIC CONDITIONS OF PACE PARTICIPANTS"
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2 pACE  PACE VALUE

PACE Saves Taxpayer Dollars

States pay PACE programs

12}/ LESS

than the cost of other
Medicaid services

.

« States pay PACE programs on average 12 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.”

« 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.”




PACE Provides High-Quality Out

s | ERVISIT e

« Lower Hospitalization Rate: A 24 percent lower hospitalization rate than dually-eligible beneficiaries who
receive Medicaid nursing home services,"

« Decreased Rehospitalizations: 16 percent less than the national rehospitalization rate of 22.9 percent for
dually-eligible beneficiaries age 65 and over™

« Reduced ER Visits: Less than one emergency room visit per member per year*

« Fewer Nursing Home Admissions:
U NLY Despite being at nursing home level of care,
PACE participants have a low risk of being admitted to a

nursing home.”

« PACE participants receive better preventive care,
[1] specifically with respect to hearing and vision screenings,
flu shots and pneumococcal vaccines”
|

of nursing home-eligible PACE participants @ o
currently reside in a nursing home®

% The rate of COVID Cases
and Deaths as Compared
| to Nursing Homes
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PACE Provides a Hig



Decreased Caregiver Burden Allows Family Members to Return

o Work

Caregivers with

58% reported \ high burden levels
decreased burden decreased from
after PACE 48% before to 17%

enrollment | after PACE
enrollment

The caregiver burden of family members is significantly reduced when a loved one is
enrolled in a Program of All-Inclusive Care for the Elderly (PACE) according to a survey by
the National PACE Association conducted by Vital Research



Maclonal PACE Assaciatkan, (2023, PACE I thi SCates, AUELST 20073

Matlonal PACE Assoclation, (2021), DataPACED 2021 Benchmarking Repart

DAL (20303 HOC REPIWE, |y 2023

Mational PACE Association. {2023). Medicakd Capitation and PACE Data REpot

“Mational PACE Assodation (2031} Analysis of PACE Upper Payment Limits and Capliation Rates

wtality ii-2011. Evaluation rared for LIS,

, OMhce of DEaIIcy, Aging and Long-Term Cane

‘' sathemratica Policy Research. (3014). The Effect of PACE on Costs, Mursing Home Admissions and i
Departm Baith and Human Services, OmMoe ol the Assistant Secretary far Manning and Evaluat

 Sepeiman, M, STydiowsd, |, Kin

Gerlaerks Socery, 62: 320-24.

n, B, et al.| 3014). Hospiaszations In ¢

aram af Al-inclusive Care for the Elderty. jourmal of the Amearicon

= Dwislam af Health Care Finance and Policy, Executive Office of Elder Affalrs. (2005). PACE Evaluation Summary. Accessed andine on May 25, 2011

L

Research and C2PACE (2002 |-5AT

“Kane, B.L, Homyak, P, Bershadsky, B, et al {2006). varlations on a theme called PACE. Jowmnal of Gerontology &

T GB5-53

“Friedman, 5, Stelmwachs, O, Rathouz, P, et al. (200%5). Characteristics predicting nursing homse admisslon in the Program of All-Inchusive Care for Elderly
Penple. Geronmeningis: (2009). 45 7-Gi

“Leayltt, M. {2009 Interim repart to Congress. The quality and cost of the Program of AJ-Indusive Care
evaluation prepared for the Secratary

for the Elderly. Mathematica Pollcy Research

the LS. Department of Health and Human Services for submisslion ta Con

nazitute af hedicine. | 2008 ). Resooling fov an Aging Amerca: Buliding the Health Care Workforce,

=Wourl, 5.8, Crist
Constbione Pharm

5, SuRcliffie, 5. Austin, 5. (3015). Changes in A

I qa5-T1

ad In Mew Enrollees at a Program of All-inclusive Care for the Elderky. The

PALCE Facts and Trends. {2016).

Temkin-Greener, H, Bajorska, AL sMukamel DB. {2006). DIsennollment from an acute/lang-term managed cane program (PACE ] Medlom Core, 44 {1}

1-38

Covernment Accountability Ofice, Medicare Advantape CMWS should use data on disenmaliment and benehciary health status to strengthen

owersight
el =
= < PACE
“ U v A .

™ Wational PACE Assoclatian. (2023) Part D Dashboard

NpPacniine org



	Slide Number 1
	Mission Statement
	The Program of All-Inclusive Care for the Elderly (PACE)
	The PACE Care Model
	Who We Serve & Benefits of PACE
	Strengths & Core Values of a Successful PACE Program.
	Service Coverage
	Participant-Centric, Integrated Care Model
	New Mexico – Heat Map of Potentially Eligible by Zip Code
	Thank you!
	Appendix – Background Information About PACE
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Decreased Caregiver Burden Allows Family Members to Return to Work
	Slide Number 19

