
A New Take on
Long-Term Care

PACE allows frail elderly to stay at 
home, yet under the watchful eyes of 

an interdisciplinary care team

March 2017  •  Vol.8 No.2



http://www.cookmedical.com/fmoltogether
http://www.cookmedical.com


The Journal of Healthcare Contracting | March 2017 3

CONTENTS »» MARCH 2017

The Journal of  Healthcare Contracting (ISSN 1548-4165) is published bi-monthly by Share Moving Media, 1735 N. Brown Rd. Ste. 140, Lawrenceville, GA 30043-8153.  
Copyright 2017 by Share Moving Media All rights reserved. 

Please note: The acceptance of  advertising or products mentioned by contributing authors does not constitute endorsement by the publisher. Publisher cannot accept 
responsibility for the correctness of  an opinion expressed by contributing authors. 

4    MACRA Nuts and Bolts

14   A New Take on  
Long-Term Care
PACE allows frail elderly to stay 
at home, yet under the watchful 
eyes of an interdisciplinary  
care team

24   National Women’s Health 
Guidelines Updated
New recommendation for breast 
cancer screening added.

28   Moods and Emotions

The Journal of  Healthcare Contracting
is published bi-monthly 

by Share Moving Media
1735 N. Brown Rd. Ste. 140

Lawrenceville, GA 30043-8153
Phone: 770/263-5262
FAX: 770/236-8023

e-mail: info@jhconline.com
www.jhconline.com

PUBLISHER
John Pritchard
jpritchard@sharemovingmedia.com

EDITOR
Mark Thill
mthill@sharemovingmedia.com

EVENT COORDINATOR AND  
ANAE PRODUCT MANAGER
Anna McCormick
amccormick@sharemovingmedia.com

MANAGING EDITOR
Graham Garrison
ggarrison@sharemovingmedia.com

ASSOCIATE EDITOR
David Thill
dthill@sharemovingmedia.com

ART DIRECTOR
Brent Cashman
bcashman@sharemovingmedia.com

CIRCULATION
Wai Bun Cheung
wcheung@sharemovingmedia.com

VICE PRESIDENT OF SALES 
Jessica McKeever 
jmckeever@sharemovingmedia.com

ADVERTISING SALES 
Alicia O’Donnell 
aodonnell@sharemovingmedia.com

Tyler Moss
tmoss@sharemovingmedia.com

mailto:info@jhconline.com
http://www.jhconline.com
mailto:jpritchard@sharemovingmedia.com
mailto:mthill@sharemovingmedia.com
mailto:lthill@sharemovingmedia.com
mailto:amccormick@sharemovingmedia.com
mailto:ggarrison@sharemovingmedia.com
mailto:acherry@sharemovingmedia.com
mailto:bcashman@sharemovingmedia.com
mailto:wcheung@sharemovingmedia.com
mailto:jmckeever@sharemovingmedia.com
mailto:aodonnell@sharemovingmedia.com
mailto:tmoss@sharemovingmedia.com


March 2017 | The Journal of Healthcare Contracting4

UNDERSTANDING MACRA

Nuts AND Bolts

Editor’s note: If your physicians are on edge these days, they 

have good reason to be. The Medicare Access and CHIP Reau-

thorization Act of 2015 – known as MACRA – will change the 

way they get paid for services rendered. Journal of Healthcare 

Contracting readers should be familiar with the law. But it’s 

long – almost 2,400 pages. Here’s a brief overview of the law. 

(Source: the Centers for Medicare and Medicaid Services)

The Medicare Access and CHIP Reauthorization Act of 
2015 (MACRA) repeals the Medicare Sustainable Growth Rate 

(SGR) methodology for updates to the Physician Fee Schedule 

(PFS). It replaces SGR – which was the cause for never-ending 

headaches in the physician community -- with a new approach 

to payment called the Quality Payment Program. Simply put, 

the program is intended to encourage physicians to focus on 

care quality, rather than quantity of services provided.

The Quality Payment Program rewards 

the delivery of high-quality patient 

care through two avenues:

•  MIPS. The Merit-based Incentive 

Payment System consolidates 

components of three existing 

programs: the Physician Quality 

Reporting System (PQRS), the 

Physician Value-based Payment 

Modifier (VM), and the Medicare 

Electronic Health Record (EHR) 

Incentive Program for Eligible 

Professionals. But it will continue 

the focus on quality, cost, and 

use of certified EHR technology; 

and it will allow providers to 

earn a performance-based  

payment adjustment.

•  Advanced APMs. Alternative 

Payment Models are payment ap-

proaches, developed in partner-

ship with the clinician community, 

that provide added incentives 

to deliver high-quality and cost-

efficient care. APMs can apply to 

a specific clinical condition, a care 

episode, or a population; and they 

allow the provider to earn an in-

centive payment for participating 

in an innovative payment model.

Providers can be part of the Quality 

Payment Program if they bill Medicare 

more than $30,000 a year and pro-

vide care for more than 100 Medicare 
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patients a year, and are a 

physician, physician as-

sistant, nurse practitio-

ner, clinical nurse special-

ist or certified registered  

nurse anesthetist.

The first performance 

period was to open Jan. 

1, 2017, and close Dec. 

31, 2017. During 2017, 

physician practices are in-

structed to record quality 

data and how they used 

technology to support 

their practice. If the prac-

tice decides to adopt Ad-

vanced APMs, it can pro-

vide care during the year 

through that model.

Practices may earn a 

positive MIPS payment ad-

justment beginning Jan. 1, 

2019, if they submit 2017 data by March 31, 2018. If they 

participate in an Advanced APM in 2017, they may earn a 5 

percent incentive payment in 2019.

Practices may pick their pace for the Quality Payment 

Program. They can start collecting performance data on Jan. 

1, 2017. But if they aren’t prepared to do so, they may start 

anytime between Jan. 1 and Oct. 2, 2017. Regardless of the 

start data, practices will need to send in performance data 

by March 31, 2018. The first payment adjustments based on 

performance go into effect on Jan. 1, 2019.

MIPS
Physicians electing to participate in traditional Medicare 

Part B, rather than an Advanced APM, will participate in 

the Merit-based Incentive Payment 

System, or MIPS, earning a perfor-

mance-based payment adjustment 

to their Medicare payment.

Physicians earn a payment adjustment 

based on evidence-based and prac-

tice-specific quality data. To show evi-

dence that they provided high-quality, 

efficient care supported by technol-

ogy, they must send in information in 

the following categories:

•  Quality. (60 percent). Replaces 

PQRS. Most participants will 

report up to six quality measures, 

including an outcome measure, 

for a minimum of 90 days. Groups 

using the web interface will report 

15 quality measures for a full year.

•  Advancing care informa-
tion. (25 percent) Replaces the 

Medicare EHR incentive program, 

also called Meaningful Use. Some 

components: security risk analy-

sis, e-prescribing, request/accept 

summary of care, etc.

•  Improvement activities. (15 

percent) Most participants must 

attest that they completed up to 

four improvement activities (e.g., 

expanded practice access, care 

coordination, patient safety and 

practice assessment, etc.) for a 

minimum of 90 days. Participants 

Regardless 
of the start 

data, practices 
will need 
to send in 

performance 
data by March 
31, 2018. The 
first payment 
adjustments 

based on 
performance 
go into effect 

on Jan. 1, 2019.
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in certified patient-centered medical homes, compa-

rable specialty practices, or an APM designated as a 

Medical Home Model will automatically earn full credit. 

•  A fourth category – cost – will be calculated from claims 

in 2017, but will not be used to determine the physician’s 

payment adjustment. In 2018, CMS will start using the 

cost category to determine payment adjustments.

APMs
An Alternative Payment Model, or APM, is a payment ap-

proach that gives added incentive payments to provide high-

quality and cost-efficient care. APMs can apply to a specific 

clinical condition, a care episode, or a population.

Advanced APMs are a subset of APMs, and let practices 

earn more for taking on some risk related to their patients’ 

outcomes. Physicians may earn a 5 percent incentive pay-

ment by going further in improving patient care and taking 

on risk through an Advanced APM.

Anticipated models of Advanced APMs in 2017 are:

•  Comprehensive ESRD Care (CEC). A two-sided 

risk, the Comprehensive ESRD Care (CEC) Model is de-

signed to identify, test, and evaluate new ways to im-

prove care for Medicare beneficiaries with end-stage 

Rrenal disease (ESRD). Through 

the CEC Model, CMS will partner 

with healthcare providers and 

suppliers to test the effectiveness 

of a new payment and service 

delivery model in providing ben-

eficiaries with person-centered, 

high-quality care. 

•  Comprehensive Primary Care 
Plus. CPC+ is a national advanced 

primary care medical home model 

that aims to strengthen primary 

care through a regionally based 

multipayer payment reform and 

care delivery transformation. The 

multipayer payment redesign 

will give practices greater finan-

cial resources and flexibility to 

make appropriate investments to 

improve the quality and efficiency 

of care, and reduce unnecessary 

health care utilization. CPC+ will 

provide practices with a robust 

learning system, as well as action-

able patient-level cost and utiliza-

tion data feedback, to guide their 

decision-making. CPC+ is a five-

year model that was scheduled to 

begin in January 2017.

•  Next Generation ACO Model. 
Building upon experience from 

the Pioneer ACO Model and the 

Medicare Shared Savings Pro-

gram, the Next Generation ACO 

Through the CEC Model, CMS will 
partner with healthcare providers and 
suppliers to test the effectiveness of 
a new payment and service delivery 

model in providing beneficiaries with 
person-centered, high-quality care. 
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Model offers a new opportunity in accountable care—

one that sets predictable financial targets, enables 

providers and beneficiaries greater opportunities to 

coordinate care, and aims to attain the highest quality 

standards of care.

•  The Medicare Shared Savings Program. Congress 

created the Shared Savings Program to facilitate coor-

dination and cooperation among providers to improve 

the quality of care for Medicare fee-for-service benefi-

ciaries and reduce unnecessary costs. Eligible providers, 

hospitals, and suppliers may participate in the Shared 

Savings Program by creating or participating in an Ac-

countable Care Organization (ACO).

•  Oncology Care Model. Under the Oncology Care 

Model (OCM), physician practices have entered into 

payment arrangements that include financial and 

performance accountability for episodes of care  

surrounding chemotherapy 

administration to cancer pa-

tients. The Centers for Medicare 

and Medicaid Services (CMS) 

is also partnering with com-

mercial payers in the model. The 

practices participating in OCM 

have committed to providing 

enhanced services to Medicare 

beneficiaries such as care coordi-

nation, navigation, and national 

treatment guidelines for care.

To review an Executive Summary of the 

Quality Payment Program, published 

by the Centers for Medicare & Medicaid 

Services on Oct. 14, 2016, go to https://

qpp.cms.gov/docs/QPP_Executive_

Summary_of_Final_Rule.pdf. JHC

Congress created the 
Shared Savings Program 
to facilitate coordination 
and cooperation among 
providers to improve 
the quality of care for 
Medicare fee-for-service 
beneficiaries and reduce 
unnecessary costs.
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The College 
supports CMS’ 

removal of 
the health 

information 
technology 

requirements 
necessary to 

bill CCM codes.

The American College of Physicians (ACP) applaud-
ed the Centers for Medicare and Medicaid Services for in-

cluding several initiatives to support high-value primary 

care in its 2017 Medicare Physician Fee Schedule final rule. 

“The policies in the rule more 

accurately recognize the work 

of primary care physicians and 

other cognitive specialties 

to accommodate the chang-

ing needs of Medicare ben-

eficiaries,” said Nitin S. Damle, 

MD, MS, MACP, president of 

the ACP, in a statement. ACP 

members include 148,000 in-

ternists, related subspecialists, 

and medical students

ACP noted steps taken by CMS 

to support primary care, re-

duce barriers to chronic care management, improve access 

to behavioral health services, and prevention, including:

•  Payment for care coordination by primary care 
physicians. The final rule will help reduce barriers to 

effective care of patients with chronic illnesses by allow-

ing payment for more complex, time-intensive chronic 

care management (CCM) services, according to ACP. The 

College supports CMS’ removal of the health information 

technology requirements necessary to bill CCM codes.

•  Addressing undervaluation of primary care services. 
The new rule adopts current procedural terminology (CPT) 

MACRA good for primary care doctors: 
American College of Physicians

guidelines for separate payments for 

non-face-to-face prolonged services. 

•  Cognitive impairment care as-
sessment and planning. The fi-

nal rule lays down a new code and 

policies to pay for cognitive and 

functional assessment and care 

planning for patients with cogni-

tive impairment (e.g., for patients 

with Alzheimer’s). 

•  Integrating mental and be-
havioral health into team-
based primary care. CMS is 

implementing a new evidence-

based approach to caring for 

patients with behavioral health 

conditions through the Psychi-

atric Collaborative Care Model 

(CoCM) as well as the expan-

sion of the Medicare Diabetes 

Prevention Program – allowing 

Medicare beneficiaries to access 

preventive diabetes services 

without being subject to co-pay-

ments while providing partici-

pating physicians and other cli-

nicians additional payments for 

furnishing preventive services to 

eligible beneficiaries. JHC
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A New Take on
Long-Term Care

PACE allows frail elderly to stay at home, yet under the  
watchful eyes of an interdisciplinary care team

Editor’s note: Supply chain executives’ responsibilities 
are expanding beyond acute care. Here’s a look at one 
emerging model of care for the elderly.

Andrea Logan believes she has seen a viable 
option for healthcare for the elderly right in southeast-
ern Michigan. It’s a program called PACE. “It offers truly 
coordinated care for the senior population,” says Logan, 
vice president of sales, TwinMed, LLC. 
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PACE – the Programs of All-Inclusive Care for 

the Elderly – provides comprehensive medical 

and social services to certain frail, community-

dwelling elderly individuals, most of whom are 

dually eligible for Medicare and Medicaid ben-

efits, according to the Centers for Medicare & 

Medicaid Services. For most participants, the 

comprehensive service package enables them to 

remain in the community rather than receive care 

in a nursing home. (Participants frequent the lo-

cal PACE day center to see physicians, therapists 

and nutritionists, and simply to socialize.) 

Currently, there are 121 PACE programs in 31 

states serving 38,072 participants, according to 

the National PACE Association. The state of Michi-

gan has 10.

PACE uses interdisciplinary care teams – in-

cluding physicians, nurse practitioners, nurses, 

social workers, therapists, van drivers, and aides 

– to exchange information and solve problems 

as the conditions and needs of each participant 

change, according to organizers at On Lok, a 

San Francisco, Calif.-based nonprofit organiza-

tion credited with starting (and continuing to 

operate) the first PACE program in the country 

in 1979. Providers deliver all medically neces-

sary services participants need rather than only 

those reimbursable under Medicare and Medic-

aid fee-for-service plans. 

“I’m enthusiastic about PACE because every-

thing is coordinated, from doctors’ visits, to lab, 

to medical equipment, to disposable products,” 

she says. A team of professionals provides indi-

vidualized care plans, rather 

than leaving that burden to 

the family. “It’s truly the only 

coordination of Medicare and 

Medicaid benefits. It’s cost-

effective. But the best thing 

is, seniors get to be in their 

own homes, and who wouldn’t 

want that?

“I see this as a solution to the 

problem we’re going to be fac-

ing in the next 10 years, as Baby Boomers with lim-

ited funds face some big financial challenges.”

‘Think preventive’
Huron Valley PACE in Ypsilanti, Mich., is approved 

for 225 participants, and right now, provides ser-

vices for 140, says Rick Bluhm, executive director 

of the program, which serves Washtenaw and 

parts of Monroe Oakland, Wayne and Livingston 

counties. The state of Michigan caps the orga-

nization’s enrollment each month. Huron Valley 

PACE will be at capacity in 14 to 16 months. 

“We provide all Medicare and Medicaid cov-

ered services, including Part D drugs,” says Bluhm, 

who was director of the University of Michigan 
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Health System’s geriatric division prior to help-

ing launch Huron Valley PACE in March 2014. ”We 

were the sixth PACE program in Michigan; and 

the 100th in the United States when we opened,” 

he says.

United Methodist Retirement Communities 

Inc. in Chelsea, Mich. – a provider of residential 

and long-term care facilities and other health 

and human services for seniors in southeastern 

Michigan – has an 80 percent interest in Huron 

Valley PACE in Ypsilanti, as well as an 80 per-

cent interest in Thome PACE in Jackson, Mich., 

and a 20 percent interest in Senior CommUnity 

Care of Michigan in Lansing, explains John Tho-

rhauer, president and CEO of United Methodist 

Retirement Communities.

“UMRC has 110 years of experience helping 

older adults not just live, but to live well,” he says. 

“PACE allows us to promote independence, im-

prove quality of life and provide necessary servic-

es where they are needed, when they are needed, 

regardless of income.”

Huron Valley PACE is a managed care com-

pany that has a contract with CMS, he explains. 

“The thing that’s unique about PACE is, there’s no 

middleman between the insurance piece and the 

provider.” Huron Valley PACE operates as a staff 

model, meaning its doctors and clinical staff are 

often salaried employees. 

“In the fee-for-service world, doctors see pa-

tients when those patients are sick or there is 

some medical necessity,” he says. “Our physicians 

are on staff to care only for our 

participants. They provide pre-

ventive care, working to reduce 

hospitalizations, ER visits, nurs-

ing home stays. There are no 

mixed incentives in our model.

“We need to be proactive 

and ‘think preventive’ in order 

to help our participants avoid 

exacerbation of the chronic ill-

nesses they have, along with 

[ramifications] of aging. Our 

goal is to increase quality of life 

and independence, and help them live safely in 

the community until the end of their lives.”

PACE participants can see physicians and 

other team members without an appointment. 

“We are responsible for them 24/7,” says Bluhm. 

The day center offers physical therapy and oc-

cupational therapy; a recreational common area 

where people congregate for meals, activities, 

socializing; personal care rooms, where partici-

pants who need help with bathing can receive 

it; and a laundry facility, so participants always 

have clean clothes. The organization provides 

“ Our goal is to increase quality 
of life and independence, 
and help them live safely in 
the community until the  
end of their lives.”  

– John Thorhauer
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transportation to and from the day center for 

those who need it.

“We don’t have specialists onsite, but we make 

referrals, schedule appointments and provide 

transportation to other providers when neces-

sary,” says Bluhm.

By virtue of its participation in Medicaid, Huron 

Valley provides home meals, some care-related 

services in the home, and even modest modifica-

tions to the home (e.g., ramps or even bedbug re-

mediation). The day center has a pharmacist, and 

Huron Valley PACE delivers medications directly 

to participants’ homes.

Coordinated care
“The No. 1 thing about PACE is the coordinated 

care,” says Thorhauer. “We’ve been in the health-

care industry 110 years, and we see firsthand 

what happens when people have to use different 

parts of the health system. It’s very uncoordinat-

ed. There are a lot of handoffs, and everybody as-

sumes everybody else has all the information on 

the patient. But we truly do have access to that 

information, and we follow through.”

The PACE staffing model allows the organiza-

tion to follow participants wherever they are in the 

healthcare system, he continues. “If a participant 

goes into the hospital, a physician who works with 

our contracted hospital communicates directly 

with that patient’s PACE physician. We provide a 

lot of services, and for those we don’t provide, we 

provide a high level of coordination.”

Hospitals can find it challenging to deal with 

frail older adults who lack a support network, he 

says. For example, if the hospitalist arranges a post-

discharge visit, there’s no assurance the patient 

will make it, or that they will take their medication 

as instructed. “We serve as family support for those 

who lack it. We accompany [participants] to the fol-

low-up visit; we get the results from that visit and 

share it with the interdisciplinary team; we moni-

tor the participant’s medications. We spend more 

money upfront on preventive measures instead of 

letting things fall where they may.”

Healthcare profes-

sionals who work within 

PACE either come to the 

program with a well-de-

veloped sense of team-

work and collaboration, 

or are open to learning 

about it, says Thorhauer. 

“The physician has no 

more authority than the 

bus driver or the home 

worker, who often know 

as much about what’s 

going on with the client,” he says. “The bus driver might 

observe something as the person is getting onto the 

bus; or a certified nursing assistant may observe some-

thing at home that is valuable to that person’s care.”

Team members meet daily to review changes 

in their participants’ circumstances and strategize 

on solutions. It differs from the traditional ap-

proach, in which caregivers may exchange notes 

or medical records, but never speak to each other, 

says Thorhauer. “In PACE, the nurse is speaking 

with the doctor, the bus driver, the dietician, the 

social worker, the pharmacist. They interact, so 

they can come up with the best solutions.”

Individuals can join 
PACE if they meet 
certain conditions:

•  Medicare- and 
Medicaid-eligible.

• Age 55 or older.
•  Live in the service 

area of a PACE 
organization.

•  Eligible for nursing 
home care.

•  Able to live safely 
in the community.
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POST ACUTE CARE

Where is PACE headed?
“We’ve been here almost three years, and we are becoming more 

well known in the community,” says Bluhm. “It has been reward-

ing to see how quickly PACE has been accepted in the community, 

and the strong number of referrals we receive each month.” Many 

of those referrals come from home health agencies. Hospitals have 

proven to be strong referral sources too, as well as primary care 

doctors, specialists, meals programs, churches and others. 

“Will PACE serve millions 

of people in Michigan?” asks 

Thorhauer. “No. But it could 

serve hundreds of thou-

sands of people in a given 

state.” For that to occur, orga-

nizers would have to open 

up more day centers around 

the state, and that presents 

its own set of challenges.

Starting a program calls 

for a significant capital in-

vestment, and payback 

can’t be expected for two to 

three years, he says. There’s 

the cost of securing a build-

ing for the day center, either 

through lease or purchase, 

plus improvements. Then 

the organization has to hire a 

staff and train them. 

Even so, because of the benefits of the program, Huron Valley PACE 

is exploring ways to provide services to a broader population than 

it currently does, says Bluhm. Some examples:

•  Participants who are eligible for Medicare but not Medicaid. 

“We could create some pricing tiers for what Medicaid would 

PACE SERVICES INCLUDE:
• Adult day care.

•  Preventative services 

and education.

• Recreational therapy.

• Meals.

•  Optometry and 

dentistry

• Nutritional counseling.

• Social services.

• Laboratory/X-ray services.

• Social work counseling.

• Medical transportation.

•  Primary care (including 

doctor and nursing 

services).

• Medical specialty services.

• Medications.

•  Hospital care and  

long-term care.

• Prescription drugs.

• Emergency services.

•  Home health and 

personal care.

•  Physical, occupational 

and speech therapy.

• Caregiver respite.

• Medical equipment.

PACE also includes all other 

services that are available 

in its service area and deter-

mined necessary by the par-

ticipant’s team of healthcare 

professionals to improve and 

maintain overall health. 

“PACE allows us to 
promote independence, 
improve quality of life and 
provide necessary services 
where they are needed, 
when they are needed, 
regardless of income.” 

– John Thorhauer
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have covered, so they would only pay for 

what they use or need,” he says.

•  Participants who are not quite nursing-

home-eligible.

•  Participants who are eligible for Medicare 

but who earn just enough money to make 

them ineligible for Medicaid. 

“Given the continued focus on managed care 

and the Triple Aim of healthcare – better health, 

better care, and lower cost – we believe PACE is 

well positioned to continue to serve very frail 

older adults,” says Thorhauer. “Data suggests 

that PACE offers very high participant satisfac-

tion for a lower cost and keeps participants at 

home and out of institutions. In fact, we are able 

to keep approximately 98 percent of our partici-

pants at home.

“Regardless of whether the Affordable Care 

Act is repealed, modified or replaced, PACE is a vi-

able, responsible model for delivering high qual-

ity care in a cost-effective manner.” JHC

The Centers for Medicare & Medicaid Ser-
vices released a Request for Information (RFI) 

seeking public input on potential adaptations of 

the Programs of All-Inclusive Care for the Elderly 

(PACE) for new populations, including individuals 

with physical disabilities, under the authority pro-

vided by the PACE Innovation Act.  

The PACE Innovation Act of 2015 (PIA) provides 

authority to test application of PACE-like models 

for additional populations, including populations 

under the age of 55 and those who do not qualify 

for a nursing home level of care.

The RFI includes two parts:

•  In the first part, CMS seeks comment on 

potential elements of a five-year PACE-like 

model test for individuals dually eligible for 

Medicare and Medicaid, age 21 and older, 

with disabilities that impair their mobility and 

who are assessed as requiring a nursing home 

level of care, among other eligibility criteria. 

CMS has provisionally named this model “Per-

son Centered Community Care” or P3C. 

•  In the second part of the RFI, CMS seeks in-

formation on additional specific populations 

whose health outcomes could benefit from 

enrollment in PACE-like models, and how the 

PACE model of care could be adapted to bet-

ter serve the needs of these populations and 

the currently eligible population.

 

The RFI is available at: www.cms.gov/Medicare-

Medicaid-Coordination/Medicare-and-Medicaid-

Coordination/Medicare-Medicaid-Coordination-

Office/PACEInnovationAct.html

PACE expansion to be tested

https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/PACEInnovationAct.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/PACEInnovationAct.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/PACEInnovationAct.html
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/PACEInnovationAct.html
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TRENDS By David Thill

National 
Women’s Health 

Guidelines 
Updated

New recommendation for  
breast cancer screening added.

Breast cancer screenings for average-risk women 
are now part of the Women’s Preventive Services Guidelines, 

which were updated in December by the Health Resources 

and Services Administration (HRSA). A division of the U.S. 

Department of Health and Human Services, HRSA is the pri-

mary federal agency responsible for improving health and 

achieving health equity for Americans who are geographi-

cally isolated, economically or medically vulnerable (includ-

ing people living with HIV/AIDS, pregnant women, mothers, 

and their families, as well as under-insured individuals).

The Women’s Preventive Service 

Guidelines – which affect plan years 

(or policy years in the individual mar-

ket) beginning on or after December 

20, 2017 – “aim to improve women’s 

health across the lifespan by identifying 

preventive services and screenings to 

be used in clinical practice,” according 

to a press release issued by HRSA. The 

guidelines were originally developed in 

2011 based on recommendations from 

a study commissioned by the Depart-

ment of Health and Human Services, 

and conducted by the Institute of Medi-

cine (now known as the National Acad-

emy of Medicine).

To update the guidelines, HRSA col-

laborated with the American College 

of Obstetricians and Gynecologists 

(ACOG) in March 2016 to create the 

Women’s Preventive Services Initiative: 

a coalition of national health profes-

sional organizations and consumer 

and patient advocates with expertise 

in women’s health across the lifespan, 

according to the initiative’s website.

The nine updated guidelines include 

recommendations for:

•  Breast Cancer Screening for 

Average-Risk Women. The Wom-

en’s Preventive Services Initiative 

recommends that average-risk 

women initiate mammography 

screening no earlier than age 40 

and no later than age 50. (This 
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TRENDS

guideline was an addition to the original list of eight 

recommendations, which were updated as follows.)

•  Breastfeeding Services and Supplies. Comprehensive 

lactation support services – including counseling, 

education, and breastfeeding equipment and supplies 

– are recommended during the antenatal, perinatal, 

and the postpartum period to ensure the successful 

initiation and maintenance of breastfeeding.

•  Screening for Cervical Cancer is recommended for 

average-risk women aged 21 to 65 years.

•  Contraception. The updated guidelines recommend 

that adolescent and adult women have access to the 

full range of female-controlled 

contraceptives to prevent unin-

tended pregnancy and improve 

birth outcomes. (This guideline 

does not apply to women who 

are participants or beneficiaries in 

group health plans sponsored by 

religious employers.)

•  Screening for Gestational Diabe-

tes Mellitus is recommended for 

pregnant women after 24 weeks of 

gestation (preferably between 24 

and 28 weeks of gestation) in order 

to prevent adverse birth outcomes.

Screening for 
Cervical Cancer 
is recommended 
for average-risk 
women aged  
21 to 65 years
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•  Screening for Human Immunode-

ficiency Virus Infection. The guide-

lines recommend prevention 

education and risk assessment for 

human immunodeficiency virus 

(HIV) infection in adolescents and 

women at least annually through-

out the lifespan.

•  Screening for Interpersonal 

and Domestic Violence is 

recommended for adolescents 

and women at least annually, 

and, when needed, provision 

of or referral to initial 

intervention services.

•  Counseling for Sexually Trans-

mitted Infections. The guidelines 

recommend directed behav-

ioral counseling by a healthcare 

provider or other appropriately 

trained individual for sexually 

active adolescent and adult 

women who are at an increased 

risk for sexually transmitted 

infections (STIs).

To view the full updated set of Women’s Preventive Services Guidelines,  

visit www.hrsa.gov/womensguidelines2016/index.html.

To view the HRSA press release,  

visit www.hrsa.gov/about/news/pressreleases/161220womensguidelinesupdates.html.

For more information on the Women’s Preventive Services Initiative,  

visit www.womenspreventivehealth.org/.

•  Well-Woman Preventive Visits are recommended at 

least once per year beginning in adolescence and con-

tinuing across the lifespan, to ensure that the recom-

mended preventive services, including preconception, 

and many services necessary for prenatal and intercon-

ception care, are obtained.

From the HRSA press release: “Thanks to the Affordable 

Care Act, more than 55 million women with private insur-

ance now have access to a full range of preventive services 

like mammograms, flu shots, and contraception without a 

copay or deductible. By law, certain health plans or health 

insurance issuers are required to cover specified preventive 

services without a copayment, coinsurance, deductible, or 

other cost-sharing, including preventive care and screen-

ings for women as provided for” in the HRSA-supported 

Women’s Preventive Services Guidelines.

In comments emailed to Repertoire, Maggie McEvoy, 

ACOG’s media relations manager, wrote that in the coming 

years, the Women’s Preventive Services Initiative – which is 

part of a five-year cooperative agreement between HRSA 

and ACOG – “will continue to develop recommendations on 

an annual basis and submit them to HRSA for consideration 

and acceptance.” The initiative also plans to launch an Im-

plementation Steering Committee beginning March 2017, 

“in order to develop tools for providers and patients to help 

implement” the guidelines. JHC

https://www.hrsa.gov/womensguidelines2016/index.html
https://www.hrsa.gov/about/news/pressreleases/161220womensguidelinesupdates.html
http://www.womenspreventivehealth.org/
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PERSONAL DEVELOPMENT By Randy Chittum, Ph.D.

We have made much progress in understanding 
how emotions predispose us to behaviors, and even success. 

We have spent less time talking about moods, an important 

corollary.  The best way I’ve heard the distinction expressed 

is that you can think of moods as the climate and emotions 

as the weather.  

Climate (and moods) are reasonably prevalent and pro-

vide a long-term context for understanding, and even pre-

diction. You generally know what to expect if you visit a 

tropical climate as opposed to a desert climate. Emotions, 

on the other hand, are less prevalent and more susceptible 

to change AND are heavily influenced by mood. This is also 

true in the weather analogy – the weather is influenced by 

the climate.

Moods and Emotions
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PERSONAL DEVELOPMENT

Language is impor-

tant. In the same way that 

emotions do not equal 

“emotional,” mood is not 

the same as “moody.”

While emotions may 

be a response to a par-

ticular set of circum-

stances and may change 

rapidly from one cir-

cumstance to another – 

mood is much less likely 

to change over long 

periods of time. Some 

have argued that we 

have moods that stay 

with us a lifetime. My 

belief is that moods do 

change, though it may 

be years in the mak-

ing, and may require 

significant desire and  

“internal” work.

Organization cultures (and sub-cultures) have moods. 

Julio Olalla is a significant figure in the world of linguis-

tics, coaching, and organizations. He has proposed four 

primary moods.
1.  Resentment. A person or organization in this mood 

rejects or opposes facts, which are primarily based in 

the past (Resentment may show up as bitterness).

2.  Resignation. A person or organization living in 

resignation rejects possibilities, which are primarily 

based in the future (Resignation may show up as “giv-

ing up”).

3.  Peace/Acceptance. A per-

son or organization living in 

peace accepts the past – not 

just acknowledges it, but truly 

embraces and accepts it in its 

entirety, including mistakes and 

regrets (Acceptance may show 

up as centered, comfortable in 

“one’s own skin”).

4.  Ambition. A person or organi-

zation living in ambition accepts 

and embraces possibilities (Am-

bition may show up as hopeful).

Can you imagine how someone 

living in a mood of ambition will ap-

proach life differently from someone 

living in resignation?

Can you assess your own dominant 

mood? If so, what strategies have you 

learned to help you stay effective? (Any 

mood in its extreme is likely to create 

barriers to effectiveness.)

How about others? Do you notice 

what others have as their dominant 

mood? How do you lead someone 

whose mood is resentful, or resigned?

Spend some time over the next few 

weeks noticing your prevalent moods. 

Do they change by circumstance, or 

as expected, are they somewhat more 

permanent? While we often wish to 

change what is around us, the big 

move may be changing that which is 

within us. JHC

Can you 
assess 

your own 
dominant 
mood? If 
so, what 

strategies 
have you 
learned 
to help 

you stay 
effective? 
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