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“Business Institute” 

Mission: The mission of the Aging and Disability Business Institute 

is to build and strengthen partnerships between aging and 

disability community-based organizations (CBOs) and the health 

care system. 

Long-term outcome:  Increase in the number of CBOs successfully 

implementing business relationships (contracts) with health care 

payers. 



Business Institute Funders 

• The John A. Hartford Foundation 

• The Administration for 
Community Living 

• The SCAN Foundation 

• The Gary and Mary West 
Foundation 

• The Colorado Health Foundation 

• The Buck Family Fund of the 
Marin Community Foundation 



Business Institute Partners 

• The National Association of Area 
Agencies on Aging (n4a) 

• American Society on Aging (ASA) 

• Independent Living Research 
Utilization/National Center for 
Aging and Disability 

• Partners in Care Foundation 

• Elder Services of the Merrimack 
Valley/Healthy Living Center of 
Excellence 

• National Council on Aging (NCOA) 

• Evidence-Based Leadership Council 
(EBLC) 

• Meals on Wheels America (MOWA) 
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About NCOA 

Our Mission: 
Improve the lives of millions of older adults,  

especially those who are struggling 
 

 

Our Social  

Impact Goal: 
Improve the health  

and economic security  

of 10 million older adults  

by 2020 
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Overarching Goal 

 Increase the quality and years of healthy life   

 

Two National Resource Centers funded by ACL/AoA 

 Chronic Disease Self-Management Education (CDSME) 

 Falls Prevention  

 

Other Areas of Focus  

 Behavioral Health 

 Oral Health 

 Physical Activity 

 Flu prevention 

 

Center for Healthy Aging 
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Technical Assistance 

National 
Resource 
Centers 

Annual 
Meeting 

One-on-one 
support 

Networking 
through work 

groups 

Webinars 
Online 

tools and 
resources 

Best 
practices 

Learning 
Collaboratives 
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Opportunities for Payment and Service Delivery 

New payment and service delivery 

models: 

• Value-based care 

• Improving quality and efficiency 

• Chronic disease prevention and 

wellness 

• Person-centered health care 

• Emphasis on self-management 

• Patient engagement and activation 
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Stanford CDSME Program Overview 

• Developed at Stanford University 

• 6 workshop sessions held once a week 

• Each session 2 ½ hours, highly interactive 

• Co-facilitated by 2 trained leaders, one of  

     whom has an ongoing health condition 

• Core content: 

– Symptom management/social role function 

– Exercises to build self-efficacy 

– Goal setting and action plans  

– Problem solving to overcome challenges 
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Evidence-Based CDSME Programs 

 Better Choices, Better Health® online programs - 

CDSMP, Arthritis, and Diabetes 

 Cancer: Thriving and Surviving Program 

 Chronic Disease Self-Management Program 

(CDSMP) – English and Spanish 

 Chronic Pain Self-Management Program 

 Diabetes Self-Management Program– English 

and Spanish 

 EnhanceWellness 

 Positive Self-Management Program for HIV 
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 Patients gain the knowledge, skills, and necessary support to 

take control of their health and make healthy lifestyle changes 
 

 Community-based organizations successfully address the impact 

of chronic diseases on the lives of older adults and to improve 

their quality of life 
 

 Health care providers activate patients to participate in their 

medical plan of care to achieve better health 
 

 The national health care system will be more effective and 

efficient – CDSME can help achieve the Triple Aim 

 

 

Why CDSME is Important to Integrated 

Health Care 
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CDSME Program Benefits – Triple Aim Study 

Better Health  

• Better self-assessed health and 
quality of life 

• Fewer sick days 

• More active 

• Less depression 

• Improved symptom management 

Better Care 

• Improved communication with 
physicians 

• Improved medication compliance 

• Increased health literacy 

Lower Costs 

•Decreased ER  visits and 
hospitalizations ($364 net 
savings per person) 

Source: https://www.ncoa.org/resources/national-study-of-the-chronic-disease-self-

management-program-a-brief-overview/ 
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Benefits of Falls Prevention Programs 

Falls Prevention  

Program 
 

 

Effectiveness 

Net Benefits  

and ROI 

Tai Ji Quan: Moving for Better 

Balance 

Fall rate among participants was 

reduced by 55% 

Net benefit = $530 

ROI = 509% 

Stepping On Fall rate among participants was 

reduced by 30% 

Net benefit = $134 

ROI = 64% 

Otago Exercise Program Reduction of 35% in adults over age 

80 

Net benefit = $429 

ROI = 127% 

A Matter of Balance Significant increase in falls efficacy, 

falls management, and falls control 

Total cost savings per 

Medicare beneficiary = 

$938 

Sources: Report to Congress in November 2013: The Centers for Medicare & Medicaid Services’  

Evaluation of Community-based Wellness and Prevention Programs under Section 4202 (b) of the Affordable Care Act. 

Stevens JA, Sogolow, ED. Preventing Falls: What Works A CDC Compendium of Effective Community-based Interventions  

from Around the World; Atlanta, GA: CDC, 2009. 

Carande-Kulis , VG, Stevens, JA, Beattie, BL & Arias, LA cost-benefit analysis of three older adult fall prevention  interventions, Journal of Safety Research, 2015 
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Why An Integrated Approach to  

Health Care Is Important 

• By 2030, older adults will account for roughly 20% of the U.S. population 

• 80% of older adults have at least one chronic disease 

• Nearly 2 out of 3 older adults have multiple chronic conditions 

• Chronic conditions account for 95% of health care costs for older Americans; 

older adult falls costs $31 billion per year 

• Falls and injuries are continuing to increase  

• Health care spending is escalating with the increase in chronic diseases and the 

aging population  

 Fragmented care, especially for those with multiple chronic conditions 

 Focus on “sick care,” rather than prevention  
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Roadmap to Community-Integrated  

Health Care 
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Roadmap to Community-Integrated  

Health Care 
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3. Learning Collaboratives 

NCOA facilitated two learning collaboratives in 2016 to support partners in 

developing sustainable CDSME delivery systems. 

Diabetes Self-

Management Training 

(DSMT) 

Health and Behavior 

Assessment and 

Intervention (HBAI) 

Benefit 

2017:  

DSMT & HBAI 

and  

Network Development 
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Learning Collaborative Aims 

 

 

 

• Develop and formalize partnerships that facilitate referrals, 

delivery, and billing of CDSME 
 

• Obtain a Medicare provider number or have a formal agreement in 

place with a Medicare provider and bill for services 
 

• Achieve accreditation for DSMT through the American Association 

of Diabetes Educators or American Diabetes Association 
 

• Develop referral, documentation, billing, and tracking processes 
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Learning Collaboratives  

 All participants agreed that the learning collaborative helped to build the 

knowledge, skills, and resources necessary to decide if it is possible to 

make programs viable through Medicare reimbursement 

 Formed new partnerships and/or mentoring relationships 

 Conducted market and break-even analyses 

 Developed a model policy for health care referrals 

 Developed standards and person-centered support materials for DSMT 

 Acquired the skills necessary to “rebrand” themselves as providers of 

health and wellness programs that have value in the marketplace 
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Participants made progress towards various stages of receiving reimbursement for 
services: 

 

• DSMT LC Participants (10): 

• 2 states successfully submitted their first claims to Medicare 

• 2 states submitted final accreditation application 

• 1 state completed the DSMT test class 

 

• HBAI LC Participants (9): 

• 5 states implemented clinical supervision and submitted for or received their Medicare tax ID 

• 1 state began to implement first HBAI workshop 

Learning Collaboratives  

(continued) 
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Join us! 

 Visit ncoa.org and sign up for enews, including the Center for 

Healthy Aging e-news 
 

 

 Follow @NCOAging on social media 
 

 Donate to support NCOA’s work: ncoa.org/Donate  
 

 Share NCOA’s free, trusted  

tools with older adults 

• BenefitsCheckUp.org  

• EconomicCheckUp.org 

• MyMedicareMatters.org  

 

 

http://www.ncoa.org/
http://www.ncoa.org/Donate
http://www.benefitscheckup.org/
http://www.economiccheckup.org/
http://www.mymedicarematters.org/
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Kathleen A. Cameron, MPH 

Senior Director,  

Center for Healthy Aging 

571-527-3996  

kathleen.cameron@ncoa.org 

mailto:kathleen.cameron@ncoa.org


n4a Aging Policy Briefing 
Opportunities for Medicare Reimbursement and Title IIID 

Update 

April 3, 2017 
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About the Administration for Community Living (ACL) 

• Mission – maximize the independence, well-being, and health of older 
adults, people with disabilities across the lifespan, and their families and 
caregivers 

• Commitment to one fundamental principle – people with disabilities 
and older adults should be able to live where they choose, with the 
people they choose, and participate fully in their communities 
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Chronic Disease Self-Management Education (CDSME) Grant 
Goals 

• Increase the number of older adults and adults with disabilities who 
participate in programs 

• Implement innovative funding arrangements to support CDSME beyond 
grant period, embedding programs into an integrated, sustainable 
network 

– Moving beyond discretionary grants, Older Americans Act funding, etc.  
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• Offers 10 hours of training to help individuals manage their diabetes 

– 80% payment, 20% co-insurance 

• Must have referral from health care provider 

• Must have direct supervision by a licensed instructor  

– Registered dietitian, nurse, or pharmacist 

• May include healthy eating, glucose monitoring, medication 
management, and self-care practices  

 

Diabetes Self-Management Training (DSMT) Medicare Benefit 
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• With added infrastructure, Stanford’s Diabetes Self-Management 
Program can be approved as the curriculum  

– Also need: advisory group, primary qualified instructor for oversight, individual 
assessment and education plan, personalized follow-up plan 

• Can be combined with Medical Nutrition Therapy benefit 

• Most Medicaid and private health plans cover DSMT 

 

DSMT Medicare Benefit (cont.) 
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• CMS mandates that DSMT programs obtain accreditation from an 
approved accrediting organization 

– American Association of Diabetes Educators (AADE) or American Diabetes 
Association (ADA) 

• Provides evidence that program adheres to a minimum level of quality 
standards 

– Encompass program structure, curriculum, and internal quality controls 

DSMT Accreditation  
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• Only “Recognized Programs” can bill Medicare 

• First step: Attain accreditation by AADE or ADA 

• Second step: Attain recognition by submitting proof of accreditation, 
Medicare provider number, and National Provider Identifier to CMS 

Accreditation vs. Recognition 
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• Nutritional assessment, one-on-one counseling, group counseling 

– Provided by registered dietitian 

• Needs physician referral 

• Eligible diagnoses: diabetes and chronic kidney disease (or kidney 
transplant within past 36 months) 

• Complements DSMT benefit 

– Cannot bill for both benefits on same day 

 

Medical Nutrition Therapy (MNT) 
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• Address psychosocial, cognitive, emotional, and other factors important 
in the treatment and self-management of physical health 

– Not related to a particular mental health diagnosis 

• CDSMP can be an intervention 

• State Medicaid Managed Care plans have option to cover HBAI  

 

Health and Behavior Assessment and Intervention (HBAI) 
Medicare Benefit 
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• Must have referral from health care provider 

• Licensed provider for assessment and supervision 

– Medicare Part B (physician, nurse practitioner, licensed clinical psychologist) 

– Medicare Advantage (above, as well as licensed clinical social worker) 

• 15-hour calendar year limit   

– 80% payment, 20% co-insurance 

• No standard accreditation requirement 

HBAI Medicare Benefit (cont.) 



55 

• Initial assessment must be completed to determine potential barriers to 
disease self-management 

• Development of an individualized disease self-management education 
plan, based on the assessment results 

• Direct clinical supervision of CDSMP  

 

HBAI Procedure 
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• Understand market demand and ability of current programs to meet 
demand 

• How will services be billed? 

– Partner organization vs. obtaining own Medicare number 

• If using a partner, relationship should be mutually beneficial 

AAA Considerations 
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Older Americans Act Title IIID 

• Evidence-Based Disease Prevention and Health Promotion Services 
Program  

• Appropriations language: 

– “Funding…may only be used for programs and activities which have been 
demonstrated through rigorous evaluation to be evidence-based and effective.” 
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Evidence-Based Definition 

• Demonstrated through evaluation to be effective for improving the 
health and wellbeing or reducing disease, disability and/or injury among 
older adults; and 

• Proven effective with older adult population, using experimental or 
quasi-experimental design; and 
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• Research results published in a peer-review journal; and  

• Fully translated in one or more community site(s); and 

• Includes developed dissemination products that are available to the 
public. 

 

Evidence-Based Definition (cont.) 
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Examples of Evidence-Based Programs 

• Common program types include: 

– Class-based physical activity programs 

– Falls prevention programs (classes or one-on-one) 

– Self-management programs 

– One-on-one health interventions within the home 
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• CDSME and Falls Prevention 

• Anticipate 8 awards for each opportunity 

• Three year project period 

• Informational call April 5 

• Applications due May 12 (CDSME) and May 15 (Falls) 

• Learn more at grants.gov 

 

Funding Opportunities 
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Kristie Kulinski, MSW 

kristie.kulinski@acl.hhs.gov 

(202) 795-7379  

Contact Information 

mailto:kristie.kulinski@acl.hhs.gov


 CMS Pays Maryland Hospitals a Single Payer/Capitated Rate and They are Required 
to Provide Health Care to All Individuals Within Their Designated Region 

 

 LWCE has contracts with 23 hospitals to deliver CDSME in Maryland and DC; Models 
include: 

 Hospital staff as leaders and provide programs within their designated region 

 Recruit local champions as leaders; embed referral into EHR 

 Use LWCE to engage/enroll participants; provide leaders 

 Fund outreach staff, community leaders, sites; co-locate services and programs 

Maintaining Active Citizens -MAC, Inc. AAA 
Living Well Center of Excellence (LWCE) 



Living Well Center of Excellence 

 Statewide License for Stanford CDSME programs (Chronic Disease, Diabetes, 
Pain, Cancer, Spanish DSMP)  

 

 Training and technical assistance for CDSME, Stepping On falls prevention, 
PEARLS Depression intervention 
 

 Centralized referral, certified workforce, community-based locations, quality 
assurance measures, HIPAA compliant 
 

 Statewide workshop calendar and registration 
 

 Quarterly reporting to partners on patient activation, engagement and long-
term goals 

 



 Getting and Tracking Referrals/Determining Referral Process Flow 
 Tools to obtain and track referrals; provide feedback to providers with quarterly 

reports and long term action plans 
 Share success stories 

 Quality assurance metrics 
 Quarterly data reporting 
 Satisfaction survey with patient engagement measures and evaluation of leader 

skills 
 Beneficiary and population health outcomes  
 Assessments to ensure we are reaching at risk individuals 
  Linking to clinical measures (Hypertension story) 

 

Using the NCOA CHIC Roadmap Tools to Strengthen 
and Sustain Health Care Partnerships 



Risk Assessment Questions 

Chronic Disease  Assessment: 1) Do you have 2 or more chronic medical conditions? 
2) Are you taking more than 5 medications? 3) Do you have difficulty managing 
your condition(s)? 

Falls Risk Assessment for patients over 65: 1) Have you fallen in the past year? 2) 
Do you feel unsteady when standing or walking? 3) Do you worry about falling? 

 

Depression Screen: Over the past two weeks, how often have you been bothered 
by any of the following problems? 1) Little interest or pleasure in doing things 2) 
Feeling down, depressed or hopeless 
 

Malnutrition : 1) Have you recently lost weight without trying? 2) If yes, how much 
weight have you lost?  



Process Flow for Referral 



A Little Help From A Process Engineer 



Referrals by Fax, Phone Call or HIPAA 
Compliant Autofill Website 



Referring Provider Receives 3 Month Action Plan 



 It has been one of the most helpful classes I’ve ever taken. 

 When  a person is diagnosed with diabetes, it should be mandatory that they take a 
diabetic class like this. 

 This class has made my life more enjoyable and less stressful.  

 I no longer feel frustrated and overwhelmed. 

 I now have the ability to take charge of my future by actively managing my diabetes. 

 The massive amount of clarifying information and how to apply the knowledge was 
fantastic.  

 This class has provided me with the  keys to turn my bad habits into realistic good 
habits.  

 Thanks for allowing us all to share and learn from each other. 

Success Stories Shared 



 Adherence to workshop size requirements 
 Workshop retention rates 
 Reach to underserved populations 
 Fidelity monitoring and adherence to certification requirements 
 Non-disclosure agreements and Privacy Protection Training 
 Peer leaders made me feel welcome and a part of the group 
 Peer leaders shared teaching responsibilities 
 Peer leaders were prepared when they came to class 
 Peer leaders were able to manage the group very well 
 Peer leaders got along well together 
 My opinions and contributions to the group were valued by the peer leaders 

 

Quality Assurance Measures 



 I have more self-confidence in my ability to manage my health than I did 
before taking this workshop 

 I learned how to set an action plan and follow it 

 I now have a better understanding of how to manage the symptoms of my 
chronic health condition(s) 

 I feel more motivated to take care of my health since I took this workshop 

 New Question for 2017:  On a scale of 0 to 10, After taking this workshop, 
how confident are you that you can manage your chronic condition(s) 

Patient Activation and Self-Efficacy Measures 



Participant Satisfaction Scores Align with Key 
Physician Performance Measures  

September 1 2015 – December 31 2016  N = 1076 



Blood Pressure Screening (n= 196) Initial Screen 

 34% of individuals had hypertension – many did not know they were at risk 

 21% were poorly controlled: counseled to check with their health care 
provider 

 10% were uncontrolled: immediate referral to provider or CHW 
 

CDSMP or DSMP Workshop (n=79)   

 58 had hypertension 

 40 had diabetes 

40 had week 1 and week 7 BP 

 62% had improved BP 

 

 

Blood Pressure Screenings/Hypertension 
Session Zero 



 
 

Questions? 
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