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Re: Social Risk Factors and Medicare’s Value-Based Purchasing Programs Request For
Information

Dear Ms. Destro,

On behalf of the Adventist Health Policy Association (AHPA), we appreciate the opportunity to comment
on the Social Risk Factors and Medicare’s Value-Based Purchasing Programs Request for Information
(RFI) by the Assistant Secretary for Planning and Evaluation (ASPE). Our organization is the policy
voice of five Seventh-day Adventist affiliated health systems that include 83 hospitals and more than 300
other health facilities in 17 states and the District of Columbia.

AHPA represents a major segment of the U.S. hospital sector. Our member hospitals operate in a variety
of settings, ranging from rural Appalachia to urban areas of California. With such diverse facilities,
populations served and geographical locations, we strive to provide an objective and sound policy voice

that works across health care providers.

AHPA applauds the efforts that the Department of Health and Human Services (HHS) is taking to study
how social risk factors influence patient outcomes and hospitals’ performance under value-based payment
models. To ensure that hospitals are not unfairly penalized for serving vulnerable populations, we believe
that it is important to address social risk factors and work collaboratively to achieve health equity. Not
every community faces the same social risk factors, and some are limited in their ability to be healthy
because they have fewer social and economic opportunities. For example, in the bottom performing

counties in the nation, one out of five children do not graduate from high school in four years.! These

1 County Health Rankings and Roadmaps. 2018 County Health Rankings Key Findings Report.
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social and economic factors can account for up to 40 percent of health outcomes, while clinical
interventions only account for 20 percent.? Therefore, to improve the health of individuals, social risk
factors must be addressed. Below are the responses to the questions posed in the Social Risk Factors and

Medicare’s Value-Based Purchasing Programs RFI.

Responses to the RFI

Are social risk data being used to target services or provide outreach? If so, how?

In the discharge planning process, Care Managers collect social risk data—such as living situation,
emotional factors and environmental barriers—on each patient. This data is also collected in the
outpatient setting at physician practices and emergency departments. Based on the information collected,
interventions are made when social needs are identified. The method and social risk factors collected can
vary across health systems. Care Managers, supported by a multidisciplinary team (e.g. Clinical Social
Workers, nurses) generally collect social risk data during the patient’s discharge planning assessment,
which happens within 48 hours of a patient being admitted to the hospital. The Care Manager then
connects the patient with community partners that can address the identified social needs. Community
partners can include Federally Qualified Health Clinics (FQHCSs), churches, shelters or universities. For
example, Adventist Health System has a transitional care program that coordinates care with local
community partners to ensure that there is continuity of care for patients when transitioning from the

hospital to their homes.

How are beneficiaries with social risk factors identified?

Patients with social risk factors are generally identified and supported through a discharge planning
assessment, including a readmission risk evaluation, when they are received into the acute care hospital
setting. The factors collected through these assessments vary across hospitals. Below is an example of the

social risk factors collected by our AHPA facilities.

e Age
e Gender

e Marital status

2 County Health Rankings and Roadmaps. What is Health?
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e Living Situation (e.g. Alone, Assisted Living Facility, Incarcerated, Homeless, Traveler, Lives
with Friend, Domestic Violence Shelter)

e Support System (e.g. None, Friends, Organization, Church/Spiritual Life, Extended Family,
Community, Cares for Self, Spouse/Family, Private Caregiver)

e Socio-economic History (e.g. Employed, Parent/Guardian is Employed, Spouse/Significant Other
is Employed, Food Stamp Recipient, Women Infants and Children, Temporary Assistance for
Needy Families, Unemployed)

e Environmental Barriers (e.g. No Barriers in Home, Inadequate Heating and Cooling, Lack of
Transportation, No electricity in Home, No Running Water)

o Emotional Factors (e.g. Difficulty Managing Stress, Psych Consult Pending, Identified
Psychiatric Diagnosis, Irritable/Agitated, Isolated/Lack of Social Interaction, Somatic
Complaints/Chronic Fatigue)

e Major Stresses (e.g. Caring for Elderly Parent, Death in Family, Death of Spouse, Disability,
Divorce, Marriage, Trauma, Unemployed, Work Problems, Homeless, Financial)

e Complex Needs (e.g. Domestic Violence in Family, Premature Infant, Behavioral Health

Placements, Financial or Insurance Issues, Scarce Resources, Chemical Abuse)
What are promising strategies or best practices for improving care for patients with social risk?
The recognition of social risk factors and their impact on patient outcomes has spurred nationwide efforts
to improve care for patients with social risk. Some promising strategies include social risk screenings,
connecting patients with community resources, care navigation services and investments in community-

based initiatives.

Social Risk Screenings

The push to address social determinants of health has led to an increase in the number of screening tools
that have been developed to identify individuals with social risk factors.® The use of these tools are an
emerging trend, as they can help health systems to identify patients that may need additional support. For
example, a two-question screening tool developed by the U.S. Department of Agriculture can be used to

determine whether an individual is food insecure.* This information, depending on the capability of the

3 Public Health Reviews. Screening for social determinants of health in clinical care: moving from the margins to the
mainstream.
4 American Academy of Pediatrics Publications. Promoting Food Security for All Children.
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hospital’s Electronic Health Record (EHR), can be documented in the patient’s EHR to facilitate care

coordination.

Connecting Patients with Community Resources

Once a patient’s social risk factors are identified, a common best practice is for a Care Manager to
connect the patient to community resources that meet such needs. This includes connecting patients with a
local clinic for primary care services or with Meals on Wheels and food banks for food assistance.
Researchers at the Yale Global Health Leadership Institute found that partnerships that provide access to
resources such as housing and nutrition programs improve health outcomes and lower health care costs

among low-income and vulnerable populations.®

Care Navigation Services

Providing care navigation services is an emerging strategy to reduce barriers to care. This includes
providing home visits, phone calls, prescription assistance, arranging for follow-up appointments and
securing transportation to appointments for patients. Offering and providing this assistance to individuals
with social risk factors is crucial to ensure that they are receiving needed resources and completing their

medical treatment. Care navigation roles are generally occupied by a Care Manager or Social Worker.

Investments in Community-Based Initiatives

Many of our AHPA hospitals have invested in community-based initiatives designed to ensure that
patients with social risk factors receive the necessary resources to have healthy lives. For example, one of
our member hospitals, Florida Hospital Orlando, provided a $6 million donation to the region’s Housing
First initiative to end chronic homelessness. This initiative has housed 555 individuals who were
chronically homeless and housed another 168 people suffering from serious physical or mental illness,
totaling 723 people. Housing the chronically homeless has helped saved the community millions of
dollars in jail and police costs and has reduced their utilization of the emergency department by more than
half.® Similarly, Adventist Health in California partnered with community stakeholders to develop
“Project Restoration,” an initiative to provide housing and intensive care management services to the

homeless. This has resulted in average cost savings of over $5,000 per patient, per month. Community-

5 Yale Global Health Leadership Institute. Leveraging the Social Determinants of Health. What Works?
6 Orlando Sentinel. Central Florida Leaders Mark Milestone in Housing Homeless.



https://bluecrossmafoundation.org/sites/default/files/download/publication/Social_Equity_Report_Final.pdf
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based initiatives have proven to be effective in addressing social risk factors and improving clinical

outcomes.

What are the best practices to refer beneficiaries to social service organizations that can address

social risk factors?

In order to successfully refer a beneficiary to a social service organization, AHPA suggests that a best
practice is to identify the social needs early. This can be done through the discharge planning assessment
at the point of a patient’s entry to the hospital. As soon as the needs are identified, the Care Manager or
Social Worker can connect the patient to community resources. Follow-up phone calls or visits are also
recommended to ensure that the patient receives the needed assistance.

What are barriers to tailoring services to patients with social risk factors? How can those barriers

be overcome?

There are many barriers that hospitals face when tailoring services to patients with social risk factors.

These include:

e The lack of access to health care services for behavioral health patients. Since the
deinstitutionalization of psychiatric services, there has been a growing shortage of psychiatric
beds. Individuals that require intensive psychiatric care usually end up homeless or in prison.” A
recent report by Merritt Hawkins found that around 13.6 million Americans live with a serious
mental illness, but 60 percent received no mental health services in the past year.? Due to the
shortage of behavioral health beds, hospitals often struggle to find behavioral health facilities and
resources to connect patients in need after discharge. In addition to the lack of services, rehab
centers or primary care providers sometimes refuse to take patients that have behavioral health

issues for follow up services.

e The lack of adequate community resources. Finding enough resources to meet the needs of

patients facing social risk factors is a major barrier to addressing those factors. AHPA hospitals

7 Health Affairs. The Changing Role of the State Psychiatric Hospital.
8 Merritt Hawkins. The Silent Shortage.
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have taken part in several initiatives to address social risk factors for vulnerable populations.
These initiatives include partnering with food pantries or helping to staff free clinics, but there
remain situations where there are not enough resources. For example, one of AHPA’s member
hospitals, Florida Hospital Orlando, contributed $6 million to the Housing First initiative in the
City of Orlando which has helped 723 chronically homeless individuals receive housing.® Despite
these efforts, there are still many individuals with disabilities and mental illness that are waiting

to find housing.

e The higher costs associated with coordinating care for social risk patients. The costs
associated with tailoring services for social risk patients can be significant because these patients
require more resources, such as wraparound services and transportation. While some hospitals
may have the ability to invest in such resources adequately, others may find it more challenging.
The lack of sufficient funding, coupled with scarce community resources, can make it difficult to
tailor services for patients with social risk factors.

e The lack of interoperability and lack of ability to document social risk factors in EHRs. To
address a patient’s social needs, it is crucial to gain historical information that identifies referral
needs and examine previous failures that resulted in a patient not being able to remain healthy
outside of the hospital setting. Due to the lack of interoperability among EHRs, hospitals often
find it difficult to access information regarding services or resources received by a patient outside
of the hospital walls. This includes data sharing with other hospitals as well as with organizations
providing social services. The inability to access such data hampers the ability of hospitals to
coordinate care for patients with social risk. Additionally, the majority of EHRs do not support
the documentation of social risk factors. While many of our member hospitals document social
risk factors in the medical record, it is usually not in fields that would make it conducive to data
collection. Epic is one of the few EHR companies that has tried to standardize social determinants

of health data into the medical record.

e The separation of substance use data from the medical record. Currently, 42 CFR Part 2
requires a patient’s Substance Use Disorder (SUD) records to be separated from the medical

record. As a result, clinicians are often unaware of the behavioral health needs of an individual.

9 Orlando Sentinel. Central Florida Leaders Mark Milestone in Housing Homeless.
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This limits the ability of providers to coordinate care for patients with behavioral health issues

and tailor services appropriately.

In order to address these barriers, AHPA recommends that policymakers:

e Increase the community resources and services available for patients with social risk factors,
particularly for those facing behavioral health issues.

e Increase the number of alternative payment models that account for the clinical and social needs
of vulnerable populations.

e Engage in efforts to advance interoperability. This may include designating, through the Office of
the National Coordinator for Health IT (ONC), an open Application Programming Interface
(API).

e Incentivize the standardization of social risk data collection in EHR systems.

e Align 42 CFR Part 2, which governs the confidentiality of SUD patient records, with HIPAA.

What lessons have been learned about providing care for patients with social risk factors?

The greatest lesson is that the presence of social risk factors is a major contributor to patient
noncompliance. For example, a patient facing diabetes or other comorbid conditions can easily be labeled
as noncompliant if they are not following a prescribed diet. However, that patient may be faced with food
insecurity and can only afford to buy cheap, processed foods. Literature has also found that social factors
play a role in patients’ noncompliance to treatment plans. One study found that 13 percent of Medicare
patients reported cost-related noncompliance. This rose to 29 percent for disabled Medicare patients.*® To
ensure patients can comply with their treatment, hospitals must proactively identify a patient’s social
needs. Patients with social risk factors also experience difficulty navigating the health care system due to
many issues, such as not having a permanent address or phone number. This makes it more difficult to
track those patients and ensure that they are getting the services they need. Therefore, a major lesson is
that even after connecting patients with clinical or social services, it is necessary to follow-up with the

patient or health provider to ensure compliance.

10 pybMed. Cost-Related Medication Nonadherence Among Elderly and Disabled Medicare Beneficiaries.
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How are costs for targeting and providing those services evaluated? What are the additional costs
to target services, such as case management, and to provide additional services (e.g.,

transportation)?

The costs for targeting and providing services to individuals with social risk factors vary across AHPA
hospitals. Hospitals generally have charity and care management budgets that contain dedicated funds for
addressing issues such as transportation and medication costs. Facilities have additional staff, such as
Care Navigators, Transitional Care Coordinators and outreach clinics, that help patients with social risk
factors.

Conclusion

AHPA welcomes the opportunity to further discuss any of the recommendations provided above. If you
have any questions or would like further information, please do not hesitate to contact Julie Zaiback-

Aldinger, Director of Public Policy and Community Benefit, at Julie.Zaiback@AHSS.org.

Sincerely,

%

Carlyle Walton
President
Adventist Health Policy Association


mailto:Julie.Zaiback@AHSS.org
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The Office of the Assistant Secretary for Planning and Evaluation, Room 415F
U.S. Department of Health and Human Services

200 Independence Avenue, S.W.

Wiashington, D.C. 20201

Re: Social Risk Factors and Medicare’s Value-Based Purchasing Programs Request For
Information

Dear Ms. Destro,

On behalf of the Adventist Health System (AHS), we appreciate the opportunity to comment on the
Social Risk Factors and Medicare’s Value-Based Purchasing Programs Request for Information (RFI) by
the Assistant Secretary for Planning and Evaluation (ASPE). Our organization includes 46 hospital
campuses located across nine states and comprises more than 8,200 licensed beds. AHS provides

inpatient, outpatient and emergency room care for four million patient visits each year.

AHS applauds the efforts that the Department of Health and Human Services (HHS) is taking to study
how social risk factors influence patient outcomes and hospitals’ performance under value-based payment
models. To ensure that hospitals are not unfairly penalized for serving vulnerable populations, we believe
that it is important to address social risk factors and work collaboratively to achieve health equity. Not
every community faces the same social risk factors, and some are limited in their ability to be healthy
because they have fewer social and economic opportunities. For example, in the bottom performing
counties in the nation, one out of five children do not graduate from high school in four years.! These
social and economic factors can account for up to 40 percent of health outcomes, while clinical
interventions only account for 20 percent.? Therefore, to improve the health of individuals, social risk
factors must be addressed. Below are the responses to the questions posed in the Social Risk Factors and

Medicare’s Value-Based Purchasing Programs RFI.

! County Health Rankings and Roadmaps. 2018 County Health Rankings Key Findings Report.
2 County Health Rankings and Roadmaps. What is Health?
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Responses to the RFI

Are social risk data being used to target services or provide outreach? If so, how?

In the discharge planning process, Care Managers collect social risk data—such as living situation,
emotional factors and environmental barriers—on each patient. This data is also collected in the
outpatient setting at physician practices and emergency departments. Based on the information collected,
interventions are made when social needs are identified. The method and social risk factors collected can
vary across hospitals. Care Managers, supported by a multidisciplinary team (e.g. Clinical Social
Workers, nurses) generally collect social risk data during the patient’s discharge planning assessment,
which happens within 48 hours of a patient being admitted to the hospital. The Care Manager then
connects the patient with community partners that can address the identified social needs. Community
partners can include Federally Qualified Health Clinics (FQHCSs), churches, shelters or universities. For
example, Adventist Health System has a transitional care program that coordinates care with local
community partners to ensure that there is continuity of care for patients when transitioning from the

hospital to their homes.

How are beneficiaries with social risk factors identified?

Patients with social risk factors are generally identified and supported through a discharge planning
assessment, including a readmission risk evaluation, when they are received into the acute care hospital
setting. The factors collected through these assessments vary across hospitals. Below is an example of the

social risk factors collected by our AHS facilities.

e Age

e Gender

e Marital status

e Living Situation (e.g. Alone, Assisted Living Facility, Incarcerated, Homeless, Traveler, Lives
with Friend, Domestic Violence Shelter)

e Support System (e.g. None, Friends, Organization, Church/Spiritual Life, Extended Family,
Community, Cares for Self, Spouse/Family, Private Caregiver)

e Socio-economic History (e.g. Employed, Parent/Guardian is Employed, Spouse/Significant Other
is Employed, Food Stamp Recipient, Women Infants and Children, Temporary Assistance for

Needy Families, Unemployed)
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e Environmental Barriers (e.g. No Barriers in Home, Inadequate Heating and Cooling, Lack of
Transportation, No electricity in Home, No Running Water)

o Emotional Factors (e.g. Difficulty Managing Stress, Psych Consult Pending, Identified
Psychiatric Diagnosis, Irritable/Agitated, Isolated/Lack of Social Interaction, Somatic
Complaints/Chronic Fatigue)

e Major Stresses (e.g. Caring for Elderly Parent, Death in Family, Death of Spouse, Disability,
Divorce, Marriage, Trauma, Unemployed, Work Problems, Homeless, Financial)

e Complex Needs (e.g. Domestic Violence in Family, Premature Infant, Behavioral Health

Placements, Financial or Insurance Issues, Scarce Resources, Chemical Abuse)
What are promising strategies or best practices for improving care for patients with social risk?
The recognition of social risk factors and their impact on patient outcomes has spurred nationwide efforts
to improve care for patients with social risk. Some promising strategies include social risk screenings,
connecting patients with community resources, care navigation services and investments in community-

based initiatives.

Social Risk Screenings

The push to address social determinants of health has led to an increase in the number of screening tools
that have been developed to identify individuals with social risk factors.® The use of these tools are an
emerging trend, as they can help health systems to identify patients that may need additional support. For
example, a two-question screening tool developed by the U.S. Department of Agriculture can be used to
determine whether an individual is food insecure.* This information, depending on the capability of the
hospital’s Electronic Health Record (EHR), can be documented in the patient’s EHR to facilitate care

coordination.

Connecting Patients with Community Resources

Once a patient’s social risk factors are identified, a common best practice is for a Care Manager to

connect the patient to community resources that meet such needs. This includes connecting patients with a

3 Public Health Reviews. Screening for social determinants of health in clinical care: moving from the margins to the
mainstream.
4 American Academy of Pediatrics Publications. Promoting Food Security for All Children.
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local clinic for primary care services or with Meals on Wheels and food banks for food assistance.
Researchers at the Yale Global Health Leadership Institute found that partnerships that provide access to
resources such as housing and nutrition programs improve health outcomes and lower health care costs

among low-income and vulnerable populations.®

Care Navigation Services

Providing care navigation services is an emerging strategy to reduce barriers to care. This includes
providing home visits, phone calls, prescription assistance, arranging for follow-up appointments and
securing transportation to appointments for patients. Offering and providing this assistance to individuals
with social risk factors is crucial to ensure that they are receiving needed resources and completing their
medical treatment. Care navigation roles are generally occupied by a Care Manager or Social Worker.

Investments in Community-Based Initiatives

Many of our AHS hospitals have invested in community-based initiatives designed to ensure that patients
with social risk factors receive the necessary resources to have healthy lives. For example, one of our
member hospitals, Florida Hospital Orlando, provided a $6 million donation to the region’s Housing First
initiative to end chronic homelessness. This initiative has housed 555 individuals who were chronically
homeless and housed another 168 people suffering from serious physical or mental illness, totaling 723
people. Housing the chronically homeless has helped saved the community millions of dollars in jail and
police costs and has reduced their utilization of the emergency department by more than half.® Similarly,
Adventist Health in California partnered with community stakeholders to develop “Project Restoration,”
an initiative to provide housing and intensive care management services to the homeless. This has resulted
in average cost savings of over $5,000 per patient, per month. Community-based initiatives have proven

to be effective in addressing social risk factors and improving clinical outcomes.

What are the best practices to refer beneficiaries to social service organizations that can address

social risk factors?

In order to successfully refer a beneficiary to a social service organization, AHS suggests that a best

practice is to identify the social needs early. This can be done through the discharge planning assessment

5 Yale Global Health Leadership Institute. Leveraging the Social Determinants of Health. What Works?
6 Orlando Sentinel. Central Florida Leaders Mark Milestone in Housing Homeless.
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at the point of a patient’s entry to the hospital. As soon as the needs are identified, the Care Manager or
Social Worker can connect the patient to community resources. Follow-up phone calls or visits are also

recommended to ensure that the patient receives the needed assistance.

What are barriers to tailoring services to patients with social risk factors? How can those barriers

be overcome?

There are many barriers that hospitals face when tailoring services to patients with social risk factors.
These include:

o The lack of access to health care services for behavioral health patients. Since the
deinstitutionalization of psychiatric services, there has been a growing shortage of psychiatric
beds. Individuals that require intensive psychiatric care usually end up homeless or in prison.” A
recent report by Merritt Hawkins found that around 13.6 million Americans live with a serious
mental illness, but 60 percent received no mental health services in the past year.® Due to the
shortage of behavioral health beds, hospitals often struggle to find behavioral health facilities and
resources to connect patients in need after discharge. In addition to the lack of services, rehab
centers or primary care providers sometimes refuse to take patients that have behavioral health

issues for follow up services.

o The lack of adequate community resources. Finding enough resources to meet the needs of
patients facing social risk factors is a major barrier to addressing those factors. AHS hospitals
have taken part in several initiatives to address social risk factors for vulnerable populations.
These initiatives include partnering with food pantries or helping to staff free clinics, but there
remain situations where there are not enough resources. For example, one of AHS’s member
hospitals, Florida Hospital Orlando, contributed $6 million to the Housing First initiative in the
City of Orlando which has helped 723 chronically homeless individuals receive housing.® Despite
these efforts, there are still many individuals with disabilities and mental illness that are waiting

to find housing.

7 Health Affairs. The Changing Role of the State Psychiatric Hospital.
8 Merritt Hawkins. The Silent Shortage.
9 Orlando Sentinel. Central Florida Leaders Mark Milestone in Housing Homeless.
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e The higher costs associated with coordinating care for social risk patients. The costs
associated with tailoring services for social risk patients can be significant because these patients
require more resources, such as wraparound services and transportation. While some hospitals
may have the ability to invest in such resources adequately, others may find it more challenging.
The lack of sufficient funding, coupled with scarce community resources, can make it difficult to
tailor services for patients with social risk factors.

e The lack of interoperability and lack of ability to document social risk factors in EHRs. To
address a patient’s social needs, it is crucial to gain historical information that identifies referral
needs and examine previous failures that resulted in a patient not being able to remain healthy
outside of the hospital setting. Due to the lack of interoperability among EHRs, hospitals often
find it difficult to access information regarding services or resources received by a patient outside
of the hospital walls. This includes data sharing with other hospitals as well as with organizations
providing social services. The inability to access such data hampers the ability of hospitals to
coordinate care for patients with social risk. Additionally, the majority of EHRs do not support
the documentation of social risk factors. While many of our member hospitals document social
risk factors in the medical record, it is usually not in fields that would make it conducive to data
collection. Epic is one of the few EHR companies that has tried to standardize social determinants

of health data into the medical record.

e The separation of substance use data from the medical record. Currently, 42 CFR Part 2
requires a patient’s Substance Use Disorder (SUD) records to be separated from the medical
record. As a result, clinicians are often unaware of the behavioral health needs of an individual.
This limits the ability of providers to coordinate care for patients with behavioral health issues

and tailor services appropriately.

In order to address these barriers, AHS recommends that policymakers:
e Increase the community resources and services available for patients with social risk factors,
particularly for those facing behavioral health issues.
e Increase the number of alternative payment models that account for the clinical and social needs

of vulnerable populations.
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e Engage in efforts to advance interoperability. This may include designating, through the Office of
the National Coordinator for Health IT (ONC), an open Application Programming Interface
(API).

o Incentivize the standardization of social risk data collection in EHR systems.

e Align 42 CFR Part 2, which governs the confidentiality of SUD patient records, with HIPAA.

What lessons have been learned about providing care for patients with social risk factors?

The greatest lesson is that the presence of social risk factors is a major contributor to patient
noncompliance. For example, a patient facing diabetes or other comorbid conditions can easily be labeled
as nhoncompliant if they are not following a prescribed diet. However, that patient may be faced with food
insecurity and can only afford to buy cheap, processed foods. Literature has also found that social factors
play a role in patients’ noncompliance to treatment plans. One study found that 13 percent of Medicare
patients reported cost-related noncompliance. This rose to 29 percent for disabled Medicare patients.*® To
ensure patients can comply with their treatment, hospitals must proactively identify a patient’s social
needs. Patients with social risk factors also experience difficulty navigating the health care system due to
many issues, such as not having a permanent address or phone number. This makes it more difficult to
track those patients and ensure that they are getting the services they need. Therefore, a major lesson is
that even after connecting patients with clinical or social services, it is necessary to follow-up with the

patient or health provider to ensure compliance.

How are costs for targeting and providing those services evaluated? What are the additional costs
to target services, such as case management, and to provide additional services (e.g.,

transportation)?

The costs for targeting and providing services to individuals with social risk factors vary across AHS
hospitals. Hospitals generally have charity and care management budgets that contain dedicated funds for
addressing issues such as transportation and medication costs. Facilities have additional staff, such as
Care Navigators, Transitional Care Coordinators and outreach clinics, that help patients with social risk

factors.

Conclusion

10 pybMed. Cost-Related Medication Nonadherence Among Elderly and Disabled Medicare Beneficiaries.
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AHS welcomes the opportunity to further discuss any of the recommendations provided above. If you
have any questions or would like further information, please do not hesitate to contact Julie Zaiback-

Aldinger, Director of Public Policy and Community Benefit, at Julie.Zaiback@AHSS.org.

Sincerely,

-

Michael E. Griffin
Vice President of Advocacy and Public Policy
Adventist Health System
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SOLUTIONS THAT MATTER. HEALTH CARE THAT WORKS. F (202) 728-94691

Moweh 18, 2019

To: The ASPE Impact Study at ASPEImpactStudy@idns.gov

Re: RFl on Soeial Rusk Factors

Ow belralf of tie Program to- Improve Eldercare at Altorum, we appreciate
the opportunity to provide comments on tisy RFI to- improve Medicare for

How-do- plang and proyviders serving Medicare beneficcarces chdentify

Owr team Uy actively bnwolved v improving core for persons living withv serions
Adlsablities n old age. We are finding Hhat cindical teams are using a voriety
of wayy to- Wentify social rusk factors, inclnding putting sereening guestions
unto- their EMRS, requiving close inguiny wiven an elderly person has
dependencies v Activities of Dally Living (ADLY), and having someone Un tire
office or cinic wiro- b charged witv working with patients and. caregwvery to
wlentify and secunre communnity services: These are variaply umplemented,
often not supported well v records or service delivery processes, and poorly
dotwmented, on the wiole. Of course, PACE and some SNP plany do- better,
ondl CMS coumld wse their performance ay o benchumark.

Recommendation: That a suifable sereening  for social risk factors, witiv
follow—-wup- for movre infensive inguiny and support, be adopted for all Medicare
beneficiaries withv adianced ddness or disalpility, and that tie needed recoros
be added to- the requirements for certifted EHRs:

What approaches haye plang and providers wsed fo-addressy the needys of

WWW.ALTARUM.ORG
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Unfortunately, healtiv plany and providers nearly wninverselly rely wpon
referral and navigation in response to- Ldentifying a social risk factor.
Exceedingly few are bwolved unv assiring the adequacy of the supply and
guolity of social supports. Most just adwise the patient and fomily to- contoct
one or more of the potentlally availdaple suppliers, ond most do- not follow up
to- see f the need way met: For the plany and providery wirvo focuns more ow
tHhese Bsumnes, they wsmnally find themselves up against lumited supply and long
homes (or assisted Living, Uf they con afford the private payment). More eloers
ore ending up homeless: Travyportation b wsumally a predominant ssue,

for the elderly person. Many eldery need door~to—door support, and many
Local governments and providers are prowd Uf Hiey can provide cuvb~to—curk
support, wirvich U not enouglhv. The wndersupply of home-delivered mealy Ly a
national scandal. Many cities have mudti-montr walting Usty and find Hhat
the elderly person hay died or moved into- a ninrsing home before they make o
Huroughv the walting Ust: There are even widespread waiting UWsts for
wwestigating elder abuse and neglect: And Hhe lack of support for family
caregwery or funding for paid coaregwery Ly just accepted as a fixed element of

So;, we hawe been encownragng healtiv plans and providersy to- get volved un
adjusting the supply and guality of tihe services needed to- mitigate social rsk
factors: A few are doing Hhat: We are worried apout healtv plans and

mostly be fargeted to- elders wiro- otiverwise would wse sipstontiol medical core,
rativer Hiaw to- tie larger growe wiro- are hungry ov Ihomelesy or othverwise un o
vibineraple condition. I+ would be better to- address te needs of the geograpiic
community and be sure that fral and disapled elderly people can get tive
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Plany have wsed referral (hhanding the potient or caregiver o List of
commimnity services that probobly can meet the need, sometimes the Eldercore
Locator or Hie Area Agency on Aging), nanvigation (helping tive person to- fino
o potential or actual source of the service U Hhe community), and
compromising (helping the person find a next-best way to- cope wiren referral
ande nawigation don't work well, such ay entering o nmursing home). A few-
plany harve pold for some of Hhe services divectly — eg., paying for a couple
weeks of home—delivered meals after hospital discharge, paying for o “tuck
W’ service to- settle af hhome o newly discirarged persove wivo- hag no- fomily o
volunteer help, paywy for trovmsportation to- appountments, efe. Sometumes
they are actually paid from profits; eg., tuough a foundation tied fo- the
healtiv plow.

AW of His largely misses tie crifical pount [ generval, these services depend
community wiere the person lises: The availability of home-delivered food,
Asability ~adapted and affordable howsing, a workforce skilled in tre
appropriate ways, employers tivat provide flexibiity for family caregivers,
and s0- ovv — these are ol chavacteristics of the community, not of tihe healtiv
plan. It i inefficient and morally repugnant to- provide He ways to- mitigate
soclal risks only to- people wio otiverwise would be high utilizery of healtiv
core services: It munche more efficlent to- flgure owt how-to- mitigate social
risks for frail and disabled elderly people Un a town, city, or county. The
healtiv plans and providery lhave been slow to- understand e functioning of
the sotial supporty in the commumnities where they provide services: Healtiv
mitigating the shortcomingy uv the arveas wiere they work: They shoulod kinow-
whetiver te local home-delivered meals service Uy developing a waiting List
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and act to- reduce or eliminate it They showld be speaking we ot housing
hearingy to- adwotate for universal design. They shouwld be participating withv
thelr community -based. services anod community colleges to- endrance tie
workforce and should be helping to- enconrage employersy to- enaple more
fomily caregiving (withowt Losing Hre family member’s uncome). n short;
healtiv care providery need to- deyelop corporate citizenship un the
communities wirere they are making their living. This s Hhe key. It s a good.
thing to- get one poatient untfo- supported housing or to- have reliable food. or
personal core. It mucihh more umportant to- hanve He confldence tivat one
lives v o community wirere these (ssunes are monitored and managed so- yow
con count on the basie supports of yow need Hem.

Recommendations

1. That Medicare move to- encourage and. then requine compreensive care
plans including social and family supports based on the personal
situation and priorities for Medicare beneficiaries withv subpstontial
sotial risk factors:

2. That healtiv plany and providers engage withv heir communities and
porticipote Un measiring, monitoring, and improving the social risk
foctors that affect their potients.

3. That healtr plang and providers scireen and, nonigote — and follow wp to-
see Hhat the need. has been mert:

What (s the evidence reqarding the compact of these appronches on gualdty
owfeomes and the fofal cost-of care?

The Uterature b now- very consistent that targeted efforts to- adduressy social rsk
factorsy are reliably effective un improving beneficiary experience and reduncing
healtiv care costs. We reviewed the UWterature for the July National Academy
meeting on sotlal rusk factors for persons withv adwanced iness, and He array
of proven inferventionsy nmumbered. more than 30. However, to- achieve
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benefichary umprovement and lower healtiv care costs, He provider muwst forget
Hie Untervention to- persons wiho otherwise would use medical services (wsmnally,
o evidenced by their post hWistory of high utlization). Therefore, the persons
who- would simply suffer and die would not be among Hrose targeted.

Howdoes one disentangle beneficiarces’ social and medical risks and address
each’

Here, we agree witiv the C-TAC response, as follows: Withv all due respect; Huls
U the wrong approaciv. It iy lmpossible to- disentongle beneficiaries soclal and
meddical risks and addiesy Henw seporately since Hiey are inerently
wtertwined. For example, poor healtiv lteracy leads to- diffiendty managing
medications and core wstructions, wic leads to- poorer healtiv Lack of
adegurate ntritlon works agaivst medical treatment as U wndermines peoples’
ablity to- heal, maintoimn function, and avoid healtr erises: Owr healtiv core
system has tried for decades to- just adduiress peoplesy medical needs and Hie gap
between wihat they truly need and receinve Uy growing, along witiv
wswstainabple costs.

Recommendation- That instead. of separating social and medical risk,
Medicare take a move holistic care approaciv for elderly beneficiaries witiv
serious disapUlities associoted witiv aging tivat s focmnsed ow quality of Ufe for
Hem and thelr famidy caregivers: An additional benefit of His approacih Ly
that U wll addresy any social rsk factors affecting Hheir guality of Life and,
therefore, healtir.

[y yalue-pased prarchasing a fool fo-addyess social rusk factors?

We agree that beneficiaries withv soclal risk factory coudd benefit from such
oalternate poyment modely but ondy Uf providers un suche funancial
arrangements ovre rewaroed for gotherung the right unformaotion on them, e.g.
functionality, guality of life, family caregiver burden, efe:, providing holistic
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care, and are not penalized for corung for people witiv high needs and
historically high cost

For unstance, o recent Government Accowntablity Office (GAO) report
confurmed thot the cunrent Medicare Advantage (MA) risk adjustment
functionality. This w proplematic, ay b makes U funanclally wnolesivoiple to-
care for such potients, many of wiom also- have social risk factors. Yet
functional information s not gathered ay part of MA risk adjustment
methodologies, and s therefore uwnaple to- be factored nto suciv calevdations.

Recommendations

1. That functional assessment be added to- all Medicare progroms. We
suggest exploring thivd party assessors, as per GAO report; shoudd tiy be
too- administratively burdensome on providers.

2. That Medicare explove adding additional assessments of guality of life
ness.

3. That value-based purcihasing formudas be adjusted so- ay to- promote He
carve of beneficlaries withe poor function, high social needs, risk factors,
efe

What-are barriers to-collecting data aboud social risk? How-can these barriers
be overcome?

The most substontial borrier W tihat most providers hawve learned tat tirey
have Uttle capacity to- affect the soclal rusk factors by referval and
navigation. The waiting Wsty for services are too- long, the administrotive
barriersy axe too- havd for frail elderly people, and so- many people have just o
Little +o0- munche income fo- get help from Medicaids Providers do- not want to
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Learn about Hhe potients sitnoation when Hiey con do- nothving to- make Ut
better.

Furthvermore, Hhe existing requirements for EHRy do- not support good care for
Huiy population. There iy no- place Ldentified for soclal risk factors, undeed,
there g no- place wentfified for such opyiowns elementy ay functional status,

Wit so- many providersy begunning fo- pay attention fo- soclal risk factors,
there (s an urgent need for stamdardization of Hhe key questions, so- Hat
umprovement actvities can be guided by data. |If the Area Agencies on Aging
and the hospitals wse different screening protocols, Here will be no ready
way fo- examine the efficacy of tive efforts to- refer and secunre services.

Recommendations
1. Shift payment incentives fo- promote captring and acting upow social
ruk foctors.
2. Requine tiat federal EHR certification include key social and family
coregwer Lssunes:
3. Provide some incentives for plany and providery to- be engaged in
commumnity actlon to- addiress soclal rusk foctors.

In closing, we would Uike to- comment on the perspective that by apporent U
the ASPE RFI. ASPE, like many providery and payersy, s folling into-the
commonplace trop of seeing “social risk foctory’ as foctory ot choracterize a
porticdor beneficiory — and not ALSO as factors tivat characterize the
locality un wirich that beneficiary lives: Thus Hey note that RAND found
(page 3) o List of four items in the taxonomy for MA plans addressing social
needs. What'y missing Uy any action to- enhance the community’s provision of
supportive services, including adequate workforce (paid and voluntary). To-
Uistrate — o beneficiary who- lives alone withowt volunteer support and
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who can no- longer prepore food has a “social rusk factor’”’ un a fown withv a
long waiting list for home-delivered. foodl, but that same beneficiary Living
v a fown withv readily available home-delivered food lhasy no- sucv risk
factor.  So, the rsk factor v not merely o characterstic of the patient but
olso- of the migmatein between the patient's need and commumnity’s service
provision arrangements:

Furthermore — e country has not come to- fermy concerning wihat famalies
(and, for that matter, neighbors) showld be expected. to- do-to provide wnpaio
support: Thiy endy wp being negotiated and re-negotiated witihv potentially
ovailaple people withowt any overall sense of wirat we expect: Most divect
care U gwew for free by family — but that's tie most stressful point i the
upcoming demograpihics: Small and dispersed — and older — families will
not be able to- “take care of great-grandma’’ n small aportments witv all
adudty working. We do- not have large families living on the farm wio can
readily toke v a disabled elderly person. So, putting uinfo-the EHR that the
person has two- children tellsy yow almost notiving. Flguring owt whethver tivey
are willing and aple to- do- the personal care — and Hhen seeing of they con
actually deliver — s a complicoted endeovor. Wiat should be the response Uf
the elderly beneficiary way o child abuser, or the aduwlt child s hooked on
drugs? These kindy of sitnations are adl too- common and very havod to- verify
or docwment: Even n the “usunal’ family, there will be real needs and
Umitations Hhat Uit coregiving. There needs to- be a focnsed. endeavor to- sort
out howto- deal witiv family capability and willingness in the recoro, and
the solutiony are not Likely to- be simple.

Thank yow for the opportunity to- provide threse recommendations: |If yow
hoae any guestions, please contoct Joonmne Lynin at
Joorwne.l yun@Albtorvwm.org .
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Suncerely,
Joanne [ ynn
Jovumne Lynin, MD, MA, MS

Drector, Program to- Improve Eldercare

"https://www.gao.gov/products/GAO-18-588
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Social Risk Factor Questions — Allina Health

1) Are social risk data being used to target services or provide outreach? If so, how? How are
beneficiaries with social risk factors identified?

Allina Health completes a screen that addresses potential social risk factor concerns for all Medicare
beneficiaries in the following locations:

- All Allina Health primary care clinics

- Outpatient mental health clinics

- OBGYN Clinics

- Three emergency departments (78 total care delivery sites to screen),
- Inpatient mental health

Across our system, this represents 78 care delivery sites where Medicare beneficiaries are screened. We
utilize the CMS approved screening form that is part of the Accountable Health Communities model.
This screening includes questions on food insecurity, housing, transportation, difficulty paying utility bills
and interpersonal safety. Our experience should that approximately 28% of beneficiaries completing the
screen identify at least one need.

Additionally, our home health program completes a screen for every beneficiary that has 112 elements,
which all may focus on social risk to some degree. Comprehensive assessments are done in our
inpatient rehabilitation & skilled nursing facilities, which address social topics that could be impactful to
discharge, or the receipt of follow up care. These responses are then incorporated into the discharge
planning process for each beneficiary. For all of our post-acute care sites, if a social risk were identified
that warrants further assistance, the beneficiary would be referred to a social worker to follow up.

We have found that knowing whether a patient is enrolled in public programs can be a good indicator as
to an individual’s potential risk factors. However, typically it is quite challenging to identify patients who
are enrolled in such programs. Thus, many of the resources that may be available to patients often go
undiscussed.

2) Are there especially promising strategies for improving care for patients with social risk?

One population Allina health serves is patients that have a disability. There are several support
programs offered through the Minnesota Department of Human Services (MN DHS) that operate at
home or in the community in order to support this population. We try to enroll beneficiaries in support
programs that fit with their particular need. Additionally, Allina participates in the Medical Home model
for a population of individuals with disabilities and complex health conditions, certified by MN DHS.
While this is a limited population, it has allowed us to better tailor strategies for addressing all aspects
associated with care of the patient’s needs.

Allina also offers care coordination services, which address medical needs, however social risk factors
are considered as part of this service as well. Through this service, there is continued access to a social
worker as a resource to patients. For patients that are identified as having a potential risk through our
Accountable Health Communities screening, we offer a referral to community resources that could help



address their need. At this time, we continue to follow the patient for up to one year to see whether
they are able to obtain the services they need.

Finally, Allina Health has focused on how to better engage staff in the awareness of what social risk
factors are, and how they are impactful to our patients. Ensuring that all staff understand why
addressing social risk factors is impactful to total health is an important step in our work to improve
health outcomes. In order to address the social risk factors of our patients, staff first need to be able to
recognize what a social risk factor is and why it is important.

3) How are costs for targeting and providing those services evaluated? What are the additional
costs to target services, such as case management, and to provide additional services (e.g.,
transportation)? What is the return on investment in improved outcomes or reduced
healthcare costs?

As part of the Accountable Health Communities model, we are working on how best to evaluate the cost
of services meant to affect social risk factors. Our care coordination model (referenced above), has
actually increased outpatient costs, but likely reduced ED visits and possible readmission. The care
coordinators assist patients in following up doctor visits or outpatient therapy. While we see that there
is a decrease in revenue associated with employing a care coordinator, we believe that we are actually
increasing value and quality care for both the patient and the organization.

4) What are the best practices to refer beneficiaries to social service organizations that can
address social risk factors?

We believe that engaging community service providers is critical. Aside from social services, developing
partnerships with organizations such as Metro Transit could prove to be impactful in addressing social
risk factors. In our view, there are aligned incentives for healthcare and social/community services to
work together to address social risk factors.

5) What lessons have been learned about providing care for patients with social risk factors?

The biggest lesson Allina Health has taken away is that the establishment of trust of key. In all of our
post-acute care settings, we have found that the patient needs to feel comfortable with their care
provider in order to open up regarding what challenges they may be facing. The opportunities for our
care providers to establish a repoire with even one person can be very impactful in the identification of
additional resources that may be available to the patient.

6) What are barriers to tailoring services to patients with social risk factors? How can barriers be
overcome?

In our skilled nursing and inpatient rehabilitation facilities, our experience is that it can be very difficult
to find a safe and appropriate discharge destination for a patient. With the combination of needing



accessible housing, the need for physical assistance, and potentially the need to move to Medicaid or
Medicare payment, patients may not be admitted, or their discharge may be delayed because of
anticipated problems at discharge. At this time, we are unable to consistently consider and identify the
social risk factors outlined in this RFl, when discharge planning. Absent this information, it is very
possible that once discharged, a patient will not be able to either care for himself or herself or receive
adequate care once they have left our facilities. This increases the chance for readmission and poor
outcomes.

Our experience in the home health population is that this service is often not the provider’s first choice
for additional care. Patients may be better suited to be admitted to a transitional care unit, however
cost or insufficient access may prohibit them from going that route. Home health then becomes second
choice, but is not the best/safest option for the needs of that patient. Allowing beneficiaries to be able
to receive follow up care in the healthcare environment that is best suited to their particular needs is
one barrier we would like to see addressed.

Finally, we have seen that many of our Medicaid population is unable to receive care as their spend-
down limits is challenging to reach. We continue to encourage MN DHS to address the Medicaid spend
down limits, as we believe this is an unwarranted obstacle to patients receiving needed care.

7) For patients with social risk factors, how does patients’ disability, functional status, or frailty
affect the provision of services?

For patients that are disabled, adequate housing, transportation and follow-up with a provider all
become more challenging. While there are many resources available to patients that are disabled, frail
or have limited functional status, often times these services are counterproductive to what the health
system is trying to accomplish. For example, a disabled patient may have to rely on community-based
transportation in order to attend health appointments. In many cases, transportation is only available
on a routine schedule. For a patient that is unable to sit, stand or wait until the community vehicle can
pick them up and drop them off, the choice often becomes to skip the appointment rather than go in for
the follow up care they need. Further, we have seen that for patients who have limited food access,
community resources that are available to them are often unable to be utilized due to scheduling limits.
Limited schedules or pick up locations make it challenging beneficiaries to access the resources they
need.

Data:
1) Which social risk factors are most important to capture?
Income and whether or not the patient is currently on Medical Assistance.

2) Do you routinely and systematically collect data about social risk? Yes, for all beneficiaries of
government programs.

*  Who collects this data? A clinical assistant collects this information on a paper form,
and is entered into a flowsheet in the electronic health record (EHR).



*  Whenis it collected? In the outpatient setting, information is collected when patient
comes in for visit. In the inpatient or emergency department setting, information is
collected at discharge. Home health collects information at admission, every 60 days
while receiving home care services and again at discharge.

* Isit collected only once or multiple times for a beneficiary? Information is collected
every six months.

* Isit collected consistently across populations (i.e. Medicare beneficiaries, Medicaid
beneficiaries, patients receiving specific services, etc.)? Yes, Medicare, Medicaid, Dual
Eligible.

*  What are the burdens of this data collection on plans, providers, and beneficiaries?
Data collection is time intensive, not only to actually collect but to also get into the EHR.
Technology always presents a challenge, as systems have limitations and change
frequently. We want to ensure that the data we are entering is correct, and is entered
in a consistent manner for all patients, which requires staff training. On top of that,
routine quality monitoring/auditing is needed to assess areas for improvement within
our process.

3) Would standardized data elements for EHRs help you to collect social risk data? If so, how
could these data elements be standardized?

As part of the Accountable Health Communities model, we have standardized data elements collected.
Our experience thus far leads us to believe that it is beneficial.

4) What are barriers to collecting data about social risk? How can these barriers be overcome?

No response at this time.

5) What do you see as promising future opportunities for improving data collection? For using
existing or future data to tailor services?

Allina Health has been in conversation regarding how to engage patients through their own personal
devices, such as a cell phone. We believe that patients may be more willing to share information about
social risks/concerns electronically than they would in the health care setting. In our experience,
allowing people to utilize their own devices often achieves better response rates than requiring an
actual computer to log in. We continually encourage patients to sign up for our online patient portal,
however many patients to not have access to a computer & the internet. We find that this can actually
lead to patients becoming non-responsive because they do not have the means to review information
available to them. Developing a way for patients to utilize their phone for these communications could
potentially address some of that divide.



Department of Organizational Integrity and Regulatory Affairs
P.O. Box 43
Minneapolis, MN 55440-0043

November 16, 2018

Office of the Assistant Secretary for Planning and Evaluation
Submitted electronically to: ASPEImpactStudy@hhs.gov

Request for Information: IMPACT Act Research Study: Provider and health plan approaches
to improve care for Medicare beneficiaries with social risk factors

To Whom It May Concern;

On behalf of Allina Health, | appreciate the opportunity to comment on the Request for
Information: IMPACT Act Research Study: Provider and health plan approaches to improve care
for Medicare beneficiaries with social risk factors. We applaud the agencies for continuing to
reach out to providers on this important topic. While we do have home health, as well as an
inpatient rehabilitation and skilled nursing facility that are affected by the IMPACT Act, we also
participate in the Accountable Health Communities initiative. As such, we have drawn from our
experience across the care continuum in order to help identify what we believe could be useful
strategies and best practices in working to address social risk factors.

Allina Health is a family of hospitals, clinics and care services that believes the most valuable
asset people can have is their good health. We provide a continuum of care, from disease
prevention programs, to technically advanced inpatient and outpatient care, medical
transportation, pharmacy, home care, hospice and palliative care services. Allina Health serves
communities around Minnesota and western Wisconsin.

Our responses (attachment) to this RFI has been organized to respond to the questions that are
most relevant to our interest and experience. We understand a response to every question is not
required for our comment(s) to be considered. Please review the attachment with our responses
to the questions.

While we believe that addressing social risk factors should occur, there are some barriers we
perceive that are worth consideration. First, how entities pose questions to beneficiaries could
impact the response they receive. In order to gather information that is meaningful and can be
acted upon, it is important to ensure that information is gathered and shared in a clear, consistent
manner across the care continuum. Second, identifying information is only the first step. Whose
accountability should it be to work with the patient to connect them to resources, as well as to
follow them through their journey outside of the healthcare need to ensure that they continue to
receive needed services? Coordination in this manner could be costly and time intensive. As
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such, appropriate reimbursement would also need to be factored in for the provider that manages
this process. Finally, even though a provider may offer resources to a patient, there is no
guarantee that the patient will accept and take action to address existing risks. Our experience is
that while we can recommend services outside of healthcare that may improve a patient’s health
status, they often are resistant to taking the steps to receive the needed services.

Allina Health is very interested in considering how to incorporate social risk factors into value
based healthcare. As part of that model, we encourage the agencies to share real time information
related to social risk factors with providers. We further believe one promising way to address
social risk factors is to design beneficiary plans that incentivize implementation of the strategies
we have laid out in the RFI.

Thank you for your consideration of our comments as part of this Request for Information. If
you have any questions, please feel free to contact me at (612) 262-4908. | look forward to your
responses in future rulemaking.

Sincerely,

g s e

I\J

Allyson Hammer,

Manager Organizational Integrity, Compliance & Regulatory Affairs
Allina Health



AMERICAN ACADEMY OF FAMILY PHYSICIANS

November 14, 2018

John O'Brien, Deputy Assistant Secretary
Assistant Secretary for Planning and Evaluation
U.S. Department of Health and Human Services
200 Independence Avenue, SW, Room 415F
Washington, DC 20201

Dear Deputy Assistant Secretary O'Brien:

On behalf of the American Academy of Family Physicians (AAFP), which represents 131,400
family physicians and medical students across the country, | write in response to the request for
information (RFI) titled “Improving Medicare Post-Acute Care Transformation (IMPACT)

Act (IMPACT) ACT Research Study: Provider and health plan approaches to improve care for
Medicare beneficiaries with social risk factors” as posted by the Assistant Secretary for Planning
and Evaluation (ASPE) on October 16, 2018.

It is the mission of the AAFP to improve the health of patients, families, and communities by
serving the needs of members with professionalism and creativity. In their patient-centered
practices, family physicians identify and address the social determinants of health for individuals
and families, incorporating this information in the bio-psychosocial model to promote continuous
healing relationships, whole-person orientation, family and community context, and
comprehensive care.

It is AAFP policy that social determinants of health (SDoH) are the conditions under which
people are born, grow, live, work, and age. The AAFP believes policymaking should be based
on research and evidence to identify and address the social determinants of health to improve
the health of populations. Research conducted on SDoH should focus on effective interventions
to reduce health inequities, including family physicians' roles in ameliorating social determinants
of health.

The AAFP supports the assertion that physicians need to know how to identify and address
SDoH to be successful in promoting positive health outcomes for individuals and populations.
Family physicians take a leading role in addressing SDoH by partnering and collaborating with
public health departments, social service agencies, and other community resources. Family
physicians are integral within the continuum of care and use their skills and expertise to care for
patients across the lifespan. Family physicians reach out to their communities, bridge health
care gaps, and strive for better health for all. Given the role they play in their communities and in
the delivery of patient-centered care, the AAFP supports policies that provide physicians with
data and knowledge on how to identify and address SDoH to be successful in promoting good
health outcomes for individuals and populations.
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Our response to this RFI offers data and experiences from our members, outlines the AAFP’s
principles for incorporating SDoH into new payment models, and highlights strategies the AAFP
has undertaken to integrate SDoH adjustments into AAFP’s advanced primary care model. Our
comments are organized into three main sections:

1) AAFP Member Survey and Experiences Assessing and Addressing SDoH;

2) Advancing Health Equity: Principles to Address SDoH in Alternative Payment Models;

and,
3) AAFP’s Advanced Primary Care Alternative Payment Model.

AAFP Member Survey and Experiences Assessing and Addressing SDoH;

The AAFP fields an AAFP member Social Determinants of Health (SDoH) Survey annually. This
survey, as well as member experiences, and AAFP tools and resources to support family
physicians’ ability to screen for SDoH needs form the basis of the response below.

1. How plans and providers serving Medicare beneficiaries identify beneficiaries with social risk

factors.
The AAFP’s 2017 Social Determinants of Health (SDoH) survey established that nearly
60% of family physicians already screen their patients for SDoH. There are several
validated screening tools currently in use that screen for certain conditions (Adverse
Childhood Experiences, hunger vital signs, etc.) or screen within certain populations
(women, children, etc.). The AAFP developed the SDoH screening tool based on this
work, and we promote it to our members as the EveryONE Project.

2. Approaches health plans and providers have used to address the needs of beneficiaries with
social risk factors.
According to the AAFP SDoH survey, 52% of family physicians are following up on
SDoH needs identified in screenings by referring patients to community based social
services. The AAFP’s Neighborhood Navigator is a nationwide referral network,
available in over 100+ languages that can connect patients to food, housing,
employment, etc. based on their unique needs.

3. Evidence regarding the impact of these approaches on quality outcomes and the total cost of

care.
The Social Interventions Research & Evaluation Network (SIREN), led by family
physician Dr. Laura Gottlieb, conducted a systematic review of SDoH screenings in
2017. This review concluded that research evaluating the effectiveness of screening has
largely focused on process outcomes and feasibility. High-quality evidence does not yet
suggest these approaches have any effect on an individual’'s health outcomes (short or
long term), health care cost, utilization, or quality.

The healthcare system needs to work towards generating more evidence on which
approaches are successful — and how they affect individual and population health
outcomes and costs. The AAFP is focusing on tools to help calculate a practice's return
on investment related to its SDoH activities. At this time, it is impossible to calculate a
return on investment on total cost of care for SDoH work at the practice level as
physicians are most often paid to address an individual's health needs as opposed to the
health of a practice population. While improving individual health needs may have an
overall impact on population health, there are far too many inputs addressing population
health to effectively calculate the return on investment from practice level interventions.
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4. Ways in which health plans and providers disentangle beneficiaries’ social and medical risks
and address each.
It is very challenging for health plans and providers to “disentangle” social and medical
risks. AAFP goals in developing principles for incorporating SDoH into APMs is to
support holistic, integrated approaches to addressing patients’ psychosocial needs. A
patient’s social and medical risks are inherently connected.

Advancing Health Equity: Principles to Address the Social Determinants of Health in Alternative
Payment Models

The AAFP welcomes the opportunity to offer our members’ perspectives as ASPE undertakes a
study to evaluate the effect of individuals’ socioeconomic status (SES) on quality measures and
measures of resource use under the Medicare program. As health care continues to transition to
a value-based environment, there has been a growing call for the inclusion of SDoH as a
criterion in advanced primary care delivery and value-based payment arrangements. Academic
literature is beginning to show how significantly social determinants affect the health and well-
being of patients.

As more AAFP members participate in APMs, key issues for the AAFP include data on the role
of social risk factors in health outcomes, the impact of such data in assessing physician
performance, and policy opportunities to improve payment and measurement methodologies.

The AAFP developed principles to address social determinants of health (SDoH) in alternative
payment models (APMs) that we urge ASPE to consult and utilize. Outlined below, these
principles ensure that SDoH are appropriately accounted for in the payment and measurement
design of APMs, so practices have adequate support to improve quality and outcomes for all
patients, eliminate health disparities, and reduce costs for the health care system.

1. APMs should support practice-level efforts to identify and address social determinants
that are shown to impact health outcomes.

2. The incorporation of variables representing SDoH in APMs should be founded on
evidence-based research methods.

3. Health information technology platforms should facilitate SDoH data collection from
medical records and other sources to support improved clinical decision making, care
coordination, quality measurement, and population health management.

4. To minimize administrative burden on providers and patients, SDoH data should be
collected by leveraging existing mechanisms. Public and private payers should share
data with clinicians to further enhance coordinated and comprehensive primary care
since this data is challenging to collect. The AAFP encourages increased data sharing to
improve its timeliness and clinical actionability.

5. To ensure APMs improve access, quality, and health equity, practices should receive
appropriate resources and support to identify, monitor, and assess SDoH.

Advanced Primary Care Alternative Payment Model

The AAFP welcomes the continued opportunity to work with ASPE to identify and implement
policies that improve the Medicare program, especially as it relates to SDoH. The AAFP has
been working the past two years to develop the Advanced Primary Care Alternative Payment
Model (APC-APM), a next generation, advanced primary care model. The APC-APM would
empower family physicians—especially those in small, independent practices—to move away
from fee-for-service payment systems and into population-based, predictable revenue streams.
These revenue streams will be risk-adjusted in part based on SDoH, and will support
comprehensive, longitudinal, and high-quality primary care.
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The APC-APM includes a SDoH adjustment to payments to participating advanced primary care
practices using the Robert Graham Center’s Social Deprivation Index (SDI). The SDI is
comprised of variables of social deprivation (e.g. lack of access to good housing, employment,
income, transportation and access to health facilities) that are readily available and easily
updated on a national level. The SDI provides a single index at many different geographic
levels, including zip code. The strength of the relationship between SDI and poor health
outcomes has been verified at these levels of geography. In the APC-APM model, attributed
patients would be assigned an SDI based on the zip code of their home address and a monthly
payment adjustment would be made for attributed patients at or above the 85" percentile on the
SDI. This is one example of how new payment models and approaches can begin to incorporate
SDoH simply and efficiently.

The AAFP believes that investment in physician-led models that support advanced primary care
practices is necessary to strengthen the long-term solvency of the Medicare program and to
improve patient-centered care for beneficiaries. AAFP members offer a unique and important
perspective as family physicians. They provide care in more than 90 percent of U.S. counties
working in diverse settings as employed physicians, in large practices, and as owners of small
independent practices. Family physicians participate in preventive and wellness services,
chronic disease management, and leading care teams that also offer linkages to services that
address SDoH. We are committed to working with ASPE to further develop and implement
physician-led, primary care focused models that increase participation in value-based care and
payment models that promote population health.

We appreciate the opportunity to comment. Please contact Robert Bennett, Federal Regulatory
Manager, at 202-232-9033 or rbennett@aafp.org with any questions or concerns.

Sincerely,

Michael L. Munger, MD, FAAFP
Board Chair

About Family Medicine

Family physicians conduct approximately one in five of the total medical office visits in the
United States per year—more than any other specialty. Family physicians provide
comprehensive, evidence-based, and cost-effective care dedicated to improving the health of
patients, families, and communities. Family medicine’s cornerstone is an ongoing and personal
patient-physician relationship where the family physician serves as the hub of each patient’s
integrated care team. More Americans depend on family physicians than on any other medical
specialty.
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REQUEST FOR INFORMATION: IMPACT ACT Research Study: Provider and health plan
approaches to improve care for Medicare beneficiaries with social risk factors

Dear Dr. Destro,

On behalf of over 34,000 orthopaedic surgeons and residents represented by the American
Association of Orthopaedic Surgeons (AAOS), we would like to share comments on the recent
‘Request for Information’ (RFI) on provider and health plan approaches to improve care for
Medicare beneficiaries with social risk factors.

The AAOS is committed to improving musculoskeletal care for patients, especially those who
are vulnerable with socio-economic risk factors. In response to an RFl on the new direction for
the Innovation Center at the Centers for Medicare and Medicaid Services (CMS) dated
November 20, 2017, AAOS urged CMS to include important patient characteristics such as age,
socio-economic status (SES), marital status, clinical co-morbidities, functional status, social and
familial support in their evaluation of Medicare and Medicaid payment models. Medicare
beneficiaries with such risk factors should be factored into the target price used in many
Innovation Center models. AAOS also asked CMS to incorporate the risk stratification

1 AAOS comments on Centers for Medicare & Medicaid Services: Innovation Center New Direction. Available:
https://www.aaos.org/uploadedFiles/PreProduction/Advocacy/Federal/Issues/medicare/AAOS%20comments RFI
%200n%20CMMI1%20new%20direction final.pdf

317 Massachusetts Avenue NE
Suite 100
Washington, D.C. 20002-5701

PHONE 202.546.4430

www.aaos.org/dc
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recommendations that the Assistant Secretary for Planning and Evaluation (ASPE) made to
Congress in your 2016 report.?

How are providers and health plans serving Medicare beneficiaries working to improve health
outcomes for beneficiaries, especially those with social risk factors?

It is heartening to note that CMS launched the Accountable Health Communities (AHC) Model
in 2016 that addresses a critical gap among clinical care, community services and family support
in the health care delivery system “by testing whether systematically identifying and addressing
the health-related social needs of Medicare and Medicaid beneficiaries’ through screening,
referral, and community navigation services will impact health care costs and reduce health
care utilization.” Such effort is essential to address the social and economic risk factors
experienced by certain racial and ethnic groups and within certain geographical areas. We hope
that the AHC participants include support specialists (such as orthopaedic surgeons) in their
patients’ care plans as they assess unmet needs in their communities.

There is increased awareness among payers that chronic illnesses (such as diabetes, obesity,
stroke, heart disease, and cancer) disproportionately impact low-income individuals and
minorities.® Hence both CMS and commercial insurance companies have launched episodic
payment models, accountable care organizations and other innovations to treat co-morbid
chronic conditions so that the patients’ emergent and predictable acute care needs are
optimized.

Today, most Medicare beneficiaries are covered by CMMI payment models. Hence, it is
important that the new value-based payment models in Medicare identify and address social
economic risk factors. Lower extremity joint replacement (LEJR) procedures is one of the most
common procedures in this population. The ASPE’s finding that safety-net providers were more
likely to receive penalties have been corroborated in studies focusing on musculoskeletal care.

2 REPORT TO CONGRESS: SOCIAL RISK FACTORS AND PERFORMANCE UNDER MEDICARE'S VALUE-BASED
PURCHASING PROGRAMS. Available: https://aspe.hhs.gov/pdf-report/report-congress-social-risk-factors-and-
performance-under-medicares-value-based-purchasing-programs

3 “The United States Can Reduce Socioeconomic Disparities by Focusing on Chronic Diseases, " Health Affairs Blog,
August 17, 2017. DOI: 10.1377/hblog20170817.061561.



For example, a recent analysis* of Medicare claims for patients in Michigan who underwent
lower extremity joint replacement LEJR during the period 2011-13 concluded that hospitals
treating medically complex patients experienced unintentional penalties when proper risk
adjustment is not accounted. Reconciliation payments were found to be reduced by $827 per
episode for each standard-deviation increase in a hospital’s patient complexity. These
unintentional penalties for safety net hospitals must be addressed. This study also estimated
that risk adjustment could increase reconciliation payments to some hospitals up to $114,184
annually. Thus, the Comprehensive Care for Joint Replacement (CJR) model in the study,
referenced above, requires financial, clinical, and socio-economic risk adjustment to address
treatment of these more complex patients. Another important point raised by this study is that
the CJR model uses a novel calculation of the target price (a blend of a hospital’s historical
episode spending and the average spending of other hospitals in the same region). Predictably,
the regional benchmark, increasing over time, will drive increasing financial pressures on
hospitals treating more medically complex patients.

Which social risks are most important to capture?

The mechanism for disparities in musculoskeletal care is not well understood. Racial and ethnic
minorities have a greater incidence of arthritis and chronic disability than the population in
general.” For example, African-Americans have a lower utilization of total joint arthroplasty for
a variety of reasons, including patient trust, perceived limited satisfaction with results by peers,
varying knowledge about total joint arthroplasty, and concerns about pain associated with
these procedures. However, not enough emphasis is laid on these concerns across the
profession. Hence, national professional organizations (such as AAOS) are championing new
research and designing collective physician education on these topics.

For an orthopaedic surgeon, language barriers with patients is a key issue. It is a major
difficulty to find medically trained translators leading to delays in care, additional cost,
miscommunication and in proper informed consent. It is accurate to state that such translation
services may cost the system as much as the patient visit reimbursements. Active

4 Ellimoottil, C., Ryan, A. M., Hou, H., Dupree, J., Hallstrom, B., & Miller, D. C. (2016). Medicare’s New Bundled
Payment for Joint Replacement May Penalize Hospitals That Treat Medically Complex Patients. Health
Affairs,35(9), 1651-1657.

> Morgan, R. C., & Slover, J. (2011). Breakout session: ethnic and racial disparities in joint arthroplasty. Clinical
Orthopaedics and Related Research, 469(7), 1886.



communication at hospital discharge is necessary for an optimal transition and to avoid post-
acute adverse events. Understanding of medications and the type of follow-up care needed is
low among patients with limited English proficiency and medical literacy.® Given that language
concordance improves outcomes, there must be systematic identification of patients with
limited English proficiency and reimbursement mechanisms that are reliable.

As for issues related to poverty, our surgeons find that unmet medical transportation needs and
environmental hurdles in neighborhoods and homes present challenges for post-acute
recovery. There is a rich body of literature that argues that provision and payment of social
services under Medicare is a major necessity in our communities. Certainly, paying for
transportation to and from appointments or care facilities would significantly enhance access to
care as public transportation can be challenging for orthopaedic patients with limited mobility.
In addition, greater access to home safety assessments and the ability to pay for a ramp to
enter the home or make other mobility enhancements are frequently necessary to avoid
lengthy institutional post-acute care. Unfortunately, there are not enough resources and
incentives for screening for these issues routinely. The AAOS believes that physicians and other
health care providers would be more likely to do such screenings if they knew where to direct
vulnerable patients locally. Social workers are not so common in orthopaedic practices, and
this is a specialized skill and service that is required if our surgeons are to effectively help their
patients with issues beyond their clinical expertise that affect care outcomes. It usually only
happens when the patient sees the social worker prior to discharge after a procedure and
would be more effective and more widely utilized if there was better connectivity to local
government and nonprofit human service organizations.

Lastly, the most difficult social risk factor to identify is the existence of ‘implicit bias’ among
clinicians. 7 Racial/ethnic concordance among physicians and their patients lead to improved
communication and thus improved outcomes. There is a rich body of literature that has found
that implicit or unconscious bias is alive and thriving among all of us. Medical training should

6 Karliner, L. S., Kim, S. E., Meltzer, D. O., & Auerbach, A. D. (2010). Influence of language barriers on outcomes of
hospital care for general medicine inpatients. Journal of Hospital Medicine, 5(5), 276-282.

7 “Examining Provider Bias in Health Care Through Implicit Bias Rounds, " Health Affairs Blog, July 17, 2017. DOI:
10.1377/hblog20170717.060993



actively involve awareness of socio-cultural factors that impact care and practical steps to
mitigate implicit bias. Recognition of our own implicit bias is the first stepping stone.

The AAOS appreciates your request for information on this important issue and hope that HHS
and the Congress will be able to develop practical policies that address some of the social risk
factors that impact our patients. Our comments are simply indicative of deep-rooted issues in
this area, and we look forward to working with you in improving the quality of musculoskeletal
care for all of our patients. If you have any questions on our comments, please do not hesitate
to contact William Shaffer, MD, AAOS Medical Director by email at shaffer@aaos.org.

Sincerely,

DD Hoursesy 15

David A. Halsey, MD
President, American Association of Orthopaedic Surgeons

cc: Kristy L. Weber, MD, AAOS First Vice-President
Joseph A. Bosco, Ill, MD, AAOS Second Vice-President
Thomas E. Arend, Jr., Esq., CAE, AAOS Chief Executive Officer
William O. Shaffer, MD, AAOS Medical Director
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Deputy Assistant Secretary for Planning and Evaluation

U.S. Department of Health & Human Services

Office of the Assistant Secretary for Planning and Evaluation (ASPE)
200 Independence Avenue, SW, Room 415F

Washington, DC 20201

Re: Provider and health plan approaches to improve care for Medicare beneficiaries with social
risk factors

Dear Deputy Assistant Secretary Destro,

The American Association of Nurse Practitioners (AANP), representing more than 248,000 nurse
practitioners (NPs) in the United States, appreciates the opportunity to provide comment on ASPE’s
request for information on improving care for Medicare beneficiaries with social risk factors. We thank
ASPE for their focus on improving the health of Medicare beneficiaries with social risk factors and we
look forward to continuing to work together to achieve these goals.

NPs are advanced practice registered nurses (APRNs) who are prepared at the masters or doctoral level to
provide primary, acute, chronic and specialty care to patients of all ages and walks of life. Daily practice
includes: assessment; ordering, performing, supervising and interpreting diagnostic and laboratory tests;
making diagnoses; initiating and managing treatment including prescribing medication and non-
pharmacologic treatments; coordinating care; counseling; and educating patients and their families and
communities. They are experts in the provision of care to patients with social risk factors.

NPs practice in nearly every health care setting including clinics, hospitals, Veterans Affairs and Indian
Health Care facilities, emergency rooms, urgent care sites, private physician or NP practices (both
managed and owned by NPs), nursing homes, schools, colleges, retail clinics, public health departments,
nurse managed clinics, homeless clinics, and home health. NPs hold prescriptive authority in all 50 states
and the District of Columbia. It is important to note that 86.6% of NPs are certified in primary care, the
majority of whom see Medicare and Medicaid patients. NPs complete more than one billion patient visits
annually.

ASPE has requested feedback on how providers are working to improve health outcomes for Medicare
beneficiaries, specifically those with social risk factors. Nurse practitioners are invested in improving
community health and have answered the call of our nation’s most pressing health care needs for
beneficiaries with social risk factors, including fighting the opioid epidemic. As you are aware, with the
passage of the Comprehensive Addiction and Recovery Act (CARA) in 2016, NPs were authorized to
provide medication-assisted treatment (MAT) after taking the necessary training and obtaining a DEA
waiver. Since CARA passed, over 7,000 NPS have obtained their MAT waiver in order to provide much
needed treatment to patients suffering from opioid use disorder. Based on the strength of the response
from the NP and PA communities to this crisis, and the ongoing need for health care providers to provide
MAT, this authorization was made permanent in the SUPPORT for Patients and Communities Act (H.R.

Administration: PO Box 12846 * Austin, TX 78711 * Email: admin@aanp.org * Website: aanp.org
Government Affairs: 225 Reinekers Lane, Suite 525 ¢ Alexandria, VA 22314 * Email: governmentaffairs@aanp.org



6). NPs are committed to improving the health and welfare of Medicare and Medicaid beneficiaries with
social risk factors.

One of the primary issues impacting beneficiaries with social risk factors is a clinician shortage,
particularly in primary care, that is being exacerbated by an aging population.! Nurse practitioners are
currently providing a substantial portion of the high-quality?, cost-effective® care that our communities
require, and will continue to do so to meet the needs of their communities. They are the fastest growing
provider specialty in the Medicare program and are on pace to be the largest provider specialty within a
year.* “Eighty-four point nine percent” of NPs are accepting Medicare patients and 82.9% are accepting
Medicaid patients.® This will have a particularly large impact on primary care as approximately 85% of
all NP graduates go into primary care.® NPs comprise approximately one quarter of our primary care
workforce, with that percentage growing annually.” Early access to high-quality primary care is essential
for Medicare and Medicaid beneficiaries with social risk factors. Nurse practitioners are well-positioned
to meet their healthcare needs.

Nurse practitioners are educationally prepared to take a wholistic and patient-centered approach to health
care which is grounded in their nursing roots. This approach addresses the social and environmental needs
of these patients. This emphasis is essential when treating patients with social risk factors who have
complicated needs that go beyond a medical evaluation and treatment. Nurse practitioners not only
evaluate, diagnose and treat their patients, but also educate and empower patients to improve their self-
care. They work with patients and their support systems to ensure that the patients’ needs are met by
coordinating with social services resources, families and other health care providers. These concepts are
ingrained in nurse practitioner preparation and are the backbone of care delivery models such as the
patient-centered medical home, which deliver the comprehensive and coordinated care required for
patients with social risk factors.

ASPE requested feedback on how to improve the collection and utilization of data on social risk factors.
In their practice, NPs routinely identify and target the needs of their patients, provide care management
and coordination, directly address their patient’s social needs, and integrate Medicare and Medicaid into
their practices. However, the current structure of electronic health records often does not accommodate
the incorporation of social risk factors documentation into the record. In addition, barriers continue to
exist within federal programs that restrict care coordination and delay access to care for nurse
practitioners’ patients.

Despite the need for nurse practitioners in our communities, and decades of evidence showing that NPs
provide high-quality, cost-effective health care, NPs continue to be constrained in their ability to practice
by outdated State and Federal statutes and regulations. Limiting the ability of qualified practitioners to
practice to the full extent of their education and clinical training prevents our communities from meeting
the needs of their at-risk patients. These unnecessary barriers deprive patients of their provider of choice,
reduce access to needed treatments and services and lead to delays in care. These delays and barriers are
particularly problematic for patients with social risk factors. We request that as a component of this study,
ASPE recognize the importance of nurse practitioners in treating patients with social risk factors, and the

! Impact of State Scope of Practice Laws and Other Factors on the Practice and Supply of Primary Care Nurse Practitioners, Final
Report, page 4. https://aspe.hhs.gov/system/files/pdf/167396/NP_SOP.pdf.

2 https://www.aanp.org/images/documents/publications/qualityofpractice.pdf.

3 https://www.aanp.org/images/documents/publications/costeffectiveness.pdf.

4 https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-
Reports/CMSProgramStatistics/2016/Downloads/PROVIDERS/2016 CPS MDCR_PROVIDERS 6.pdf

52016 AANP National Nurse Practitioner Sample Survey.

¢ https://www.aanp.org/images/documents/about-nps/npfacts.pdf.

7 Rural And Nonrural Primary Care Physician Practices Increasingly Rely On Nurse Practitioners, Hilary

Barnes, Michael R. Richards, Matthew D. McHugh, and Grant Martsolf, Health Affairs 2018 37:6, 908-914.
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need to ensure that they are not constrained in meeting the health care needs of our most complex patients
due to unnecessary statutory and regulatory barriers.

Barriers for NPs’ patients within the Medicare and Medicaid programs that delay access to care and
inhibit care coordination include: the Medicare and Medicaid home health benefit; patient access to
diabetic shoes; hospice certifications; conditions of participations for skilled nursing facilities, hospitals,
and rehabilitation facilities; and ordering and supervising cardiac and pulmonary rehabilitation. We have
attached an addendum with detailed descriptions of these issues.

HHS has several tools at its disposal to enact these necessary changes, for instance:

e many regulations are more restrictive than required under statute, such as skilled nursing
facility (SNF) admissions that can be alleviated by HHS through rulemaking;

e HHS can issue enforcement moratoriums, such as that applied to supervision of outpatient
therapy in critical access hospitals;

e it can use its regulatory authority to expand the definition of physician to include nurse
practitioners, similar to the diabetes outpatient self-management training program,
recognizing that much of the statutory language is outdated and not reflective of how care is
currently delivered in the Medicare and Medicaid programs;

e it can ensure that any state waivers or future care models allow clinicians, including nurse
practitioners, to practice to the full extent of their education and clinical training; and

e in those areas that are strictly defined by statute, such as hospice, HHS can highlight the
negative impact of these restrictions so lawmakers are aware of the changes that need to be
made.

We thank you for the opportunity to comment on this request for information to improve health care for
Medicare beneficiaries with social risk factors. We look forward to continued work ASPE to improve the
health for patients with social risk factors. We would welcome an opportunity to engage in further
discussions regarding the role of nurse practitioners in this initiative. Should you have comments or
questions, please direct them to MaryAnne Sapio, V.P. Federal Government Affairs, msapio@aanp.org,
703-740-2529.

Sincerely,

s dales

David Hebert
Chief Executive Officer



ADDENDUM

Below are some of the specific barriers that exist for nurse practitioners, their patients and their
communities, and suggestions on how the Department of Health and Human Services (HHS) can relieve
these barriers. Removing these barriers is necessary to increase patient access to care and improve the
efficiency of our health care system by removing duplicative treatment, maximizing the efficiency of the
health care workforce and reducing health care costs. We encourage HHS to implement these proposals to
provide greater access to care for Medicare beneficiaries and improve community health. Following are
barriers that need to be removed for NPs and their patients:

e Decrease Administrative Burdens Within Medicare Home Health Services:

Currently, NPs with patients who need home health care services must locate a physician who will
document the nurse practitioner’s assessment and provide a plan of care. Further, while NPs are
authorized to perform a required face-to-face assessment of the patient’s needs, the PPACA also requires
that a physician document that the encounter has taken place. These delays in treatment jeopardize patient
health, limit provider choice and the ability of NPs to compete in the marketplace, causing the Medicare
program to incur additional costs by requiring the participation of additional providers. These delays are
especially problematic for home health care patients who suffer from more chronic conditions and report
more limitations on activities of daily living than the non-home health care Medicare beneficiary
population.®

We suggest that HHS either broaden the definition of “physician” to include nurse practitioners or add
“nurse practitioner” after “physician” in the regulatory language covering home health services for
Medicare and Medicaid beneficiaries. The statutes governing home health services for Medicare
beneficiaries do not define the word “physician” as it relates to those services. Thus, the Secretary has the
discretion to revise the existing regulations to include NPs in that definition. Changes in definitions
within the Medicare home health care regulatory framework would also apply to the Medicaid program.

e Decrease Administrative Burdens for Medicare Patient Access to Diabetic Shoes:

NPs treating a patient with diabetes must locate a physician to certify the patient’s need for diabetic shoes.
Currently, an NP’s patient must undergo the following redundant multistep process to obtain their
necessary treatment: the NP who is treating the patient with diabetes makes the initial determination that
the patient needs diabetic shoes; then the NP must send the patient to a physician who then refers that
patient to a podiatrist or other qualified individual to fit and furnish the shoes. NPs are authorized to be
reimbursed for the treatment of patients with diabetes under the Part B program. They have demonstrated
that they provide expert treatment and management of patients with diabetes without the need for
physician supervision. Requiring a physician to certify that a patient requires diabetic shoes after the
patient’s NP has already made that determination leads to delays in treatment, inhibits the ability of NPs
to compete in the marketplace, decreases patient choice, and increases costs to the Medicare program by
requiring the participation of an additional provider.

We suggest that HHS broaden the definition of “physician” to include nurse practitioners or add “nurse
practitioner” after “physician” in the regulatory language covering diabetic shoes for Medicare
beneficiaries. The statute governing diabetic shoes for Medicare beneficiaries does not define the word
“physician” as it relates to those services. Thus, the Secretary has the discretion to revise the existing
regulations to include NPs in that definition.

http://ahhqi.org/images/uploads/AHHQI 2018 Chartbook 09.21.2018.pdf.
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e Value-Based Reimbursement

HHS and commercial insurers have made a commitment to shifting health care reimbursement from a
volume-based system to a value-based system in an effort to improve both the quality and cost of care
delivered in our communities. NPs have been actively involved in this transition and provide the high-
quality, cost-effective health care incorporating social determinants of health that advanced payment
models value, such as with the patient-centered medical home. However, barriers still exist within the
claims-based assignment methodology of the Medicare Shared Savings Program and some commercial
insurers still limit their value-based programs to physicians. It is essential that if we are going to continue
the transition of our health care system to one that reimburses providers based on value, that these
opportunities are available to nurse practitioners.

e Hospice Certification:

NPs are attending physicians under the hospice care statute, but despite this designation they are not
authorized to provide the initial certification that a patient is terminally ill and in need of hospice care.
The very nature of hospice care and the terminally ill state of hospice patients demands that this process
take place as expeditiously as possible. This hospice certification requirement is an unnecessary
restriction on NPs that does not benefit the patient and serves only to complicate the hospice selection
process.

e SKkilled Nursing Facility (SNF) Admitting Examinations and Bi-Monthly Assessments:

NPs are essential providers in SNFs. Studies have demonstrated that NP participation in SNFs has
lowered overall costs and improved quality of care. Even though NPs provide high-quality care to SNF
patients, they are still prevented from approving a SNF admission by not being authorized to perform the
admitting examinations and every other monthly patient assessment. These are unnecessary restrictions
on practice that go further than statutory requirements and inhibit access to care in SNFs. This diminishes
a facility’s ability to utilize available clinicians to the full extent of their education and clinical training.

It is important for HHS to recognize that many of these patients may be under the care of an NP, thus
making them the most appropriate provider to direct that patient’s care. We encourage HHS to explore
options that would modernize SNF regulations to authorize providers, such as NPs, to admit and perform
the admitting assessment and all monthly patient assessments.

e Inpatient Rehabilitation Facilities (IRFs) and Comprehensive Qutpatient Rehabilitation
Facilities (CORFSs):

As is the case in SNFs, NPs are important providers in IRFs and CORFs, yet they are still prevented from
practicing to the fullest capacity of their license. In IRFs and CORFs, there are unnecessary restrictions
that inhibit access to care and create additional administrative burdens within the setting. These
restrictions include physician supervision, certification and establishing a patient’s plan of care. We
suggest that HHS recognize that many of these patients may be under the care of an NP, thus making
them the most appropriate provider to document and direct that patient’s care. Facilitating the full
utilization of nurse practitioner skills in these facilities will contribute to the safety and well-being of their
patients in an efficient and cost-effective manner.

e Facility Conditions of Participation:

In some hospitals and other facilities NPs are still not allowed to practice to the full extent of their
education and clinical training. HHS should be sure that all the federal conditions of participation for
hospitals and other facilities allow nurse practitioners to practice to the full extent of their license. This



includes serving as facility medical directors. HHS is the leader in the health care industry and such
guarantees will have a significant impact on access and the provision of high quality cost effective care.

e Cardiac and Pulmonary Rehabilitation (CR and PR):

In 2018, Congress passed legislation which would authorize NPs to supervise cardiac and pulmonary
rehab starting in 2024. However, NPs are still not authorized to order cardiac and pulmonary rehab for
their Medicare patients. NPs are fully qualified based on their education and clinical training to order and
supervise these services and this obsolete barrier to care harms patients by causing unnecessary delays in
treatment. We request that HHS update the regulations for cardiac and pulmonary rehabilitation to
authorize NPs to order these treatments for their patients, and also to expedite the implementation date of
NPs being authorized to supervise these treatments through an enforcement moratorium.

e Education:

All nurse practitioners must complete a masters or doctoral nurse practitioner program and become
nationally certified to become licensed to practice. Didactic and clinical courses prepare these advanced
practice nurses with specialized knowledge and clinical competency to practice in primary care, acute
care and chronic care settings, giving them advanced clinical preparation beyond their professional
nursing education. For these reasons, nurse practitioners must continue to be an integral part of any policy
development related to increased education and training opportunities for clinicians.

e Combating the Opioid Epidemic:

As mentioned above, with the passage of CARA in 2016, NPs were authorized to prescribe medication-
assisted treatment (MATSs) after taking the necessary training and obtaining the required DEA waiver to
do so and this authorization was made permanent in the SUPPORT for Patients and Communities Act
(H.R. 6).

However, current law stipulates that if a state requires an NP to maintain a collaborative or supervisory
agreement with a physician in order to practice, that physician must also have a MAT waiver for the NP
to provide MAT. This has proven to be a significant barrier, especially in rural and underserved areas,
because very few physicians have obtained MAT waivers. NPs in these states, many of which are the
most impacted by the opioid epidemic, have reported that despite going through the training and obtaining
a MAT waiver they are still unable to provide MAT because they cannot locate a physician who also has
a MAT waiver. This report should recommend revising this requirement, which the Secretary has the
authority to do via regulation®, so that NPs who have completed the training and obtained their waiver can
provide this medically necessary treatment without having to also locate physicians who have obtained
the waiver.

e Collecting and Modifving Data:

It is important that nurse practitioners be an integral part of any data collecting, research activities and
trials developed and implemented by HHS moving forward. This includes examination of social
determinants of health, evidence-based practice, health care quality and disparities, and barriers to access
to name a few examples. We encourage HHS to study the best way to utilize the health care work force
and remind you that there is already sufficient evidence to support the utilization of nurse practitioners to
the highest extent of their education and clinical training.

% Public Law NO: 114-198, Sec. 303.



o Network Adequacy:

Our members have expressed concerns regarding their inability to become paneled with some MA plans,
and to date there has been little to no enforcement of the non-discrimination policies. This is also true for
commercial plans covered by section 2706 of the ACA. Provider non-discrimination is an important
component to ensuring that patients can select their provider of choice and that communities have an
adequate network of providers to meet their health care needs.

e State Practice Environment:

Currently, twenty-two states and the District of Columbia are considered Full Practice Authority (FPA)
states because their licensure laws allow full and direct access to nurse practitioners. In FPA states, NPs
are authorized to evaluate patients, diagnose, order, and interpret diagnostic tests, and initiate and manage
treatments, including prescribing medications, without a regulated relationship with a physician. NPs are
authorized to perform these functions in the remaining states, but these states restrict patients’ access to
nurse practitioners by limiting the practice setting or scope of NP practice, or requiring collaboration,
supervision, delegation or team-management with an outside health discipline.

States with a restrictive practice environment limit patient choice and decrease competition in the
marketplace. For example, on January 3, 2018 the Federal Trade Commission (FTC) wrote a letter in
support of FPA legislation in Pennsylvania which the FTC stated would “benefit competition and
healthcare consumers in Pennsylvania.”!? The letter cited a 2014 FTC report on advanced practice
registered nursing (APRN) which found that “[S]cope of practice restrictions may eliminate APRNs as an
important source of safe, lower-cost competition. Such a reduction of competition may lead to a number
of anticompetitive effects.”!!

States that adopt full practice authority for NPs have also shown beneficial health care workforce trends.
For instance, Arizona retired its version of an attestation requirement and transitioned to full practice
regulation for all elements of NP practice in 2001. Workforce trend data from the Arizona Rural Health
Office (ARHO) looking at the first five years following this regulatory change demonstrated a significant
increase in the number of NPs in the state and serving in underserved areas. According to the ARHO
report, “the number of Arizona licensed NPs in the state increase 52% from 2002 to 2007”, with the

“largest percent increase of NPs occur[ing] in the rural-rural classified counties”.!

In addition to recommending reducing federal burdens on NPs, the report should encourage State partners
to take similar steps. Reducing restrictions on NP practice will increase choice and competition in the
marketplace, leading to improved access to care for patients.

10 https://www.ftc.gov/system/files/documents/advocacy_documents/federal-trade-commission-staff-comment-
pennsylvania-state-house-representatives-regarding-

likely/v180002_ftc_staff comment_to_pa_state_house re_house_bill 100 _and_aprn-cnps.pdf

11 hitps://www.ftc.gov/system/files/documents/reports/policy-perspectives-competition-regulation-advanced-practice-
nurses/140307aprnpolicypaper.pdf.

12 http://azahec.uahs.arizona.edu/sites/default/files/u9/azworkforcetrendanalysis02-06.pdf.
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November 15, 2018

ASPEImpactStudy@hhs.gov

The ABFM is pleased to respond to the Request For Information with the general question:
How are providers and health plans serving Medicare beneficiaries working to improve health
outcomes for beneficiaries, especially those with social risk factors?

Below we address your specific questions with references where available. We would be
pleased to provide additional information, a demonstration of the mentioned tools, or to
discuss.

e Are social risk data being used to target services or provide outreach? If so, how? How are
beneficiaries with social risk factors identified?

We are using the Social Deprivation Index at the census tract level to identify patients from
neighborhoods with increased risk.

e Are there especially promising strategies for improving care for patients with social risk?
Hennepin Health System has several modalities for helping patients with social risk. Their
ambulatory ICU provides a robust team of clinicians, social workers, nurses, community care
workers, and substance use counselors to a small panel of patients with the highest social risks.
They use clinical resources to assure housing stability, family counseling when a loved-one is
released from prison, social prescriptions for food banks and farmers markets.! Wellmed, a
Medicare Advantage plan in Texas filled medications for people who could not afford them,
transported patients who had no vehicle, offered health coaches to patients with clinical and
social risk factors and had social workers in each clinic.? There are many models but what most
of them share is population-based payment, either capitation or supplemental funding above
and beyond traditional fee-for-service. A notable emerging example is the North Carolina 1115
waiver, which includes systematic collection of social determinants data, connection through
social services and promises statewide practice facilitation social determinants to support
implication across all Medicaid recipients.

e How are costs for targeting and providing those services evaluated? What are the additional
costs to target services, such as case management, and to provide additional services (e.g.,
transportation)? What is the return on investment in improved outcomes or reduced
healthcare costs?

Wellmed had 60% lower bed-days than matched comparisons and 50% lower age adjusted
mortality after putting nearly 15% of total health spend into their model; both represent large
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ROI. Addressing social risk is difficult to address in a randomized, controlled trial. Most models
with enhance capacity to address social determinants also have other enhancements, most
typically in primary care and population health functions.3® The good news is that most of
these have much larger returns than the investments needed.

e \What are the best practices to refer beneficiaries to social service organizations that can
address social risk factors? Best practices are warm handoffs and local resources. Relationships
are key to providing good care—relationships between clinical and social services are just as
important as those between patients and care-givers. Vermont realized this and used their
Medicare waiver to put behavioral health and social workers in communities as shared clinical
resources. Practices that can embed these resources or have them close by can better assure
good referrals. Housing vouchers or transitions can be particularly difficult without clinical and
community partnerships; it is not enough to refer someone.

e \What lessons have been learned about providing care for patients with social risk factors?
Caring for social risk factors is not easy. They are not isolated and are often intertwined with
behavioral, substance use, and medical conditions. They are also not isolated—their family
members often have related problems and household chaos is common. However, they can
also be the most rewarding, both in terms of personal impact and in terms of financial savings.
Financial savings come from reduced ED and hospital use, but also from reduced police
resources, court costs, and incarceration.

Moving up from the clinic level to health systems and making response to social risk a
component of the IRS-required Community Health Needs Assessment for non-profit hospitals
are important strategies. Health systems are beginning to intervene systematically with CHNAs
and interventions (Atrium Health Care, in Charlotte, NC and New Hanover Regional Hospital in
Wilmington, North Carolina). Atrium has shown dramatic reduction of ED visits among
frequent ED visitors with an intervention including transportation and tagging within a regional
integrated EHR.

e What are barriers to tailoring services to patients with social risk factors? How can barriers
be overcome?

There are special challenges in rural areas, which often have less infrastructure and less
transportation options. They may need more resources in order to hire or build functions not
available in their communities. For example, if you look at the Social Risk resource Aunt
Bertha, rural areas are often devoid of any identified resources. Vermont’s Blueprint for Health
is a good example of building shared community resources for patients with social risk factors.
Tailoring also means having updated tools for enabling targeted referrals or collaborations.
Many of the tools that take stock of and update community-based resources are proprietary,
and it would useful to have national (CMS?) support that provides access to them (Aunt
Bertha, Community Rx, etc.)

e For patients with social risk factors, how does patients’ disability, functional status, or frailty
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affect the provision of services?

It complicates the provision of services because they often have family care-givers or rely on a
complex network of support. Family care-givers are typically unpaid and need support of their
own. Complex networks rely on community social cohesion which some practices are able to
cultivate, but they take resources that are difficult to tie to patient care. For example, Wellmed
turned a 100,000 square foot warehouse into the Cisneros Community Center where meals on
wheels were provided and personal trainers were available for free, but also where mariachi
bands played and pool and chess tables were available for patients to be social and get to know
each other.

As part of the second Report to Congress, HHS is requesting information on how providers and
health plans capture beneficiaries’ social risk. HHS is requesting information on how providers
and health plans are collecting and using data on Medicare beneficiaries’ social risk factors:

e Which social risk factors are most important to capture?

The PRIME Registry currently serves more than 2500 clinicians in 900 practices in 49 states.
The PRIME Registry Population Health Assessment Engine (PHATE) uses the Social Deprivation
Index (SDI) to capture and characterize social risk factors for patients and Communities.”® The
SDI includes poverty, nonemployed, percent overcrowded, percent black, less than 12 years’
education, rate of no car ownership, renter-occupied housing, high-need age group, and
single-mother household. Similar to the Area Deprivation Index, the New Zealand Deprivation
Index, and the UK Index of Multiple Deprivation, the SDI used factor analysis to test small-area
SDOH measures against outcomes.®*! The results are indices predictive of increased cost,
utilization, disease prevalence, and mortality. The UK and New Zealand have used their indices
to adjust payments for clinical care and social services.!?14

¢ Do you routinely and systematically collect data about social risk? Who collects this data?
When is it collected? Is it collected only once or multiple times for a beneficiary? Is it collected
consistently across populations (i.e. Medicare beneficiaries, Medicaid beneficiaries, patients
receiving specific services, etc.)? What are the burdens of this data collection on plans,
providers, and beneficiaries?

We use data collected systematically and routinely by the US Census via the decennial census
and the American Community Survey. The Robert Graham Center uses these data to refresh
the SDI annually. There is no burden placed on clinicians or practices. The SDI is employed as a
Community Vital Sign to convey risk for individual patients, and to evoke a conversation
between clinician and patient about their particular risk factors.>16

e Would standardized data elements for EHRs help you to collect social risk data? If so, how
could these data elements be standardized?

The NAM report series raised important concerns about using EHRs as a mechanism to collect
social risk data. EHRs already put burden on clinicians to collect scores of other data, many of
which have no utility or no direct utility. EHRs shifted work to clinicians that is a poor use of
their time and training, and yet most clinics cannot afford to offload this work to people better
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suited (and who can be trained to standardize data capture). To avoid offending patients,
clinics may guess at patient’s social risks rather than ask them for fear of offending or angering
them.

e What are barriers to collecting data about social risk? How can these barriers be overcome?
Increasing investment/payment so that clinicians can offer referrals or other resources when
social risks are discovered makes them more likely to ask and capture those data. The NAM
was also clear that providing data from other sources—Social Security, Census, American
Community Survey—reduces burden and is often more reliable. They also discuss the role of
Medicare in capturing social risk factors at enrollment.

A key issue is how to integrate into the training of clinicians. A collaborative of primary care
residencies is implementing screening and interventions in their practices. How to do this
optimally is still unknown.

¢ What do you see as promising future opportunities for improving data collection? For using
existing or future data to tailor services?

The Census Bureau’s Center for Administrative Records Research and Administration (CARRA)
efforts to link HIE and Registry data with Census/ACS data and improve small-area
understanding of social risk and associated outcomes should enhance the availability of
reliable data to clinicians and communities. It also increases the likelihood of the previous IOM
report recommendations on common data platforms available to primary care and public
health.t’

Sincerely,

o d

Robert L. Phillips, Jr MD MSPH

Executive Director, Center for Professionalism & Value in Health Care
American Board of Family Medicine Foundation

Member, National Academy of Medicine

Member, National Committee on Vital and Health Statistics
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November 16, 2018

Alex Azar

Secretary

Department of Health and Human Services
200 Independence Ave SW

Washington, DC 20201

Re: REQUEST FOR INFORMATION: IMPACT ACT Research Study:
Provider and health plan approaches to improve care for Medicare beneficiaries
with social risk factors

Dear Secretary Azar:

On behalf of over 39,000 members, the American College of Emergency Physicians
(ACEP) appreciates the opportunity to comment on a request for information (RFI)
that seeks input on how health care providers and health plans are working to improve
care for Medicare patients with social risk factors. As emergency physicians, we see
patients from all social statuses, and both by law and by oath, we treat all patients that
come through our doors. We intersect with many different type of providers across the
health care sector, including primary care clinicians, behavioral health specialists,
hospitalists and other specialists, social workers, and community workers—and
routinely consult with these colleagues for the sake of our patients. Given the unique
role we play as the healthcare system’s safety net, we believe that we can be active
partners in any policy effort that your Department engages in related to improving care
for patients with social risk factors.

Before responding to your specific comments, we would like to note that we have long
supported accounting for social risk factors in Medicare payment programs. Emergency
department (ED) patients in rural parts of the country, as well as those in urban,
medically underserved areas, often have many more social risk factors than those in
geographic areas that are better served, with less access to the many resources and
community services needed to ensure better health outcomes. Inadequate risk
adjustments that do not account for these factors could result in unfair penalties for
providers that care for the highest acuity low-income patients, creating a perverse
incentive that could result in these patients over the long term being further underserved
and having their access to care threatened.

As a College, ACEP is committed to improving the quality of care that is delivered to
all our patients, and we are cognizant of the specific challenges facing patients that do
not have access to adequate social support services. With this value and understanding
in mind, we offer the following responses to the Department’s major questions posed
in the RFL



How are providers and health plans serving Medicare beneficiaries working to improve health
outcomes for beneficiaries, especially those with social risk factors?

In recent years, providers and health plans have begun to recognize the importance of social determinants of
health to a patient's overall health. Many interventions help identify barriers to health such as transportation
and access to food and housing. One such tool that ACEP supportts to help manage care for patients with
complex needs is the Collective Medical Technologies’ (CMT) Edie™ (a.k.a. PreManage ED) software. Edie™
is an information exchange that provides critical information on patients, such as how many ED visits patients
have had in the last year, where they presented, their drug history, other providers who are involved with the
patients, and finally, whether there is a patient-specific care management plan that could guide treatment. The
platform improves patient care by allowing emergency physicians to make more informed clinical decisions and
better direct a patient’s follow-up care. It also lowers health care costs through a reduction in redundant tests
and through better case management that reduces hospital readmissions. Through an alliance with CMT, ACEP
has seen this system mature in approximately 17 states. Washington state, in the first year alone, experienced a
24 percent decrease in opioid prescriptions written from emergency departments, a 14 percent reduction of
super-utilizer visits, and state Medicaid savings of more than $32 million."

Some EDs across the country are attempting to create care coordination and case management programs that
help improve follow up appointment scheduling from the ED and target social interventions and primary
medical care to high ED utilizers. One such program in Maryland applies mobile technology to use paramedics
in a2 community health worker role to follow up on discharged patients at risk for readmission.” Many of these
patients are Medicare beneficiaries. Another program in the East Bay, California has a help desk for health-
related social needs with four integrated medical-legal partnerships, called Health Advocates, to help patients
navigate housing and transportation challenges, immigration challenges, and benefit eligibility.’

ACEP is continuing to explore other innovative ways our physicians can help coordinate care for high-risk
patients, including through participation in alternative payment models. We have developed a physician-focused
payment model (PFPM) called the Acute Unscheduled Care Model (AUCM), which the Physician-Focused
Payment Model Technical Advisory Committee (PTAC) recently recommended to the HHS Secretary for full
implementation. The AUCM provides incentives to participants to safely discharge Medicare beneficiaries from
the ED by facilitating and rewarding post discharge care coordination. Under the model, a Medicare beneficiary
who presents to the ED will undergo a safe discharge assessment (SDA) concurrent to receiving clinical care
to identify socio-economic factors and potential barriers to safe discharge back to the home or community,
needs related to care coordination, and additional assistance that may be necessary. If the participating
emergency physician, in collaboration with the primary care physician or designated specialist, determines that
the patient is a candidate for discharge, the information captured during the SDA will be used to generate
unique patient discharge instructions including identifying symptoms that would require rapid reassessment and
return to the ED. After the initial ED visit, the patient will receive appropriate follow-up care from the ED
physician, his or her primary care physician, and other specialists as needed. ACEP is excited about the infinite
possibility this model has in terms of improving care for Medicare beneficiaries, and is eager to work with HHS
on implementation.

How do plans and providers serving Medicare beneficiaries identify beneficiaries with social risk
factors?

Understanding the full significance that specific social determinants of health have on a patient requires
comprehensive screening by trained professionals. While screening can be burdensome, it can help highlight
those patients who may need additional services (such as nurse follow up calls, peer counseling, or a visiting

1 https:/ /www.acepnow.com/article/emergency-department-information-exchange-can-help-coordinate-care-highest-utilizers /2/

2 For more information on the Maryland Mobile Integrated Health Care Programs, please go to
https:/ /www.miemss.org/home/LinkClick.aspx?fileticket=w-K7gG-8teo%3D&tabid=56&portalid=0&mid=1964

3 For more information on the Health Advocates Program, please go to http://www.levittcenter.org/ed-social-welfare-in-collabot/.




dietitian) to prevent the next acute care episode. There are many screening techniques and tools that exist, and
while ACEP supports the concept of screening, we have not endorsed a particular approach.

Beyond screening, another way to identify Medicare beneficiaries with social risk factors is to simply look at
utilization, particularly in acute care settings such as emergency departments. Edie™, which is described above,
can help identify individuals that have gone to the ED frequently. Once these beneficiaries are identified, ACEP
believes that it is important to create targeted care coordination plans that can help get the appropriate care to
each individual patient.

What approaches have plans and providers used to address the needs of beneficiaries with social risk
factors?

ACEDP believes that the approaches that are most effective include:
e Direct patient engagement in the community;
e  Broad community resource engagement;
e  Customized patient care plans;

e IT System that allows for common information exchange across all community electronic health
records (such as CMT's EDIE/PreManage platform described above)

e  Use of care managers and coordinators, social workers, and health educators,
e  Transportation services after discharge;
e  Peer and support groups; and

e  Services that address needs such as housing and food insecurity, especially for the highest utilizers
of acute care services.

What evidence is there regarding the impact of these approaches on quality outcomes and the total
cost of care?

There are numerous articles that try to address the financial impact of care coordination and case
management on patients with social risk factors. However, some of these studies are limited in
generalizability, and randomized controlled trials are rare.

ACEP has convened a group of emergency physicians who are interested in examining how social factors
impact emergency care. This group has identified the following resources that may be helpful to HHS as the
Department continues examining this issue:

Resources

Patient Activation Changes as a Potential Signal for Changes in Health Care Costs: Cohort Study of US High-Cost Patients.
J Gen Intern Med. 2018 Oct 5. doi: 10.1007/s11606-018-4657-6.

Evaluation of The Behavioral Health Integration and Complex Care Initiative In Medi-Cal. Health Aff (Millwood). 2018
Sep;37(9):1442-1449.

Community Health Workers as an Extension of Care Coordination in Primary Care: A Community-Based Cosupervisory
Model. ] Ambul Care Manage. 2018 Oct/Dec;41(4):333-340.

Cost-Effectiveness Analysis of a Capitated Patient Navigation Program for Medicare Beneficiaries with Lung Cancer. Health
Serv Res. 2016 Apr;51(2):746-67.

Low-cost Transitional Care with Nurse Managers Making Mostly Phone Contact with Patients Cut Rebospitalization at a
VA Hospital. Health Aff (Millwood). 2012 Dec;31(12):2659-68.



Cost-effective: Emergency Department Care Coordination with a Regional hospital information system. ] Emerg Med. 2014
Aug;47(2):223-31.

Evaluation of Housing for Health Permanent Supportive Housing Program, Hunter SB, Harvey M, Briscombe B, Cefalu
M.. Santa Monica, CA: RAND Corporation. Available at https://www. rand. org/pubs/research
reports/RR1694. html. 2017.

What are ways in which plans and providers disentangle beneficiaries’ social and medical risks and
address each?

ACEDP believes that rather than focusing on disentangling these social and medical risks, we have to recognize
that the two are intrinsically connected. Chronic medical illness may predispose a patient to have depression
or decompensated mental illness. Homelessness impacts the ability of a patient with diabetes to have access to
the insulin they may need. Patients with liver disease and encephalopathy may forget their follow up
appointments and have poor adherence. Substance use disorder makes it less likely that a patient will follow a
complicated medication regimen properly. The examples go on and on. In all, we think that a more prudent
approach to treating patients is to address their social and medical risks together, not separately.

We appreciate the opportunity to share our comments. If you have any questions, please contact Jeffrey Davis,
ACEP’s Director of Regulatory Affairs at jdavis@acep.org.

Sincerely,

Vidor E. Friedman, MD, FACEP
ACEP President
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November 15, 2018

Brenda Destro

Deputy Assistant Secretary for Planning and Evaluation
Department of Health and Human Services

200 Independence Avenue, S.W, Room 415F
Washington, DC 20201

RE: Request for Information: IMPACT Act Research Study on Provider and Health Plan
Approaches to Improve Care for Medicare Beneficiaries with Social Risk Factors

Dear Ms. Destro:

On behalf of our nearly 5,000 member hospitals, health systems and other health care
organizations, and our clinician partners — including more than 270,000 affiliated
physicians, 2 million nurses and other caregivers — and the 43,000 health care leaders
who belong to our professional membership groups, the American Hospital Association
(AHA) appreciates the opportunity to comment on the request for information (RFI) on
provider and health plan approaches to improving care for Medicare beneficiaries with
social risk factors.

The AHA commends the Office of the Assistant Secretary for Planning and
Evaluation (ASPE) for adopting a holistic approach to examining the links
between social risk factors, health care outcomes and value-based payment
programs. America’s hospitals and health systems are deeply committed to identifying
and eliminating disparities in health care outcomes. We appreciate ASPE’s interest in
understanding how hospitals are using information about the social risk factors faced by
their patients and communities to improve care for all patients. At the same time, we
applaud ASPE’s continued attention to the need to account for the impact of social risk
factors beyond provider control in value-based payment programs. ASPE’s December
2016 report to Congress showed the extent to which provider performance on outcomes
such as readmissions, patient experience and cost are impacted by social risk factors,
and laid out several policy approaches to appropriately adjust measures and program
designs for them.

In short, the AHA believes that efforts to eliminate health care disparities must go
hand in hand with efforts to account for social risk factors in value-based
payment programs. To support this goal and inform ASPE’s next report on addressing
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social risk factors scheduled for 2019, we offer insights on how social risk factor
information is captured and used in hospitals. We also recommend that ASPE
promote further work to create standards for capturing social risk data in
electronic health records (EHRs), and examine approaches to adjusting measures
in value-based payment programs that go beyond the approaches in current
Centers for Medicare & Medicaid Services (CMS) programs.

CAPTURING AND USING SOCIAL RISK FACTOR INFORMATION IS A DYNAMIC
PROCESS

Social risk factor information often is integral to shaping a patient’s care plan.
Social risk factors can impede a person’s ability to maintain or return to a state of
health. Hospitals have reported that a number of social risk factors are particularly
impactful to shaping the trajectory of patients’ care. These include, but are not limited to:

e Safe and stable housing, including whether a patient can safely live alone, cope
with any access challenges (e.g., stairs), maintain a clean environment, and
afford housing (which affects stability).

e Access to food, including availability and affordability of nutritious foods in their
communities and ability to prepare meals that support recovery.

e Transportation, including how individuals can access health providers,
prescriptions and food.

e Social interactions, including whether a patient lives alone or has connections
with family and friends.

e Personal safety, including whether there are any potential issues with abuse, or
whether community violence affects the individual’s activities.

Hospitals and health systems also have shared that they find value in capturing social
risk factor information across the full breadth of their patient population, rather than just
for those whom they suspect have a social risk factor.

However, collecting social risk factor information in the clinical record and using
it to shape the care plan is a complex and dynamic process. Hospitals and health
systems face an array of choices in determining at what point of care to capture the
information. They could use admission interviews conducted by an intake nurse. They
could capture the information during outpatient visits using clinicians or other non-
clinical members of the care team. They could have patients fill out paper forms or use
electronic mechanisms. In some cases, more sensitive information (e.g., issues around
violence or abuse) may be best captured through conversations with a clinician the
patient trusts rather than through forms. Hospitals generally make their choice of data
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collection approach based on the needs of their patient population and their own
processes. However, the choices do create some variability in what information is
captured, its completeness and its accuracy.

The initial capture of social risk factor data is only the beginning of the challenge for
hospitals. Social risk factors can change over time, adding to the complexity of keeping
those data accurate and up to date as patient needs and circumstances evolve.
Furthermore, for the data to help shape care, they must be accessible to
clinicians at the point of care. Many hospitals have pointed to EHRs as a potential
mechanism for not only capturing social risk factor data in a more standardized fashion,
but also making it accessible to clinicians when delivering care. However, as detailed
further below, much work remains before hospitals can accurately capture social risk
factor data in EHRs.

ENHANCING STANDARDS FOR CAPTURING SOCIAL RISk FACTOR DATA IN EHRS

The EHR certification standards developed by the Office of the National
Coordinator for Health IT (ONC) hold promise for promoting greater
standardization of social risk factor data in EHRs. However, significant gaps in
standards remain. ONC’s EHR certification criteria, test procedures and test tools are
used to confirm that an EHR can capture, incorporate and send data in accordance with
standard codes. The certification criteria and the testing procedures for some data —
such as demographics (as outlined in 8170.315(a)(5)) — are specific.

However, for other data in the EHR certification standards — including many
related to social risk factors — the testing approach is not prescribed. As a result,
social risk data may be collected routinely but perhaps not consistently or in
support of a patient population identified as needing particular services. For
example, the social, psychological, and behavioral data certification criteria
(8170.315(a)(15)) requires EHRs to be certified to capture data in eight domains:
financial resource strain, education, stress, depression, physical activity, alcohol use,
social connection and isolation, and exposure to violence. Certified EHRs are required
to capture whether the individual provides a level of response to each domain but are
not certified to indicate if the individual declined to respond to the question. The criteria
also permit EHRs to capture information in text fields rather than structured codes.
Furthermore, the testing approach for this certification criteria is self-declaration.

Additional work is needed to standardize the data collected in electronic form, test
EHRs to confirm the consistent implementation of the standards, and crosswalk the
standard data to social risk factor measures or well-established social risk factor
screening tools. The AHA recommends ASPE collaborate with CMS, ONC,
providers, and EHR and health IT vendors to develop or refine standards,
implementation requirements and guidelines to support the effective capture and
use of social risk data in EHRs.
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The successful development of these EHR standards could enable further development
of tools to help identify and address social risk factors at the patient and population
level. At the patient level, a positive screen for a social risk factor could provide a clinical
decision support tool linking clinicians to internal or community partner resources that
may benefit a particular patient. At the population level, hospitals may be able to use
mapping and visualization tools to help illuminate geographic areas of communities that
are particularly at risk, or better detect associations between social risk factors and
health outcomes. This could better target interventions and hospital population health
strategies.

ENHANCING APPROACHES TO SOCIAL RISK FACTOR ADJUSTMENT

The AHA applauds CMS’s recent actions to begin accounting for social risk
factors in a few of its value-based payment programs. However, we encourage
ASPE to assist CMS and all stakeholders by continuing to explore alternatives to
the current approach to inform future policymaking. For example, in the Hospital
Readmissions Reduction Program (HRRP), CMS places hospitals into peer groups
based on the proportion of dual-eligible patients they treat. And the physician Merit-
based Incentive Payment System (MIPS) includes a complex patient bonus awarding
clinicians and groups up to five points based, in part, on the proportion of dual eligible
patients they treat.

The ideal data for use in adjusting for social risk factors should: 1) have a conceptual
and statistical relationship to the outcomes being measured; 2) use a readily available
data source; and 3) be collected in a consistent way using standardized definitions.
Dual-eligible status has all three of these characteristics, which is why we believe it is
appropriate to use in the HRRP and MIPS at this time.

Nevertheless, dual-eligible status also has important limitations as a risk adjustor. Most
notably, there is variation in the generosity of state Medicaid program benefits, and, in
the long run, the adjustor may be sensitive to differences in state-level decisions. Dual-
eligible status also may not fully reflect the poverty in communities. For example, it
would not fully reflect the proportion of homeless in communities.

The use of peer groups — such as in the HRRP — obviates the need to change the risk
adjustment models for underlying quality measures. However, the use of peer groupings
involves somewhat subjective choices about where to set the cut points of a particular
group. Those hospitals at the upper end of one quintile and those at the lower end of
the next quintile would have similar proportions of dual-eligible patients, but would be
placed into different quintiles for performance comparison purposes. This is true
regardless of the number of peer groups chosen to use to evaluate performance.
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The science of quality measurement is dynamic, and there are a number of options that
we encourage CMS to evaluate for improving the risk adjustment approach. One
particularly promising set of data that could be used in the shorter term are census-tract
data on poverty rates and income. Census variables like poverty rate and income are
readily available, and could be mapped to a hospital’s patient population using zip
codes. Moreover, census data could be a more direct measurement of poverty than
dual-eligible status, and would not be sensitive to differences in state Medicaid
programs. Hospitals also are beginning to use ICD-10 CM codes to record patient-level
information related to social risk factors, such as housing, literacy and education. The
codes should bolster efforts to track trends at a population level. In the future, the codes
also could be evaluated for their suitability in risk adjustment models. In the long-term,
social risk factor data derived from EHRs may be superior to both claims-based and
other administrative data as they may better align with the dynamic process of
assessing and responding in real time to patients’ changing social risk needs. However,
as noted in the previous section, work remains to foster stronger standards around the
EHR-based capture of social risk data.

The AHA appreciates your consideration of these recommendations. Please contact me
if you have questions or feel free to have a member of your team contact Akin Demehin,
director of policy, at ademehin@aha.orqg.

Sincerely,
/sl

Ashley Thompson
Senior Vice President
Public Policy Analysis and Development
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Brenda Destro, PhD

Deputy Assistant Secretary for Planning and Evaluation

Acting Assistant Secretary and Acting Principal Deputy
Assistant Secretary for Planning and Evaluation, Room 415F

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Washington, DC 20201

Re: ASPE Request for Information - IMPACT ACT Research Study: Provider and health plan
approaches to improve care for Medicare beneficiaries with social risk factors

Dear Deputy Assistant Secretary Destro:

The American Medical Association (AMA) appreciates the opportunity to respond to the Assistant
Secretary for Planning and Evaluation’s (ASPE) Request for Information on he IMPACT ACT Research
Study: Provider and health plan approaches to improve care for Medicare beneficiaries with social risk
factors. Providing care to individuals and families that addresses both medical and social needs is integral
to optimal health.

Overarching Question and General Questions

The Department of Health and Human Services (HHS), private payers, physicians, hospitals and others
must work collectively to create a system that enables the collection and use of this information at the
point of care and for communities, regions and across the United States. We support efforts to accelerate
the consideration of social risk factors and associated social determinants of health (SDH) into the
provision of direct patient care and population health management, and for measurement purposes. Our
comments focus on the gaps in knowledge, resources, and/or data, particularly as those gaps impact
individuals receiving care in small practices and those physicians and groups who serve in rural areas or
underserved populations. The areas include:

e Delivery of services

e Education on how to collect and document social risk factors and SDH including
access to resources to address such factors in a manner that respects a patient’s autonomy
and privacy;

e Toolkits and resources for all health care settings and providers integral to identify,
appropriately select and refer patients with social risk factors;

e Legal restrictions that may limit a physician’s ability to successfully implement these
practices; and

AMA PLAZA | 330 N.WABASH AVE. | SUITE 39300 | CHICAGO, IL 60611-5885
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e Financial incentives or other investment and reimbursement methods to offset these costs
for physicians.
e Data
e Standardization of the required SDH data elements to enable consistent and reliable
tracking of progress, integration into electronic health record systems (EHRs) and clinical
registries, and for aggregation of the information for secondary uses such as measurement

Evidence and gaps in knowledge

The Deloitte Center for Health Solutions surveyed hospitals and health systems to assess current and
future efforts around social risk factors.! More than 80% of the hospitals and health systems currently
screen those individuals who were hospitalized or identified as higher users of the system at a minimum.
Just over 40 percent have a clear pathway to connect patients with needed resources with most being the
larger hospitals and disproportionate share hospitals; however, 25 percent indicated that they did not have
that capability. Even with higher rates of screening, most hospitals or systems reported that processes
were not standardized or consistent across their patient populations and approximately 40 percent of the
respondents report that they are not able to track the impact on health outcomes, cost and patient
experience. The lack of sustainable dollars to support these initiatives remained a challenge for most and
often required cobbling together funding from multiple sources such as state and federal agencies. While
there is broad interest in integrating this information at the point of care, doing so requires significant
financial resources and partnerships to implement effective strategies.

While the Deloitte study provides a snapshot of current approaches to SDH adopted by hospitals and
health systems, the degree to which these issues are being identified and addressed in physician practices
is less clear. Research funded by the Robert Wood Johnson Foundation in 2011 found that 85 percent of
physicians concur that addressing medical and social needs are equally important and poorer outcomes
are directly linked to unmet social needs.? Regrettably, the majority reported that they did not feel
adequately equipped to be responsive to these needs, limiting their ability to provide optimal quality care.
This sentiment is further confirmed in a recent editorial by DeVoe and colleagues in which they
concluded that integration of social determinants of health is not broadly implemented across primary
care practices and there is little to no evidence to show how these data can be integrated into care
effectively.® These findings demonstrate that currently the ability for primary care, specialists and small
practices to address social risk factors is limited.

There is emerging evidence indicating that investment in programs and initiatives focused on effectively
addressing social risk factors can drive improvements in patient outcomes, result in cost savings to the
system and positively impact a physician’s job satisfaction. A study by WellCare Health Plans and the
University of South Florida found that health care spending was reduced for those patients with social

! Deloitte Center for Health Solutions. Social determinants of health: how are hospitals and health systems investing in and
addressing social needs? Available at: https://www2.deloitte.com/content/dam/Deloitte/us/Documents/life-sciences-health-
care/us-Ishc-addressing-social-determinants-of-health.pdf. Accessed October 28, 2018.

2 Harris Interactive and The Robert Wood Johnson Foundation. 2011 Physicians’ Daily Life Report. Available at:
https://www.rwjf.org/content/dam/web-assets/2011/11/2011-physicians--daily-life-report. Accessed October 30, 2018.

3 DeVoe JE, Bazemore AW, Cottrell EK, Likumahuwa-Ackman S, Grandmont J, Spach N, Gold R. Perspectives in primary care:
a conceptual framework and path for integrating social determinants of health into primary care practice. Ann Fam Med.
2016;14:104-108.
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needs by 10 percent compared to those whose needs were unmet.* Another study demonstrated that
provision of resources that enable physicians to be responsive to their patient’s social needs is associated
with less levels of professional burnout.

Standardized Terms and Definitions

We believe that it is important to also standardize the definitions and terms to facilitate broad
understanding and communications across providers. For example, additional precision in terminologies
and definitions related to “dual eligible” versus “dual covered” is needed. Standardizing these terms
would enable accurate identification of patients at risk, particularly within EHRs, and prevent incomplete
capture of the patient population for measurement. Specifically, we have determined that there are no
clear definitions for “dual eligible” and “dual covered” due to state-to-state differences in Medicaid
eligibility, as well as the level of coverage each beneficiary may receive within these programs. These
nuances play an important role in understanding what services and treatments are covered versus those
that will require referral to other resources. In addition, an individual’s status can change over time and
currently we are limited in our ability to capture these variances electronically and longitudinally.

Beyond eligibility and covered status, there have been efforts to classify and target beneficiaries by zip
codes (and when available, zip+4 increases precision), but beneficiaries are transient and zip codes may
be changed by the United States Postal Service. Some rural areas, particularly in the Mountain West, do
not have assigned zip codes and it is unknown what percentage of the population is missed when we rely
on zip codes to target or risk-adjust based on social risk factors. Therefore, there is a need for further
understanding of the implications and stability of five plus four-digit zip codes as a marker of
socioeconomic risk.

Delivery of Services

The environmental scan and evidence review we conducted to respond to the Request for Information
(RFI) identified a key theme across the various national initiatives and regional collaborations targeting
this topic. Many of these health systems or health plans were successful in creating sustainable models
through partnerships with more than one organization within a community, and many established
relationships with a data analytics or information technology vendor. We believe that there may be
successful strategies, best practices and lessons to be learned from these entities to address the critical
gaps on education, toolkits and resources.

National Initiatives and Programs
The following are organizations and projects that have focused on standardized data collection and
provision of data at the point-of-care and for population health management from whom ASPE may

gather useful information and data.

Atrium Health Community Resources Hub (https://chscommunityresourcehub.auntbertha.com/) -

4 Pruitt Z, Emechebe N, Quast T, Taylor P, and Bryant K. Expenditure reductions associated with a social service referral
program. Popul Health Manag. April 17, 2018. ePub ahead of print. doi: 10.1089/pop.2017.0199

5 Olayiwola JN, Willard-Grace R, Dubé K, Hessler D, Shunk R, Grumbach K, Gottlieb L. Higher perceived clinic capacity to
address patients' social needs associated with lower burnout in primary care providers. J Health Care Poor Underserved.
2018;29:415-429. doi: 10.1353/hpu.2018.0028
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Region-based online tool that allows providers and patients to identify potential solutions available in the
community to address resource needs such as transportation, food pantries, and housing.

City Health Dashboard (https://www.cityhealthdashboard.com/) - Provides data on social determinants of
health, patient outcomes, clinical care, and other measures on 500 cities across the United States.

Healthify (https://www.healthify.us) - Software solution focused on linking patients’ social risk factors
with the necessary resources for health plans and health systems.

Health Leads (https://healthleadsusa.org/) - Organization that collaborates with hospitals and clinics to
implement interventions at the point of care and within the community.

The Protocol for Responding to and Assessing Patients’ Assets, Risks and Experiences (PRAPARE)
(http://www.nachc.org/research-and-data/prapare/) - Initiative to assist health centers and providers
collect the social risk factor data needed to improve patient outcomes, particularly using EHRSs.

NowPow (http://www.nowpow.com/) - Using data integrated into EHRs, this startup assists health
systems to identify community resources based on the patient’s needs.

Selected Community and Regional Models

Geisinger’s Fresh Food Farmacy (https://www.geisinger.org/freshfoodfarmacy) - Program targeted to
patients with diabetes who are food insecure and have higher HbAlc levels (above 8.0 percent) than is
considered optimal who are referred by their physician for clinical interventions, education, and access to
healthy foods.

Utah Alliance for Determinants of Health - Partnership of city, county, and state agencies and community
organizations that seeks to develop a model for providing resources and support to address social risk
factors such as housing instability, food insecurity, and other needs and improve patient health and reduce
costs. (https://intermountainhealth care.org/news/2018/06/new-alliance-seeks-to-promote-health-and-
prevent-illness-by-addressing-social-determinants-of-health-in-ogden-st-george/)

UnitedHealth care - Awarded grants to several community-based organizations in Wisconsin to address
food insecurity and provision of preventive health screenings such as dental and vision care.
(https://newsroom.uhc.com/news-releases/unitedhealth care-awards - 1-95-million-in-grants-to-
wisconsin-com.html)

States are also addressing social risk factors with just under 20 requiring Medicaid managed care plans to
screen and refer patients with these factors. The majority of Medicaid managed care plans have initiatives
to address social needs. The Center for Medicare and Medicaid Innovation State Innovation Models and
the Delivery System Reform Incentive Payment initiatives also seek to leverage approaches for
addressing the social needs of patients through partnerships and targeted projects within communities.®

6 https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-
health-equity/
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Barriers/Restrictions

The anti-kickback statute, physician self-referral law (Stark), and the civil monetary penalty (CMP) law
are potential barriers to tailoring and delivering services to patients with social risk factors. Significant
changes in our understanding of the impact of SDH on health, health care payment and delivery have
occurred since enactment of the existing fraud and abuse laws. Numerous initiatives are attempting to
align payment and care coordination efforts to improve the quality and value of care delivered. In
addition, the delivery of care is undergoing a digital transformation associated with adoption of
innovative technology. However, the fraud and abuse laws have not commensurately changed. The laws
can have a negative impact on Medicare beneficiaries with social risk factors by inhibiting collaborative
partnerships, care continuity and the engagement of patients in their care.

As discussed in the RFI, continuity of care requires smooth transitions to prepare for patients’ changing
clinical and social needs. The Stark law may impede this continuity and these care transitions.
Specifically, in certain circumstances, physicians are prohibited from employing promising care
coordination strategies on behalf of their patients, e.g., an arrangement that pays for a nurse coordinator to
coordinate a recently discharged patient’s care among a hospital, physician specialists, or a primary care
physician may induce future referrals to their own office to avoid an unnecessary readmission to the
hospital. Instead, patients, in addition to dealing with the physical and emotional aspects of a disease or
condition, often find themselves having to coordinate their own care in a fragmented and siloed system.
Placing the obligation on the patient to know how to properly manage follow-up care without the
assistance of their physician or care coordinator may have a negative impact on patient care, the
physician-patient relationship, and on a physician’s ability to achieve high levels of performance for
beneficiaries with social risk factors. This barrier can be overcome through creating an anti-kickback safe
harbor and Stark exception to facilitate coordinated care.

Engaging patients in their care involves designing individualized care to promote the health of individuals
in the community setting. Under the CMP, this engagement can include providing certain incentives that
promote access to care (e.g., providing childcare during an appointment). However, the AMA is
concerned about potential anti-kickback statute liability for these arrangements. For example, provision to
beneficiaries of a dedicated mobile treatment plan app that facilitates daily engagement with the physician
and ensures greater compliance with evidence-based treatment plans fit within the exception from
remuneration under the beneficiary inducement CMP because it helps beneficiaries access care by
improved future care-planning by their physician. However, even though this tool provides early
intervention to avoid unnecessary hospitalizations and emergency room visits, the arrangement is still
subject to anti-kickback statute liability because it may induce future referrals to the physician to receive
coordinated care. This barrier can be overcome through creating a new anti-kickback safe harbor to cover
this conduct or by issuing a law enforcement policy statement from the Office of Inspector General that
meeting the requirements of the promoting access to care exception from the definition of remuneration
from the beneficiary inducement CMP poses a sufficiently low risk of fraud and abuse under the anti-
kickback statute.

Another type of beneficiary engagement that implicates the anti-kickback statute and CMP is the
provision of incentives for wellness and managing chronic diseases (e.g., adherence to treatment plans
and management programs). There is no exception under the CMP or the anti-kickback statute for this
type of incentive. Thus, physicians cannot provide incentives for adherence without facing treble fines
and jail time. Rewarding adherence can help some patients understand the important interactions between
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lifestyle, socioeconomic position, disease, and prescribed treatment. Ultimately, validated programs could
substantially reduce the cost of health care over time and help patients achieve better health and health
outcomes and physicians achieve high levels of performance for beneficiaries with social risk factors.
This barrier can be overcome by creating a new exception from the definition of remuneration under the
CMP to include adherence to treatment plans and management programs.

Financial Incentives or Other Reimbursement Methods

Financial incentives or other vehicles by which physicians and other providers can offset these costs must
be identified. Many of the activities, applications and other resources required are not currently
reimbursed by Medicare or private payers. Alternative payment models are moving in the direction of
addressing risk, but also largely do not cover activities and related services. Physicians are limited in their
ability to provide free services unlike hospitals, which may apply the community benefit standard; yet,
they are often well suited to identify and refer patients for these services during the course of routine care.

Data

There is growing evidence to support the integration of social risk factors and determinants of health into
EHRs at the point-of-care, but challenges and barriers exist that must be addressed for successful and
widespread implementation. The recent study by Gold and colleagues in three Pacific Northwest
community health centers demonstrated that integration of these data into practice can be accomplished,
but not without significant effort.” While three barriers were explicitly identified, all related to the lack of
data integration into clinical workflows in an efficient, meaningful way. For example, capturing the
information on paper to then be manually entered into the EHR increased the burden. Display of relevant
data in disparate sections of the patient’s record increased complexity and negatively impacted physicians
and staff’s overall experience. It was also difficult for staff to identify and document resources to which a
patient could be referred and follow-up, due to increased positive screening rates and unmanageable
workloads.

The AMA believes that the data collection and aggregation of SDH must be standardized to the greatest
extent possible to enable use within practices for quality improvement and across populations to monitor
progress toward our desired outcomes. Collaborations involving frontline physicians, hospitals,
community leaders, EHR vendors and others are needed to enable this standardization without
compromising clinical workflows and patients’ privacy.

EHR and 2015 Edition Certified EHR Technology (CEHRT) Issues

These efforts will facilitate reliable and valid data that can be used for multiple purposes including
performance measurement. All the factors mentioned previously are integral to the reliability and validity
of the data for measurement and perhaps more importantly to enable us to develop the evidence needed to
demonstrate a linkage between addressing these factors, improving outcomes and reducing costs.

Some larger EHR vendors have enabled social risk factor collection, often using electronic screening
tools for data capture. However, there is no universal mechanism for collecting social risk factor data, nor

" Gold R, Bunce A, Cowburn S, et al. Adoption of social determinants of health EHR tools by community health centers. Ann
Fam Med. 2018;16:399-407. doi: 10.1370/afm.2275.
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a definitive set of social risk factor data elements to collect. While the current landscape provides
flexibility, and allows different individuals within the health care organization to capture social risk factor
data, too much variation limits a delivery system’s ability to analyze SDH and related data from EHRs
and other sources, and may limit the use and usefulness of the collected data. Furthermore, in terms of
user navigation and overall usability, inconsistencies in social risk factor collection throughout the clinical
workflow and encounter contribute to clinicians’ cognitive burden.®

Depending on an organization’s internal policies and available resources, or the sensitivity of the
information, social risk factor data could be captured by behavioral health workers, nurses, or medical
assistants. Individuals may feel more comfortable using a kiosk or online portal to enter sensitive
information, such as domestic violence or abuse. Additionally, there are situations where the applicability
of social risk factor information differs based on the medical specialty. For instance, health care
organizations may identify a standard set of social risk factor indicators for collection; however, physician
specialists or subspecialists may request additional unigque social risk factor data, e.g., mental health and
social stressors.>! Therefore, there is a need for customizable or “extendable” social risk factor tools to
support patient care or health care operations.

Standards, such as Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences
(PRAPARE), consists of a set of national core and optional measures. While there is a freely available
PRAPARE toolkit, which includes EHR templates, workflow diagrams, and implementation strategies,
only a small number of EHR vendors support PRAPARE’s integration.!! Even for the EHRs that support
PRAPARE, questions remain around the total lifecycle costs for implementation—including long-term
EHR support, data analysis, and reporting. There is further concern about the cost EHR vendors are
charging physicians to enable even this basic level of functionality and the fees to connect third-party
applications that support SDH.213

Significant emphasis has been placed on the expected data exchange capabilities of the next generation of
EHRs—including the ability to better support social risk factor and social determinants of health data.
While the 2015 Edition of CEHRT products are required to support application programing interfaces
(APIs), overwhelmingly EHR vendors are implementing read-only APIs focused only on the information
required in the Centers for Medicare & Medicaid Services and the Office of the National Coordinator for
Health Information Technology’s (ONC) common clinical data set (CCDS). Federal certification focuses
on the EHR’s ability to support individuals’ access to only a small subset of patient information—acting

8 Ratwani, R., Savage, E., Will, A, et al, A usability and safety analysis of electronic health records: a multi-center study, Journal
of the American Medical Informatics Association, VVolume 25, Issue 9, 1 September 2018, Pages 1197-1201, available at
https://doi.org/10.1093/jamia/ocy088

9 Fisher, M., Baum, F., The social determinants of mental health: implications for research and health promotion, Australian and
New Zealand Journal of Psychiatry, 2010, available at http://www.sdoha.org.au/SD%200f%20mental %20health-1.pdf

10 World Health Organization, Social Determinants of Mental Health, 2014, available at
http://apps.who.int/iris/bitstream/handle/10665/112828/9789241506809_eng.pdf;jsessionid=C497BBEB41C474FAS8BD0A2BA
484989A67sequence=1

11 National Association of Community Health Centers, PRAPARE Implementation and Action Toolkit, accessed October 2018,
available at http://www.nachc.org/research-and-data/prapare/toolkit/

12 U.S. Department of Health and Human Services Assistant Secretary for Planning and Evaluation Office of Health Policy,
Incorporating Social Determinants of Health in Electronic Health Records: A Qualitative Study of Perspectives on Current
Practices among Top Vendors, October 2018, available at
https://aspe.hhs.gov/system/files/pdf/259901/NORCSDHVendorFinalReport101218.pdf

13Allen, A., “Developers complain of high EHR fees for SMART apps”, Politico, August 6, 2018, available at
https://subscriber.politicopro.com/ehealth/article/2018/08/developers-complain-of-high-ehr-fees-for-smart-apps-721486



http://apps.who.int/iris/bitstream/handle/10665/112828/9789241506809_eng.pdf;jsessionid=C497BBEB41C474FA8BD0A2BA484989A6?sequence=1
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as an artificial high-water mark for EHR design. For example, the CCDS is a grouping of 20 data classes
that is meant to act as a “floor” of data for certified EHRs. Yet, ONC has identified at least 50 additional
data classes—including those considered social risk or SDH—that should be accessible electronically.*
The ability for patients and physicians to have electronic access to the entire medical record is a core tenet
in the Health Insurance Portability and Accountability Act (HIPAA) and the 21° Century Cures Act.
However, the lack of read and write capability, coupled with vendors limiting data to only the CCDS,
contributes to the inherent weakness in 2015 CEHRT Edition EHRs’ APIs.

Cybersecurity Challenges

There is deep concern that our nation’s health care providers and patients have been insufficiently
prepared to meet the cybersecurity challenges of an increasingly digital health care system. This will
continue to be a concern as the tide of information, including on social risk factors and determinants of
health continues to rise. The health care community must recognize that cybersecurity is not only a
technical issue, but also a patient safety issue. The AMA recently completed a first-of-its-kind
cybersecurity survey of 1,300 physicians.® The top three cybersecurity concerns that physicians
identified were interruption of access to an EHR, EHR security (including compromise of patient data),
and general patient safety concerns. The survey results underscore the importance of considering the
potential harm to patients and interruption to their care when conducting cost-benefit analyses of available
approaches to data security, privacy, and interoperability. Cybersecurity is a national priority and
physicians, other health care providers, and patients need tools to secure sensitive patient information in
the digital sphere.

Standardized Data Elements

Due to a lack of standardization, there are challenges with the variability in coding social risk factor and
determinants data. The multiplicity of data coding, beyond just social risk factors, contributes to the larger
interoperability issue. Some of this can be attributed to health care organizations’ desire for flexibility;
however, even the codes and regulations are inconsistent. In some cases, individual data elements can be
represented by multiple codes in one terminology or multiple codes across different terminologies. This
becomes challenging for EHR vendors who then are required to support different value sets. There is
wide recognition that greater standardization would allow health care organizations to better analyze and
interpret social risk factor data in clinical decision-making and would reduce some pressure on EHR
design and development. This is also a necessity to advance interoperability.

Further, not all social risk information can be coded and free text fields are frequently used despite efforts
by the organizations that manage terminologies, e.g., the World Health Organization (ICD), Regenstrief
(LOINC) and SNOMED International (SNOMED-CT). Much of the data that are collected cannot be
characterized by a given code, necessitating capture in free text. This becomes especially challenging
when screening tools or surveys combine codified or yes/no responses with free-text fields to provide
context, description, or further detail.

14 The Office of the National Coordinator for Health Information Technology, U.S. Department of Health and Human Services,
Draft U.S. Core Data for Interoperability (USCDI) and Proposed Expansion Process, January 5, 2018, available at
https://www.healthit.gov/sites/default/files/draft-uscdi.pdf

15 American Medical Association, Medical Cybersecurity: A Patient Safety Issue, accessed October 2018, available at
https://www.ama-assn.org/about/medical-cybersecurity-patient-safety-issue
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One approach is to implement social risk factor and determinants data collection tools with a focus on a
dimension of interest e.g., chronic disease or specific clinical domains like hypertension, diabetes and
asthma. Starting with a priority set of patients or a smaller cohort allows both EHR vendors, health care
organizations and the data standards and interoperability communities to work out technical difficulties,
refine and improve clinical workflows, and facilitate scaling to larger populations.

Given the breadth and depth of these issues, multiple stakeholders including physicians and health care
professionals, patients, vendors, standards-developing organizations and government agencies must work
together in a collaborative fashion.

How AMA is contributing to a solution

The AMA’s Integrated Health Model Initiative (IHMI) is working to improve the ability to share and use
data to improve patient health outcomes. IHMI uses the best available science to define and model
meaningful and clinically-valid data elements, including patient function, state, goals and SDH, in high-
burden disease areas.'® IHMI features three components:

e Adigital community for hosting collaborative groups reflective of IHMI’s current focus and
work;

o A physician-led validation process to review clinical applicability; and

o A technology-agnostic clinical information model for organizing and exchanging data: The
Integrated Health Model (IHM).

IHMI is a platform for developing data portability solutions. Data liquidity, also known as semantic
interoperability, is the ability to exchange usable data. A requirement for liquidity is portability, which
occurs when the exchanged data are defined in a semantically-harmonized, consistent manner down to the
level of computability for automated information exchange. IHMI works by accepting clinical content
submissions, which it evaluates for inclusion in the IHM. If a submission is accepted a clinical validation
process is run to convert the submission into a business requirements specification. This specification is
then used to model the data structures needed to create computable, structural representations of clinically
meaningful data elements that can be used by any electronic system to capture, exchange, store, and
analyze health data. The development and use of the IHM is anticipated to enable better outcomes
analysis, empowering clinicians and patients with data that can be trusted for clinical decision making.
IHMI aims to model patient health state, functional status, SDH and patient health goals across high-
burden diseases where needed data in these domains are not well-represented in current available data
standards. Improved ability to capture these data in a clinically valid, structured, standardized manner is
anticipated to have many benefits, including increased success in the execution of value-based payment
models.

IHMI as a benefit to provider organizations

The development in the IHM of clinically-valid information models for high-priority use cases e.g., the
capture and use of SDH data to identify patients with social risk factors is expected to improve the quality
and usability of health data. Increased availability and use of those data has the potential to improve
health outcomes by reducing clinical variation in data from the extremely varied sources of SDH data.

16 https://www.ama-assn.org/integrated-health-model-initiative-ihmi
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Reduction in the incidence of false signals and other interpretive errors may be a benefit to operational
efficiency, helping clinicians and providers to perform more effective risk prediction, targeting patients
who are truly at risk with the right care and resources they need.

Care plan effectiveness may benefit from the enablement of feedback loops between patients monitoring
their health at home and the clinicians providing their care. For hypertension and other similar disease
states, office visits may be better utilized reducing cost to patients and provider organizations. Facile
incorporation of SDH data at the point of care is expected to improve shared decision making and health
outcomes for patients with social risk factors.

How IHMI is working to help provider organization realize these benefits

IHMI has released Self-Measured Blood Pressure Monitoring, version 1.0 (SMBP1), modeling patient
health state in hypertension. Future releases are expected to expand IHM’s coverage of this disease state
with the inclusion of an initial set of SDH that are relevant in hypertension but also to diabetes and
asthma.

In high risk populations, access to resources is a common and significant SDH factor. Remote monitoring
together with education about how to use remote monitoring can help address the issue of access to health
care resources. Remote monitoring then can range from SMBP for patients who are assessed to be good
candidates to using kiosk devices such as what can be found in their local pharmacies, to mobile clinics
that bring services to the county/community.

IHMI is modeling SDH data beginning with five-digit zip code with optional plus four as a proxy for
geographic location, which has been correlated with socioeconomic and sociodemographic status, along
with dual eligible status. The initiative is working within its collaborative community to identify
additional SDH factors for inclusion in future IHMI releases, depending on market demand. The AMA
and its IHMI look forward to its efforts in this domain being further informed by the ASPE’s report.

Conclusion

The AMA appreciates the opportunity to provide our comments on this important issue. If you should
have any questions regarding this letter, please feel free to contact Koryn Rubin, Assistant Director for
Federal Affairs, at koryn.rubin@ama-assn.org or 202-789-7408.

Sincerely,

%2%

James L. Madara, MD



AMERICAN MEDICAL REHABILITATION PROVIDERS ASSOCIATION

November 16, 2018

The Honorable Brenda Destro

Acting Assistant Secretary for Planning and Evaluation
U.S. Department of Health and Human Services

200 Independence Avenue, SW

Washington, D.C. 20201

Delivered electronically to: ASPEImpactStudy@hhs.gov

Re: Request for Information on IMPACT ACT Research Study: Provider and health plan
approaches to improve care for Medicare beneficiaries with social risk factors

Dear Assistant Secretary Destro:

These comments are submitted on behalf of the American Medical Rehabilitation Providers
Association (AMRPA) with respect to the above captioned Request for Information.* We
welcome the opportunity to offer input to the Department of Health and Human Services (HHS)
to inform its second report to Congress on the effect of socioeconomic status on quality and
resource use measures as mandated by the Improving Medicare Post-Acute Care Transformation
(IMPACT) Act of 2014. AMRPA supports the principles and objectives of the Act and remains
committed to working with HHS and the Assistant Secretary for Planning and Evaluation
(ASPE) to achieve them.

AMRPA is the national trade association representing more than 625 freestanding inpatient
rehabilitation hospitals and rehabilitation units of general hospitals (collectively referred to as
inpatient rehabilitation facilities (IRFs) by Medicare), outpatient rehabilitation service providers,
long-term care hospitals (LTCHs), and several skilled nursing facilities (SNFs).

Inpatient rehabilitation hospitals and units (IRH/Us) provide hospital-level care, which is
significantly different in intensity, capacity, and outcomes from post-acute care (PAC) provided
in non-hospital settings. AMRPA members help their patients maximize their health, functional
ability, independence, and participation in society so they are able to return to home, work, or an
active retirement. The vast majority of our members are Medicare participating providers and, on
average, Medicare Part A payments represent more than 60 percent of IRH/U revenues.? In 2016,

! https://aspe.hhs.gov/system/files/pdf/259906/ImprovingCareMedicareBeneficiariesSocialRiskFactorsRFI.pdf
2 Medicare Payment Advisory Commission, Report to Congress, Medicare Payment Policy, 267 (Mar. 2018).
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IRH/Us served approximately 350,000 Medicare beneficiaries, representing more than 391,000
stays.’

AMRPA’s responses to the questions posed in ASPE’s Request for Information follow below.

1. Are social risk data being used to target services or provide outreach? If so, how?
How are beneficiaries with social risk factors identified? How is this data collected?

IRH/Us use a multidisciplinary and comprehensive set of evaluative, diagnostic and therapeutic
interventions focused on restoring functional capacity, activities of daily living and cognitive
function. In fact, IRH/Us are required by CMS regulations to provide multiple disciplines of
care, including physician, nursing, physical therapy, occupational therapy, speech and language
therapy, and clinical social work, and to hold weekly interdisciplinary team meetings. The
interdisciplinary team meeting allows members of the treatment team, which includes clinical
social workers, to coordinate care and communication regarding the patient’s plan of care and
treatment goals. Interdisciplinary and coordinated care is essential to getting patients back to
their homes and work sooner and gives them improved physical, social and emotional
functioning and wellbeing.

Rehabilitation hospital care is patient-centric and accountable for each patient’s exposure to
potential risk factors. Social risk factors are most certainly taken into account on a patient-by-
patient basis, especially as part of the discharge planning process. Discharge planning begins at —
and ideally before — a patient admission to the IRH/U. The interdisciplinary team collaborates to
evaluate the patient’s medical, social support, and financial support needs, and develops a
discharge plan that addresses those needs accordingly. Specifically, a social work care
management team meets with the patient and caregivers to conduct psychosocial and
socioeconomic evaluations and to collect information about how social risk factors can influence
an anticipated trajectory of care. This information is fed back to the clinical team at the
interdisciplinary team conference to help inform the discharge planning process.

A person-centered approach means identifying the type of support and reasonable adjustments
that enable each person’s needs to be met. The clinical social worker helps plan for long-term
management of health care needs, including referrals to resources in the community to promote
the highest level of independence. While this data may not be collected based on an industry-
standardized platform, IRH/Us gather many data points and pay close attention to each patient’s
unique situation and respond accordingly.

2. For patients with social risk factors, how does patients’ disability, functional status,
or frailty affect the provision of services?

A patient’s disability, functional status, or frailty has a profound impact on the service they will
need. The more severe a patient’s disability or impaired their functional status, the more
challenging it can be for providers to ensure that the patient is receiving all the necessary care.
Furthermore, the impact of socioeconomic status (SES) factors are oftentimes much more

1d.



pronounced for lower-functioning patients who are likely to require multiple professional services
after discharge; however, low SES individuals are less likely to be insured and are more likely to
avoid medical care due to cost.*

It is undeniably more challenging for certain patients to reenter the community following their
IRH/U stay. As an example, some brain injury patients with cognitive impairments demonstrate
risk-seeking behavior and might not have the adequate social resources (family or friends) to turn
to for support. In instances where patients lack a social support network for a hospital to turn to,
the hospital case worker recognizes that lifelong institutionalization may be a likely outcome for
this patient. Similarly, with regard to frailty, many older patients do not have living relatives
nearby to turn to for caregiver support.

3. Are there especially promising strategies for improving care for patients with social
risk?

Early identification of social risk factors enables IRH/Us to better prepare for potential services
or supports that patients may additionally need after discharge from the rehabilitation hospital.
To do this, the IRH/U team is highly proactive in liaising and dialoguing with the referring
hospital, oftentimes as part of the pre-admission assessment, to get key information such as the
patient’s unique living situation, social support, geography and payer status.

When it comes to successful strategies, however, perhaps the most prominent are those providers
use to minimize the negative impact of a patient’s lack of coverage when their payer does not
cover downstream post-acute services, such as home health or skilled nursing care. To address
the needs of these patients, IRH/Us employ proactive and targeted strategies such as:

e Utilizing a paramedicine program to conduct home visits for patients who could not
receive home health benefits. This type of program helps ensure that patients are
progressing along their care trajectory as expected and can also help mitigate potentially
preventable hospital readmissions.

e Providing financial guidance services to help patients understand and navigate their
benefits. In some instances, when a primary payer does not cover services such as skilled
nursing care, IRH/Us will assist patients and their caregivers in applying for Medicaid to
obtain coverage for these services after IRH/U discharge.

e Providing financial assistance programs for underfunded patients.

e Partnering with other providers along the care continuum to help defray the costs of
certain services (e.g., sharing the cost of durable medical equipment or medications with
the acute care hospital), and facilitating smooth downstream transitions of care (e.g.,
leveraging relationships with downstream providers to help an unfunded patient gain
access to those services after IRH/U discharge).

Post-discharge, some IRH/Us also use “transition clinics” to provide a transitioning physician for
patients being discharged who do not have a primary care physician overseeing their routine
care.

4 Institute of Medicine, America’s uninsured crisis: consequences for health and health care. National Academies
Press; 2009. p. 214.



4. How are costs for targeting and providing those services evaluated? What are the
additional costs to target services, such as case management, and to provide
additional services (e.g., transportation)? What is the return on investment in
improved outcomes or reduced healthcare costs?

Successful care management that facilitates a safe patient transition to the next site of care is a
fundamental component of rehabilitation hospital care. The primary return on investment for
providing case management and other services, such as those discussed above, are better
outcomes as a result of helping patients access necessary post-acute services and transitioning
them to the next setting in a timely manner. A post-stroke patient who is able to receive
continuous rehabilitative services — from intensive therapy at the IRH/U to continuing to work
with a therapist in home health — will achieve greater functional gains more quickly, and is less
likely to need additional services in the long run. Hence, an investment in PAC in the shorter
term will pay tremendous dividends in the long run. Facilitating transitions along the care
continuum enhances efficiencies and reduces costs to the healthcare system overall (e.g., reduced
lengths of stay). There are also costs to the provider of investing in experienced social work staff
resources, as described further below.

5. What are the best practices to refer beneficiaries to social service organizations that
can address social risk factors?

Health care providers with demonstrated depth in social work resources are successful in
connecting patients with local and regional social service organizations. In that regard, the
clinical social workers seated within the interdisciplinary team at rehabilitation hospitals support
the entire continuum of care by arranging and furnishing these unique services.

A rehabilitation hospital’s patients often come from a wide geographic area and beyond the
hospital’s immediate market. Accordingly, IRH/Us must develop and leverage partnerships with
various entities throughout and beyond their market — including upstream referral sources and
social service organizations — as those entities are more familiar with the local supports and
resources within a patient’s community. IRH/Us also proactively reach out to social service
organizations to develop relationships with resources in the community.

Indeed, it takes time and experience for a social work team to cultivate these relationships and it
is an investment of a hospital’s staff resources. Some IRH/Us take a centralized approach by
having a dedicated case worker assigned to patients who may be more challenging to discharge
safely (and have a greater need for social services). These dedicated social workers have
developed relationships with external partners to readily connect patients with community
support services.

6. What lessons have been learned about providing care for patients with social risk
factors?

Our members note that the unpredictability of engaging these patients has been an important
lesson, as well as a challenge they continue to grapple with and adapt to. Sometimes, despite a



hospital’s best efforts to develop a comprehensive patient-centric discharge plan and support the
patient’s adherence to it, the patient and/or their caregivers do not follow through with the plan
for reasons unknown to the hospital. There is also tremendous value in investing in external
partnerships and relationships with other entities along the care continuum, and in staff resources
within such as experienced social workers and case managers.

7. What are barriers to tailoring services to patients with social risk factors? How can

barriers be overcome?

From our members’ perspective, the following factors can be significant barriers to developing
services tailored for a patient’s unique care needs and situations:

Payer source or funding: As described above, it is much more challenging for
rehabilitation hospitals to ensure that un-/underfunded patients will be able to receive
necessary post-discharge care. Hospitals undertake a variety of strategies to try to help
patients overcome these barriers, such as offering paramedicine home visits or financial
support services, as detailed above.

Caregiver presence/availability: The presence and willingness of family or community
supports are critical drivers for IRH/Us when deciding upon a patient’s appropriate
discharge destination. For example, even though a patient has met the goals of a
rehabilitation hospital admission (e.g., regained household level ambulatory function and
is able to walk on level surfaces at discharge), if he or she lives alone in a third floor
walkup without handicap access, a discharge home may not be safe. Although a return to
home or the community is the gold standard, it is not always the safest discharge setting.
Even when the caregiver’s presence is expected at the outset, situations often change and
families/caregivers’ involvement may shift as they come to appreciate the extent of
support needed. To help mitigate this phenomenon, IRH/Us are proactive and engage
caregivers throughout the patient stay to educate them on the anticipated post-discharge
care needs.

Patient activation, engagement, and agency: An individual’s level of activation in
managing their own health — patient activation model measure (PAM) — can determine
the patient’s ability and motivation to “buy into” their care plan. This may vary according
to age, education level, health literacy, motivation and illness. Providers aim to
communicate health information in ways that are tailored and accessible to patients as
one way of overcoming this barrier.

Cultural factors: With regard to language barriers, IRH/Us and health care providers
have invested in translation technologies to facilitate their communication with diverse
patient populations. In rehabilitation, there is even a greater need for having a live
translator due to the highly dynamic nature of clinician-patient interactions in an
intensive therapy session. IRH/Us help patients overcome language barriers by providing
on-hand translators in therapy.



8. Which social risk factors are most important to capture?

To AMRPA members, some of the most important factors to capture are payer status, caregiver
availability/presence, and geographic location.

9. Would standardized data elements for EHRs help you to collect social risk data?
What do you see as promising future opportunities for improving data collection?
For using existing or future data to tailor services?

As described above, IRH/Us collect information on social risk factors to inform the development
of a patient-centered care plan, and specifically a discharge plan. The data collection process is
already well integrated into a hospital’s clinical workflow and furthermore is likely to have been
adapted to suit the needs of the hospital, community, or region. At this time, it is unclear how
standardizing data collection in EHRSs, in a global aggregate sense, could help providers improve
upon how they collect and use this information for care planning purposes for individual
patients.

There is a benefit to adjusting for social risk factors in Medicare payments and quality reporting
programs. AMRPA strongly supports a methodologically sound approach to risk-adjustment for
social risk factors, which we have recommended in the past. Our members perceive dual-eligible
status, low-income subsidy status, and geographic area of residence as important factors that are
also more readily accessible in currently available data sources. In evaluating provider
performance, CMS should compare quality performance and resource use for providers that have
comparable proportions of similar patients, such as low-income beneficiaries. We also strongly
encourage CMS to develop a way to account for family/caregiver status and/or community
supports. Research shows that beneficiaries who lack the adequate caregiver support have higher
rates of readmission and lower rates of discharge to the community following PAC.>¢ CMS
should be cognizant of these factors as it continues to consider options to increase transparency
in Medicare’s quality programs.

10. What are barriers to collecting data about social risk?

One barrier is resources — a hospital must have the adequate financial health to be able to invest
in developing the depth of its social services bench. In addition, because IRH/Us oftentimes rely
on the upstream referring hospital for this information, another common barrier is limited
availability of pertinent information from the acute care hospital.

*k*k

AMRPA appreciates the opportunity to provide input to the ASPE for a follow-up report to
Congress on how providers serve beneficiaries with social risk factors. AMRPA is a strong
supporter of the principles and objectives of the IMPACT Act, and remains committed to

5> Everink IH, van Haastregt JC, van Hoof SJ, Schols JM, Kempen GlI. Factors influencing home discharge after
inpatient rehabilitation of older patients: A systematic review. BMC Geriatrics 2016; 16: 5.

6 Rodakowski J, Rocco PB, Ortiz M, et al. Caregiver integration during discharge planning for older adults to reduce
resource use: a metaanalysis. J Am Geriatr Soc 2017; 65: 1748-1755
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working with HHS to achieve the Act’s objective to enhance how socioeconomic status and
social risk factors are accounted for in Medicare programs. If you have any questions, please
contact Mimi Zhang, AMRPA Senior Policy and Research Analyst (mzhang@amrpa.org).

Sincerely,

Richard Kathrins, PhD
Chair, AMRPA Board of Directors
President and CEO, Bacharach Institute for Rehabilitation

,WZW

Suzanne Kauserud, FACHE, MBA, PT

Chair, AMRPA Quality Committee

Vice President, Continuing Care Division - Inpatient
Carolinas Rehabilitation / Atrium Health
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November 14, 2018

Brenda Destro

Deputy Assistant Secretary for Planning and Evaluation
Assistant Secretary for Planning and Evaluation, Room 415F
US Department of Health and Human Services

200 Independence Avenue, SW

Washington, DC 20201

Submitted electronically: ASPEImpactStudy@hhs.gov

RE: Request for Information: IMPACT ACT Research Study: Provider and health plan
approaches to improve care for Medicare beneficiaries with social risk factors

Dear Deputy Assistant Secretary Destro:

On behalf of our more than 100,000 member physical therapists, physical therapist assistants,
and students of physical therapy, the American Physical Therapy Association (APTA) is pleased
to submit comments in response to the US Department of Health and Human Services Assistant
Secretary for Planning and Evaluation’ (ASPE) Request for Information (RFI) on the IMPACT
Act Research Study: Provider and health plan approaches to improve care for Medicare
beneficiaries with social risk factors. The mission of APTA is to build a community to advance
the physical therapy profession to improve the health of society. Physical therapists play a
unique role in society in prevention, wellness, fitness, health promotion, and management of
disease and disability by serving as a dynamic bridge between health and health services delivery
for individuals across the age span. While physical therapists are experts in rehabilitation and
habilitation, they also have the expertise and the opportunity to help individuals improve overall
health and prevent the need for avoidable health care services. Physical therapists’ roles may
include education, direct intervention, research, advocacy, and collaborative consultation. These
roles are essential to the profession’s vision of transforming society by optimizing movement to
improve the human experience.

APTA strongly believes that the understanding of social risk factors and their impact on the
delivery and receipt of health care services will continue to evolve over time. Therefore, we
encourage ASPE to be responsive to future developments and strategies that provide solutions
for the risk adjustment of social risk factors across post-acute care settings. For example, APTA
is encouraged by the National Quality Forum’s (NQF) efforts to examine whether measures
should be risk adjusted for socioeconomic status and other factors, and we recommend that
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ASPE incorporate NQF’s findings into the agency’s future work. We appreciate the opportunity
to provide comments to ASPE. Please find our detailed comments below.

How are providers and health plans serving Medicare beneficiaries working to improve
health outcomes for beneficiaries, especially those with social risk factors?

Providers’, payers’, and consumers’ understanding of the historical, social, and cultural
processes that shape individual and collective experiences is narrow. Additionally, there is little
guidance for clinicians how to improve the care experience for Medicare beneficiaries with
social risk factors. As such, the extent by which providers are working to improve health
outcomes for beneficiaries, especially those with social risk factors, is limited. This is likely due
to many factors, including incentives for providers and insurers to avoid patients with social risk
factors, underpayment to providers who disproportionately serve socially at-risk populations, and
underinvestment in quality of care.! It is imperative that clinicians better understand the broader
networks of people, ideologies, and practices in which patients are enmeshed and the historical,
geographical, and cultural spaces in which they operate.

Although guidelines exist for the management of many health conditions and their associated
impairments and limitations, many health care providers assume that written guidelines that
accompany plan of care education or discharge paperwork is equivalent to providing the
information that the patient and their families or caregivers need for successful outcomes.
Determining one’s communication style or a preferred learning style should occur at the first
encounter and then be communicated among the members of the patient’s health care team to
optimize outcomes. Exploring how a person seeks and uses information may likely lead to the
identification of social risk factors that require further investigation and specialized
interventions. For example, some providers are working to improve outcomes for beneficiaries
by modifying how they provide “education” to address the health literacy and capacity of their
patients.

Factors that are important for a provider to capture and incorporate into a care plan include the
patient’s perceptions and expectations about their health and how their current socioeconomic
status affects their ability to understand and implement the recommendations they are given at
the time of the transition of care. Further, members of interdisciplinary teams should be
reimbursed for the time it takes to determine the optimal transition of care plan for any individual
changing care settings or transitioning to home from a care setting. Individual team members
also should be reimbursed for the time and resources it takes to ensure that these
recommendations are successfully implemented and to problem-solve solutions when the plan
was not optimally implemented. Every provider must understand the impact their individual
actions have on a patient’s health and well-being. Until individuals are reimbursed for the quality
of work they perform, the cultural shift needed in the US health care system will be too slow to
keep up with the unprecedented growth of the older adult population.

1 NCBI Methods to Account for Social Risk Factors in Medicare Value-Based Payment.
https://www.ncbi.nlm.nih.gov/books/NBK379198/. Accessed November 6, 2018.
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Delivery of Services

Are social risk data being used to target services or provide outreach? If so, how? How are
beneficiaries with social risk factors identified?

Addressing social risk factors is important for improving health and reducing longstanding
disparities in health and health care. Physical therapists use social risk data to:

e Contribute to the overall risk stratification or risk modeling of a patient or patient
population

e Determine necessary referrals to address the unique and or comprehensive needs of a
patient or patient population

e Determine the most appropriate treatment plan and strategies to address the unique and/or
comprehensive needs of an individual patient or patient population

e lteratively improve the care delivery process and determine appropriate areas for and or
critical timing of intervention

Beneficiaries with risk factors are identified through interview, chart review, and gathering of the
history. The most important source of information is often the individual, but additional sources
may include the medical record, the referring clinician, and communication from or with other
health care providers, family members, and caregivers.

Unfortunately, data on social risk factors is not being widely collected, and in the majority of
cases, even when it is collected it is not being used by providers to improve outcomes. Providers
lack an understanding of how social risk factors affect short- and long-term clinical outcomes,
payment, and compliance with the treatment regimen. However, even if providers do recognize
the impact of social risk factors on outcomes, the regulatory and administrative burdens being
imposed on them significantly influences their ability to properly account for such risk factors.
For example, while many clinicians recognize that dual-eligible beneficiaries are at higher risk
for poorer outcomes, they are overwhelmed with processing and responding to the ongoing
changes in the regulatory and payment environment. As such, actively trying to address social
risk factors is of low priority.

Are there especially promising strategies for improving care for patients with social risk?
After a clinician has gathered information about an individual's social risk factors, the clinician
should start a dialogue with the patient regarding his or her desires, goals, and needs, and what
actions would be most helpful. The clinician should offer advice and not only refer the individual
to other services but also facilitate access to those services in a sensitive, culturally acceptable,
and caring way.

Further, strategies that are designed to increase health literacy, address activation and
engagement, promote coordination of care, and address resource gaps are highly effective. Early
identification and intervention is critical. Collaboration and information-sharing with other
stakeholders are essential elements to any successful strategy.



How are costs for targeting and providing those services evaluated?

Under the current fee-for-service model, physical therapists are not paid for delivering services
that address social risk factors, and so such services generally are not part of the cost assessment
of interventions. Physical therapists do, however, in the normal course of practice provide an
ongoing evaluation of the patient’s status to include guidance and referrals for those at risk.

However, costs for education, training, nutritional support, therapy services to address functional
risk factors, and targeted transitional and ongoing care management may be evaluated in the
context of a risk-bearing or bundled-payment arrangement, whereby the up-front investment
reduces downstream costs for high-risk adverse events including re-hospitalization. Proper
management of individuals with social risk factors that are negatively impacting disease state
management and/or health status represents a return in investment in the form of avoidance of
preventable high-cost adverse events.

What are the additional costs to target services, such as case management, and to provide
additional services (e.g., transportation)? What is the return on investment in improved
outcomes or reduced healthcare costs?

In the shift to value-based models, physical therapists should be recognized as essential
components of the care team and integral to recommendations for at-risk individuals. ASPE
should help to evolve health policy approaches, looking at the issue of social risk not solely from
the perspective of payment and data, but also from how to improve the health of communities.

ASPE, in collaboration with the Centers for Medicare and Medicaid Services (CMS), should use
its Medicare and Medicaid dollars more efficiently to transform society, taking a holistic
approach to the patient. Further, ASPE should strive to develop partnerships with providers,
embedding clinicians in entry points of care and creating care pathways that result in automated
referrals and coordination of care based on risk factors.

For patients with social risk factors, how does patients’ disability, functional status, or
frailty affect the provision of services?

There is a correlation between the presence of social risk factors and the degree of patients’
frailty, functional limitations, and disability. The risk of frailty is increased based on the number
of negative factors impacting health, including access to adequate nutrition, necessary
medications to manage chronic disease, and the ability to engage in safe and meaningful physical
activity. Additionally, disability is often a factor of the influence of an environment on a
patient’s ability to adapt to functional impairments. Individuals with social risk factors also are
more likely to experience greater environmental challenges. With limited mobility, such
individuals may not be interacting with health care providers who could assist with proper
resource identification and allocation.

Data

Which social risk factors are most important to capture?

Important social risk factors to capture include inadequate and/or unsafe housing; inadequate
nutrition; health literacy; isolation; depression; lack of family or other support; financial
insecurity; job insecurity/unemployment; unsafe environment at home (violence or other); unsafe
behaviors of individual or close/responsible family member (such as smoking, or drug or alcohol



use); language barriers; cultural preferences; education; socioeconomic status; transportation;
and neighborhood.

We understand that ASPE commissioned the National Academies of Sciences, Engineering, and
Medicine (NASEM) to investigate social risk factors for the Medicare program, resulting in
NASEM'’s report, “Accounting for Social Risk Factors in Medicare Payment.” This report
highlighted the social risk factors that may influence health care outcomes of interest to
Medicare.? APTA supports the findings in this report and encourages ASPE to rely upon it as the
agency engages in further efforts to capture data on social risk factors. Additionally, work
performed by the NQF should be used to inform the collection and use of social risk factor data.®

Do you routinely and systematically collect data about social risk? Who collects this data?
When is it collected? Is it collected only once or multiple times for a beneficiary? Is it
collected consistently across populations (i.e. Medicare beneficiaries, Medicaid
beneficiaries, patients receiving specific services, etc.)? What are the burdens of this data
collection on plans, providers, and beneficiaries?

While the importance of gathering this information is critical, as it speaks to access, the vast
majority of providers, including physical therapists, do not currently collect data on social risk.
Not only do providers not understand the need to collect such data, but screening for social needs
is different from, and typically not included in, current medical or health screening tools.

However, physical therapists do collect data in accordance with The International Classification
of Functioning, Disability and Heath (ICF), which is part of the “family” of international
classifications developed by the World Health Organization (WHO). The ICF, with a focus on
human functioning, provides a unified, standard language and framework that facilitates the
description of the components of functioning that are impacted by a health condition. It is a tool
that enables the collection of data as to how people with a health condition function in their daily
lives rather than focusing on their diagnosis or the presence or absence of disease. The ICF
describes the situation of the individual within health and health-related domains and within the
context of environmental and personal factors.

Physical therapists engage in an examination process that includes taking the individual’s
history, conducting a standardized systems review, and performing selected tests and measures to
identify potential and existing movement-related disorders. The data gathered during history
taking, including answers to review-of-systems questions, enables the physical therapist to
generate diagnostic hypotheses and select specific tests and measures to identify and characterize
signs, symptoms, and risk of movement dysfunctions. To establish the individual's specific
diagnosis, prognosis, and plan of care through the evaluation process, physical therapists
synthesize the collected examination data and determine whether the potential or existing
disorders to be managed are within the scope of physical therapist practice.

2 NASEM Accounting for Social Risk Factors in Medicare Payment.
http://nationalacademies.org/hmd/Activities/Quality/Accounting-SES-in-Medicare-Payment-Programs/Medicare-
Social-Risk-Factors-Overview. Accessed November 6, 2018.

3 NQF Social Risk Trial Final Report.

https://www.qualityforum.org/Publications/2017/07/Social_Risk Trial Final Report.aspx. Accessed November 6,
2018.
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History taking is a systematic gathering of data related to who the individual is and why he or
she is seeking the services of the physical therapist. These data include demographic

information, social history, employment and work information, growth and development
parameters, living environments, general health status, social and health habits (past and current),
family history, medical and surgical history, current conditions or chief complaints, functional
status and activity level, medications, and other clinical test findings.

Data gathered from tests and measures yield a range of findings that may indicate that an
intervention may be appropriate for a given individual, including:

o Risk factors, such as smoking history, falls risk, and recent trauma

« Health, wellness, and fitness, such as sedentary lifestyle, limited leg strength for squatting,
and lack of understanding of plantar foot shear during recreational activities

« Pathology/pathophysiology, such as diabetes, cellulitis, and congestive heart disease

« Signs and symptoms of pathology and health condition, such as joint tenderness, pain,
elevated blood pressure at rest or with activity, numbness or tingling, and edema

« Impairments to body functions and structures, such as aerobic capacity, anthropometric
characteristics, balance, circulation, cranial and peripheral nerve integrity, gait,
integumentary integrity, mental functions, mobility, motor function, muscle performance
(including strength, power, endurance, and length), neuromotor development and sensory
processing, pain, reflex integrity, skeletal alignment and integrity, sensory integrity, and
ventilation and respiration

« Activity limitations and participation restrictions, such as environmental factors in built or
natural environments affecting movement-related performance; need for assistive products
or technology to enhance performance; and environmental or personal factors impacting
an individual’s quality of self-care or domestic, education, work, community, social, or
civic life

An annual checkup by a physical therapist, per a template developed by APTA,* includes
collection of a subset of the data listed above that is most relevant to the topic being discussed.
Collection of this data assists physical therapists in identifying individuals with social risk
factors. It includes questions about ethnicity, race, occupation and employment status, education
level (highest grade completed), adequate food, adequate housing, and access to health care.

The greatest burden of any data collection relates to the means by which the data is collected.
Providers who do not have access to electronic health records (EHRS) face significant barriers.
Moreover, when beneficiaries interact with multiple providers who lack interoperable EHRs,
such providers, as well as beneficiaries, are placed at a significant disadvantage. In these
instances, the beneficiaries are required to repeat the same or similar information for each

4 American Physical Therapy Association. Annual Checkup by a Physical Therapist.
http://www.apta.org/AnnualCheckup/. Accessed November 14, 2018.
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provider with no standardization and or system interoperability or integration. Additional barriers
may include language, literacy, and cultural competence for beneficiaries with social risk factors.

Would standardized data elements for EHRSs help you to collect social risk data? If so, how
could these data elements be standardized?

Standardizing data elements for EHRs would help providers collect social risk data while also
helping policymakers better understand the problems facing beneficiaries with social risk factors.
APTA recommends that ASPE pursue standardizing the collection of social risk factors on a
national basis. This would better allow providers and payers to understand and identify the
beneficiaries who are most significantly impacted by these social risks. It also would allow
quality measure developers to examine more closely the impact of these variables on patient
outcomes in order to adjust risk appropriately. However, to use social risk factors as a risk
adjuster for outcomes, there must first be a high degree of compliance with data collection.

Further, standardized data elements for EHRs would allow for more consistency in the
comparison of individuals and populations, and would improve providers’ ability to standardize
care based on common risk factors. These elements could be standardized based on available
evidence related to meaningful and predictive social risk factors. Moreover, by standardizing
data collection, CMS would be better able to make sound decisions about cost-effective benefit
design.

What are barriers to collecting data about social risk? How can these barriers be
overcome?

Barriers include a lack of standardization and a lack of system interoperability. Private practices
are particularly challenged by the financial outlay and information technology expertise required
to adopt an interoperable medical record. Additional barriers include:

e Lack of ongoing shared access or interoperability to meaningful data

e Inflexible care delivery models that fail to support providers and patients in matching
resources to identified needs

e Barriers to addressing the comprehensive needs of patients, including nonmedical health
needs such as limits in payment

e Barriers to timely access to the most appropriate provider, including but not limited to
prior authorization, a need for a referral, and visit limits

The barriers can be overcome by:

e Educating clinicians on the value (cost vs benefit) of and need (avoiding adverse
outcomes) to address social risk factors

e Educating patients and caregivers on the availability of services, and the importance of
self-advocacy and accessing available resources

e Expanding community resources through local, state, and national efforts

Collecting data about social risk also is difficult given the significant reliance on patients to self-
report. Patients may not understand the importance of collecting this information and may
believe that disclosing information about themselves will lead to discrimination. For this reason,



patient education is critical. Clinician and policymaker education also is important, as neither
group is fully aware of how social risk factors influence patient outcomes. As a result, as
previously stated, clinicians may fail to understand the importance of collecting data on social
risk factors. While including standardized data elements in EHRs is a step in the right direction,
it will not be the sole driver of data collection. It is critical that payers, working alongside
clinicians and policymakers, better highlight the need for the collection of this data. Financial
and administrative incentives also must be properly aligned for clinicians to collect and use this
information in a meaningful way.

There also must be a better understanding of health disparities and bias in health care.
Addressing bias must be a conscious decision, but to avoid making assumptions, providers
should commit to screening for social determinants of health across their entire patient
population.

What do you see as promising future opportunities for improving data collection? For
using existing or future data to tailor services?

APTA supports the National Prevention Strategy, which prioritizes prevention by integrating
recommendations and actions across multiple settings to improve health and save lives. The
strategy “envisions a prevention-oriented society where all sectors recognize the value of health
for individuals, families, and society and work together to achieve better health for Americans.”®
To fully support Americans in leading longer and healthier lives, it is critical that collection of
social risk factor data and utilization of such data is increased. To do so, we recommend that
ASPE, in conjunction with other federal and state agencies, place a greater emphasis on the need
to collect data on social risk factors and how to use the data to tailor practice and improve
population health.

For example, to improve data collection and patient outcomes, we recommend that ASPE rely on
specialty society registries to test the collection of this data. Additionally, ASPE should engage
and work with EHR vendors to standardize how this information is collected. Additionally,
ASPE should consider how the development of a standardized tool for data collection would
ensure consistency across providers and settings. As the growth of value-based models
continues, requiring social-risk data collection and sharing could be a condition of participation.

Within and outside of the health care system are other opportunities to address social risk factors.
We are encouraged that as of 2017, 19 states require Medicaid managed care plans to screen for
and/or provide referrals for social needs.® APTA recommends that ASPE work with CMS,
Centers for Disease Control and Prevention, US Department of Housing and Urban
Development, state Medicaid agencies and managed care organizations, commercial payers,
health professional associations, and patient advocacy groups to build upon existing evidence to
shape future strategies to fully address disparities in health.

> Centers for Disease Control and Prevention Surgeon General National Prevention Strategy.
https://www.surgeongeneral.gov/priorities/prevention/strategy/index.html. Accessed November 6, 2018.

6 Beyond Health Care: The Role of Social Determinants in Promoting Health and Health Equity. Kaiser Family
Foundation. https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-
in-promoting-health-and-health-equity/. Accessed October 29, 2018.
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Conclusion

APTA thanks ASPE for the opportunity to respond to the RFI on improving care for Medicare
beneficiaries with social risk factors. Should you have any questions regarding our comments,
please contact Kara Gainer, director of regulatory affairs, at karagainer@apta.org or 703/706-
8547. Thank you for your consideration.

Sincerely,

Stwon LS

Sharon L. Dunn, PT, PhD
Board-Certified Clinical Specialist in Orthopaedic Physical Therapy
President

SLD: krg
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November 16, 2018

Brenda Destro

Deputy Assistant Secretary for Planning and Evaluation
U.S. Department of Health and Human Services
Hubert H. Humphrey Building, Room 415F

200 Independence Avenue, S.W.

Washington, DC 20201

Re: REQUEST FOR INFORMATION: IMPACT ACT Research Study: Provider
and health plan approaches to improve care for Medicare beneficiaries with social
risk factors

Dear Deputy Assistant Secretary Destro:

I am pleased to submit these comments on behalf of the American Society of Clinical
Oncology (ASCO) in response to the recently proposed request for information (RFI)
regarding the IMPACT ACT Research Study.

ASCO is the national organization representing nearly 45,000 physicians and other health
care professionals specializing in cancer treatment, diagnosis, and prevention. ASCO
members are also dedicated to conducting research that leads to improved patient
outcomes, and we are committed to ensuring that evidence-based practices for the
prevention, diagnosis, and treatment of cancer are available to all Americans, including
Medicare beneficiaries.

In furtherance of ASCO’s mission, the Society operates multiple quality assessment
improvement initiatives and has taken concerted steps to address the needs of
underserved populations. For example:

ASCO's rapid learning system, CancerLinQ, is a "big data" solution to help practicing
physicians distill massive volumes of data into meaningful information that supports the
delivery of high-quality, high-value oncology care. This platform provides real-time
feedback to oncologists on performance, allows point of care decision support, and
provides rapid insight into patient outcomes. Through the Minimum Common Oncology
Data Elements (M-CODE) project, ASCO is working to identify the core data elements
necessary to populate an oncology EHR.

Making a world of difference in cancer care
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ASCO has invested substantial time and resources over the past 15 years in developing a Qualified
Clinical Data Registry (QCDR) called the Quality Oncology Practice Initiative (QOPI). ASCO’s
QCDR includes 27 cancer-specific measures that have undergone an extremely robust, evidence-
based process to ensure their clinical validity and reliability. As part of ASCO’s criteria for measure
development, the society assesses the degree to which its measures are meaningful and relevant to a
wide range of patient populations.

To ensure oncology practices caring for medically underserved patients can take advantage of, and
benefit from, ASCO's growing quality improvement efforts, ASCO offers a grant program to teach
practices serving underserved populations to improve their care delivery. A key goal of this program
is to utilize QOPI and ASCO’s Quality Training Program to coach teams through measurable and
sustainable improvements in a clinical setting to improve the capacity and capability of participating
practices to provide evidence-based, high-quality care. Another important goal is to understand better
the quality improvement needs and challenges that may be unique to and/or exacerbated in low-
resource settings, and to devise better strategies to address these needs. Additional information on this
program description can be found here.

ASCO’s work has also included evaluation, and analysis of the impact of new payment models,
delivery systems and other policies in the Medicare and Medicaid programs and beyond. To that end,
we have recommended ways that CMS could consider underserved populations in the Quality
Payment Program (QPP). Collection of social risk factors could help in identifying the most
appropriate measures to ensure clinical quality improvement through activities that are achievable for
underserved populations, including in small practices and rural areas. For example, we recommended:

o Within the (QPP), CMS create standards that are achievable and do not impose substantial
burdens for participants practicing in small practices and rural areas. We also recommended that
CMS not establish burdensome requirements for practices that treat underserved and minority
populations, so that existing disparities in access and outcomes in oncology care would not be
exacerbated. Many of the administrative burdens that are created by new regulatory actions
impact the smaller or rural practices most.

o CMS should seek to compare providers at the subspecialty level in a manner that promotes
fairness to ensure that resource use is fairly compared among providers in the QPP. It is
imperative that CMS make adjustments that account for the extreme variation that may exist in
the cost of treating cancer compared to other diseases, as well as in treating different types and
stages of cancer. Risk adjustment is especially crucial in oncology since there is significant
variance in resource use among oncologists based on their subspecialties.

o Inaddition to assuring appropriate comparisons across subspecialties, CMS should develop a
mechanism to adjust for resource-constrained practices or practices that care for historically
underserved populations.


https://connection.asco.org/magazine/society-member-news/improving-delivery-cancer-care-medically-underserved-communities-grant

In response to specific questions in the RFI regarding the collection and use of data by providers and
health plans on Medicare beneficiaries’ social risk factors, ASCO offers several points of consideration
and input, provided herein.

Which social risk factors are most important to capture?

ASCO believes that race/ethnicity, gender identity, health literacy, family income level, travel distance to
cancer centers and social support (marital support or caregiver support) should be captured. Measures of
race, ethnicity, sexual orientation and gender identity should be self-reported, not based on observation.
In the case of race and ethnicity, questions could address ancestry, and enclave effects. To assess
neighborhood and structural effects on health, measures of the built (man-made) environment should be
included, or patient address should be collected and geocoded, so that physical and other contextual
effects, in addition to individual-level impacts, can be considered. Also, social networks/support, beyond
marital/caregiver status including social companions is essential, as well as religious
support/communities, psychosocial risk factors, addictive behavior, BMI/Weight/Diet/Physical Activity
Food Insecurity are also important.

Do you routinely and systematically collect data about social risk?

Most ASCO members do not routinely and systematically collect data about social risk. Where practices
do collect the data, the factors frequently vary and depend on disease-specific/clinical programs or cancer
registry requirements. Area-level proxy census data may be good proxies for some social risk measures.
However, they are imperfect and may represent a distinct phenomenon from measures collected at the
individual level.

Who collects this data? When is it collected? Is it collected only once or multiple times for a
beneficiary? Is it collected consistently across populations (i.e., Medicare beneficiaries, Medicaid
beneficiaries, patients receiving specific services, etc.)? What are the burdens of this data collection
on plans, providers, and beneficiaries?

Cancer registries are required to capture race/ethnicity which should be self-reported by patients.
Medicare, however, does not collect this information unless it is provided directly by the providers
themselves and when Medicare providers have the data it is invalid and incomplete. Providers have much
variability in what they collect and what they report. There may also be inconsistencies due to patient
fear and resistance to self-reporting. Additionally, many of the factors mentioned above are not collected
in a standardized fashion. Some measures could be collected at a single point in time (e.g., educational
attainment), but others, like social support and community resources, may change over time.

Would standardized data elements for EHRs help you to collect social risk data? If so, how could
these data elements be standardized?

Unless mandated, social risk data is not typically captured in EHRs. ASCO is concerned that mandated
capture could result in additional burden for practices if it were not through standardization of data
elements. This would require EHR vendors to standardize the fields captured in a structured field so that
they can be abstracted. Currently, many of the fields like race and ethnicity are in unstructured data fields
which would need to be manually abstracted. Standardization of data elements and fields would be a
positive step toward interoperability. One strategy is identifying key social factors that could be collected
once at Medicare enrollment (e.g., educational attainment, nativity), reasonable area-level proxies from



census data (e.g., median income, urban/rural status), and those that might be most important to collect at
multiple times (e.g., social support).

The impact of ASCO's initiatives could be significantly enhanced with the availability of data on social
risk factors for the Medicare population. Because many social risk factors affect health care use and
adherence to treatment, a related question is: what are the burdens of not having social risk information
for plans and providers?

In 2017 ASCO issued a position statement in collaboration with the American Association of Cancer
Research (AACR), American Cancer Society (ACS), and the National Cancer Institute (NCI) to foster
cooperation across the cancer research community to ensure that all patients — regardless of social
demographics, socioeconomic status, or the communities in which they live — benefit from cancer
research. The joint statement noted patient data are often incomplete, inaccurate, or overly-simplified and
usually do not consider many social and community factors. As a result, cancer disparities research is
limited by a lack of comprehensive, consistent data on factors that impact disparities in cancer care and
patient outcomes, including a patient's social status and demographics, community and lifestyle factors,
and biology and genetics, as well as by widespread variation in data collection methodology.

To address these issues, the 2017 statement called for improved steps to define and improve data
measures and tools for cancer disparities research, noting that patient data are often incomplete,
inaccurate, or overly-simplified and usually do not consider many social and community factors. In
addition to calling for the collection of specific data elements referenced above, the statement
recommended providers, patients, and the public should be educated regarding the rationale for and
importance of collecting sociodemographic data, some of which may be perceived as potentially sensitive
guestions (e.g., sexual orientation and gender identity). Standard guidelines to facilitate collection and to
mitigate patient or participant concerns should be offered. As well, we recommended that the cancer
health disparity community establish reporting standards for measurement variables, similar to
CONSORT and PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses)
guidelines, for journal editors and peer reviewers to facilitate and standardize assessment of the quality of
the data collection method when evaluating health disparity research findings for publication.

Thank you for the opportunity to provide input on this RFI. We look forward to the opportunity to work
with the Agency as you continue to identify ways to deliver high-quality care to high-risk patients and
those living in underserved communities. Please contact Sybil Green at Sybil.Green@asco.org or 571-
483-1620 with any questions.

Sincerely,

Chpd e

Clifford A. Hudis, MD, FACP, FASCO
ASCO Chief Executive Officer
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Hubert H. Humphrey Building, Room 415-F
200 Independence Ave. SW

Washington, DC 20201

Request for Information: IMPACT Act Research Study—provider and health plan
approaches to improve care for Medicare beneficiaries with social risk factors.

Dear Deputy Assistant Secretary Destro:

Thank you for the opportunity to submit comments on the above-captioned request for
information. America’s Essential Hospitals appreciates the commitment of the
Department of Health and Human Services (HHS) Office of the Assistant Secretary for
Planning and Evaluation (ASPE) to continue its work to evaluate the impact of social
risk factors on quality measures and measures of resource use under the Medicare
program. This important work will help identify the needs of our nation’s vulnerable
and determine how to best support the efforts of essential hospitals, which care for a
disproportionate share of patients with social risk factors.

America’s Essential Hospitals is the leading champion for hospitals and health systems
dedicated to providing high-quality care to all. While our members represent just 6
percent of hospitals nationally, they provide 20 percent of all charity care nationwide, or
about $3.5 billion, and 14.4 percent of all uncompensated care, or about $5.5 billion.!
The high cost of providing care to low-income and uninsured patients leaves essential
hospitals with limited financial resources. Even with their limited means, our more than
320 member hospitals demonstrate an ongoing commitment to serving vulnerable
patients. Essential hospitals provide specialized services that their communities
otherwise would lack (e.g., trauma centers, emergency psychiatric facilities, burn care);
expand access with extensive networks of on-campus and community-based clinics;
furnish culturally and linguistically appropriate care; train health care professionals;
supplement social support services; and offer public health programs.

! Clark D, Roberson B, Ramiah K. Essential Data: Our Hospitals, Our Patients— Results of America’s
Essential Hospitals 2016 Annual Member Characteristics Survey. America’s Essential Hospitals. June 2018.
www.essentialdata.info/. Accessed October 30, 2018.
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401 Ninth St NW Ste 900 f: 202 585 0101

Washington DC 20004 e: info@essentialhospilals.org



Essential hospitals continually are called to meet the complex clinical and social needs
of the patients that come through their doors. Our members provide comprehensive
ambulatory care through networks of hospital-based clinics that include onsite
features—radiology, laboratory, and pharmacy services, for example—not typically
offered by freestanding physician offices. Their ambulatory networks also offer
behavioral health services, interpreters, and patient advocates who can access support
programs for patients with complex needs.

As providers of care to vulnerable populations, essential hospitals are uniquely
positioned to tackle complex clinical and social needs. Our members are engrained in
their community as a trusted and central resource for care. They work tirelessly to have
a profound impact on equitable and efficient care delivery. To support ASPE’s efforts to
address social risk factors in the Medicare program, we offer the following comments
and examples of relevant work at essential hospitals.

Essential Hospitals' Mission to Serve the Vulnerable

As required by the Improving Medicare Post-Acute Care Transformation (IMPACT)
Act, ASPE in December 2016 released the first of two reports that clearly connected
social risk factors and health care outcomes.> The report provides evidence-based
confirmation of what essential hospitals and other providers have long known: patients’
sociodemographic and other social risk factors matter greatly when assessing the quality
of health care providers. Further, as noted by the National Academies of Sciences,
Engineering, and Medicine, in its series of reports on accounting for social risk factors
in Medicare programs, “achieving good outcomes (or improving outcomes over time)
may be more difficult for providers caring for patients with social risk factors precisely
because the influence of some social risk factors on health care outcomes is beyond
provider control.”™

Essential hospitals’ commitment to caring for all people, including the vulnerable, has
made them providers of choice for patients of virtually every ethnicity and language.
Racial and ethnic minorities made up 68 percent of member discharges in 2016.*
Further, in 2016, three-quarters of essential hospitals’ patients were uninsured or
covered by Medicaid or Medicare. Our members reach outside their walls and into the
community, expanding access to care where otherwise none would exist. However,
proposals to reduce Medicaid funding and policy changes in the private insurance
market threaten to swell the ranks of the uninsured and erode support for essential

2 Department of Health and Human Services Office of the Assistant Secretary for Planning and Evaluation.
Report to Congress: Social Risk Factors and Performance Under Medicare’s Value-Based Purchasing
Programs. Washington, D.C.; December 2016.
https://aspe.hhs.gov/system/files/pdf/253971/ASPESESRTCfull.pdf. Accessed November 2017.

2 National Academies of Sciences, Engineering, and Medicine. Accounting for Social Risk Factors in
Medicare Payment. Washington, D.C.: The National Academies Press; January 2017.
http://nationalacademies.org/hmd/Reports/2017/accounting-for-social-risk-factors-in-medicare-
payment-5.aspx. Accessed November 14, 2018.

4 Clark D, Roberson B, Ramiah K. Essential Data: Our Hospitals, Our Patients—Results of America’s
Essential Hospitals 2016 Annual Member Characteristics Survey. America’s Essential Hospitals. June 2018.
www.essentialdata.info/. Accessed October 30, 2018.



hospitals, putting this access at risk.

Identifying Patients with Social Risk Factors

Recognizing the effect of upstream factors outside a hospital’s control, essential
hospitals increasingly work to mitigate social determinants of poor health in various
ways. In most cases, the first step is to identify the needs of the patient population.
Many essential hospitals screen patients for food insecurity, housing instability, and
other social determinants of health and refer these patients to community resources to
help meet their social needs.

SOCIAL NEEDS SCREENING

Many essential hospitals screen patients for social needs or are in some stage of working
to develop and implement a screening process. Some hospitals focus on a specific social
need across the patient population; for example, an essential hospital in Illinois employs
a validated two-question screening tool to identify food insecurity during patient intake.
When a patient screens positive, the hospital offers them vouchers for fresh produce and
referrals to the Supplemental Nutrition Assistance Program; Women, Infants and
Children program; and other benefits, as appropriate. Other hospitals screen patients
more comprehensively—e.g., several hospitals conduct social needs screening for all
patients seen at designated clinic sites. Finally, some essential hospitals focus on
screening for social needs within a program that serves a specific subpopulation. For
example, several essentials hospitals incorporate a social needs screening component
when implementing interventions specific to patients admitted to the hospital after
sustaining a violent injury. Given the common co-occurrence of—and strong
interrelationship between—social determinants of health, patients who are victims of
interpersonal violence often face one or more social needs. Screening for and mitigating
those needs helps prevent violent reinjury and generally improve health.

The social needs screening and referral process comprises several core components: the
screening tool, an inventory of referral resources, a follow-up mechanism to assess
whether a referral was completed, an evaluation of impact, and adequate staffing and
processes to complete all the above. Essential hospitals employ a variety of tools and
approaches for this resource-intensive endeavor.

Several essential hospitals use existing social needs screening tools to assess patients’
needs. For example, several of our members use a sophisticated resource linkage
software that enables staff to screen patients for social needs; link patients to
appropriate resources and agencies; track follow-up; and measure impact.® Other
hospitals adapt existing tools or devise their own, new innovations. An essential hospital
in New York recently completed a process whereby a work group of various
stakeholders dev<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>