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Andy Slavitt, Acting Administrator

Center for Medicare & Medicaid Services

7500 Security Boulevard

Baltimore, Maryland 21244

September 2, 2016

RE: Massachusetts Section 1115 Demonstration Project Amendment 

Dear Mr. Slavitt,

On behalf of the undersigned organizations and individuals, we respectfully submit this letter in response to the Center for Medicare and Medicaid Services’ open comment period on Massachusetts’ 1115 Delivery System Reform Incentive Program (DSRIP) waiver proposal. As Massachusetts social service and public health related organizations and practitioners, we are excited at the opportunities in the evolving health care financing and delivery landscape – including the evolution of Accountable Care Organizations (ACOs) - to focus our collective attention on how to most effectively keep people healthy and prevent the onset of expensive medical conditions. 

We want to express our support for MassHealth’s waiver proposal and ask CMS to give the proposal the highest consideration.  The waiver provides an incredibly important framework that we enthusiastically support and expresses a shared vision between the Baker Administration and our organizations – and we are eager to work with MassHealth to turn this into reality. However, we think that several areas of the waiver provide insufficient detail, and we ask for these areas to be further developed during the waiver negotiations.
The intent of this waiver is to improve the health status while reducing costs of care for individuals with two or more chronic diseases through innovation. The majority of individuals who will be served through this waiver are low income. Evidence has demonstrated that these individuals lead healthier lives with reduced costs of care when they are connected to community based supports related to safety and security. We believe, and evidence has demonstrated, that low income individuals with co-morbidities often suffer not only from the affliction of their disease but also from a lack of connection to supports of community based social service providers. Referred to as Social Determinants of Health (SDOH) these areas of basic needs are often facilitated through community based social service providers and create a solid foundation that allows individuals to have the safety and security necessary to engage with their medical providers and follow treatment recommendations.  

The current proposal creates a “flexible fund” for an ACO to provide social service supports. However, there is no clear indication of the amount of funds and no parameters for how these funds are to be used, the accountability for these funds, or the outcomes by which these funds should be measured. 

Through its DSRIP waiver and emerging ACO structure, MassHealth well positions the state to address population health and advance health equity in addition to improving quality and lowering the cost of inpatient and outpatient medical care. Over the past year and a half, MassHealth has heard from social service and healthcare providers as well as advocates as it modeled this redesign of Medicaid in the state. Through this continued dialogue we have come to believe that the intent of MassHealth, in the spirit of innovation as this waiver requires, is to create connection between an ACO and community based social services providers to address the SDOH that will most greatly benefit the individual served while reducing the costs of care. Further, we believe the intent of MassHealth is to create partnerships between an ACO and social services that will continue beyond the scope of the waiver period with the integration of SDOH processes imbedded in the coordination of care of those served by the ACO.

However, as currently written, there is no direction or incentive to an ACO to engage with social service providers in a meaningful way. It is our experience that an understanding of the benefits of social service providers and their ability to leverage local funding in support of individuals is a foreign concept to most medical providers and is generally limited to referrals to providers to solve an immediate concern (bed turn over, reduction of emergency services, relocation). We do not believe this to be the intent of MassHealth nor the desire of CMS.

Our concern is that without a clear description, accountability framework, and outcome measures, an ACO may use the flexible funds to follow current inefficient practices (as referred to in the prior paragraph), purchase software to make referrals, but not make true lasting connections. 
If the intent of the inclusion of social services is to create a healthier environment for individuals resulting in better quality of life while reducing costs, then the flexible funds and its related elements require more structure. The following are specific examples of the kind of structure, accountability and outcomes we believe are necessary to achieve this goal.
1. Population Health and Community Partnerships

MassHealth’s waiver proposal should adequately ensure that ACO collaboration with social services providers will be meaningful and will most effectively address the needs of members. 

· The waiver should describe how DSRIP funds will directly reach social services providers. Effective linkages between clinical providers and community organizations take significant time and resources to build and maintain. Part of the flexible spending should be utilized to develop infrastructure support to establish connections with ACOs and community based social service providers ensuring their ongoing functionality, including establishing new working relationships between organizations with different organizational cultures, methods of operating, and referral technology. 
· The waiver should provide more detail regarding the amount of DSRIP funding allocated for flexible services. The proposed waiver states that the amount of funding dedicated to flexible services will be determined as a per member per  year (PMPY) amount, but does not specify the overall funding amount for those services from the ACO DSRIP funding stream or parameters around how that amount will be determined. Without that information, it is difficult to determine if the funding level for flexible services will be sufficient to truly improve health status and outcomes and reduce cost.
· The waiver should describe how ACOs will be incentivized and held accountable for ensuring that collaboration with social services providers is both meaningful and robust. Incentives for ACOs to partner with community based social services providers must include accountability measures. These measures should include how the expenditure of the flexible funds contributed to improved health status and/or reduced costs. This can be measured by member satisfaction surveys, health status measures beyond base line, and/or costs per member. MassHealth should commit to establishing clear process and outcome metrics to review ACOs and social services providers’ progress toward establishing partnerships and addressing the social determinants of health needs of members, similar to the metrics that MassHealth will establish with Community Partners.  

ACOs should be required to permit referrals of all MassHealth members to health related social services. 

· These social services should be conceptualized as serving the whole person with the understanding that all social service supports have a medical benefit. MassHealth should promote ACO access to all available services, including but not limited to nutrition (e.g. SNAP and WIC), housing, income, and child care supports.
· ACOs should be incented to engage with Evidence-Based Best Practices social services as well as those that may not have this recognition but demonstrate well-documented outcomes and have long-standing recognition as effective, value-based programs. 

MassHealth should institute a feasibility standard for public funding "availability."
· MassHealth members’ immediate health and safety needs often are not addressed by technically “available” resources. For example, while a member may be legally entitled to have their publicly funded landlord install an air conditioner as a reasonable modification acknowledging a health vulnerability, the process of requesting the modification through the housing authority administrative process (and, potentially, housing court appeal process) can be lengthy, sometimes meaning that an air conditioner is provided after significant avoidable expense have occurred ( inhalers, missed school and work days, and even hospitalizations).  Flexible funds should be available flexibly to meet member’s real-life needs. A feasibility standard would support this approach. 

MassHealth should either remove or clarify the requirement that Flexible Spending funds be “alternatives to covered benefits”. 

· This avoids creating an unnecessary barrier to the provision of key social services to MassHealth members by social service organizations and providers to which the member has been referred by an ACO.
· Public benefit services such as WIC, LIHEAP, SNAP and Head Start should supplement existing MassHealth benefits and thus strengthen MassHealth-funded services’ effect on overall patient health. Over time, receipt of these public benefits will reduce avoidable hospitalizations and use of emergency care. In that respect, food and nutrition services ultimately provide an inexpensive alternative to the utilization of costly health care services. 
· Many of the examples of flexible spending described in the waiver, such as housing stabilization, physical activity, and nutrition, should not be, in most cases, a substitution of other health care services.
MassHealth should adopt a unified social service hub through which ACO referrals flow. 

· The model of a unified social service hub should be adopted by Massachusetts as the preferred delivery mechanism for social services. Such a Social Determinants of Health Hub (SDOH Hub) offers a single point of coordinated access to a wide range of social services which have documented impact on health outcomes, on use of medical services by High Utilizer and other MassHealth populations and on reducing the costs of care. 
· A single Hub would be particularly helpful for an ACO to engage small, specialized providers (such as a group that focuses on a single immigrant community) which may not have the capacity to contract with multiple ACOs, but could work with a Hub to allow them to assist members in many ACOs. 
· A Hub model would work with multiple ACOs to bridge medical and social service systems, providing culturally and linguistically competent services, engaging multiple social services providers, and providing access to medically beneficial, evidence-based programs in each geographic region. 
· The Hub would be a member of the ACO care team.           
· This Hub would contract directly with the ACOs and leverage other funding through community based social service providers.
MassHealth should build on the success of the Prevention and Wellness Trust Fund (PWTF) as a mechanism for community-clinical linkages between ACOs and social services.
· PWTF mutually reinforces MassHealth’s efforts to improve the health of its members while containing health care spending by seeking to coordinate clinical and community health efforts and address the social determinants of health.
· MassHealth should collaborate with the Massachusetts Department of Public Health and its PWTF program to provide upfront technical assistance and support to ACOs to ensure that the data systems, work flows, staff training, and connection to community prevention programs occurs and that it builds on the knowledge and best practices built into PWTF and other MA DPH programs.
· The existing PWTF E-Referral system can be used to connect ACOs and social service agency referrals.
ACO governance should include community expertise from social service providers & community based organizations. 
· MassHealth has included a requirement that all ACOs include patient/consumer representation in their governance structure. Since ACOs will have responsibility for identifying and addressing the health-related social needs of their members, ACO governance structures should also include expertise in community needs and resources. This role may not always be served effectively by individual consumers. Instead, representatives of community-based organizations and multi-service providers should be considered to fulfill this need.
2. Community Health Workers and Care Coordination 
Community health workers (CHWs) offer one of the most cost effective means by which ACOs can work with individuals and families. Research has established their effectiveness in helping to connect high risk, high need patients and populations into healthcare and other social and behavioral support systems. We applaud MassHealth’s inclusion of CHWs in their waiver request. 

· MassHealth ACOs should list CHWs as acceptable members of Interdisciplinary Care Teams.
· MassHealth ACOs and MCO/ACO entities should describe as part of their contracts how they will integrate CHWs into teams working with complex care patients and patients with chronic conditions, and/or facing challenging social circumstances. 

CHWs in Massachusetts are well poised to support patients’ chronic disease self-management, use of perinatal care, as well as preventive care in general.  Importantly for MassHealth and CMS’s service integration goals, CHWs have been shown to improve linkages across provider organizations, and between healthcare providers and community resources needed by patients. Research and the experience of many providers in Massachusetts has established that community health workers also improve patients’ engagement in their own healthcare, their communication with clinical providers, and hence their positive feelings about the care they receive.

The community of practice in Massachusetts focused on Community Health Workers shared with Mass Health several evidence-based models to effectively integrate CHWs into care teams.  Those models are also being sent under separate cover to CMS.
3. Data Collection and Risk Stratification

MassHealth should require ACOs to access and report on community assets and challenges. 
· Health Policy Commission (HPC) criteria require ACOs to report on how the ACO uses the socio-demographic information gathered on its patient population to develop and support community-based policies and programs aimed at addressing social determinants of health to reduce health disparities within the ACO population. As such, MassHealth should require ACOs to perform an assessment of community assets and challenges (e.g., high levels of violence, housing insecurity, poor access to healthy food) to better understand community needs and target partnerships/interventions. This could come through an assessment conducted by the ACO or through an existing community health needs assessment (CHNA). This will provide a basis for medical practices and public health agencies to work together towards improving health at the individual, delivery system, and community levels. 
· Outcomes and other quality indicators should be stratified by social determinants of health indicators in order to appropriately target population health interventions, uncover and address health disparities, and improve how ACOs deliver care. 

Each MassHealth ACO should be asked to report on how it screens for the needs and preferences of its patient population with regard to race, ethnicity, language, culture, literacy, gender identity, sexual orientation, income, housing status, food insecurity history, and other characteristics, and how it uses this information to inform its operations and care delivery to patients. 
· These requirements should build upon the HPC certification requirements for non-MassHealth ACOs.
· Collecting this data will help ACOs understand key barriers to health and how those barriers are distributed across its member population.

4. Risk Adjustment and Social Determinants of Health 

ACOs should include social determinants of health in approaches for risk stratification and risk adjustment of its member population. 
· This should include factors such as homelessness or unstable housing, age, primary language, race and ethnicity, geography, gender identity and sexual orientation. In addition, ACOs should stratify data based on functional status, activities of daily living, instrumental activities of daily living, and health literacy. Once collected, this information should be made available publically. Reporting this data will allow MassHealth and the public to assess how well ACOs are serving the entire spectrum of ACO members. As more risk stratification tools are developed and tested over time, ultimately ACOs should use a standardized methodology for risk stratification in order to be able to make meaningful comparisons across ACOs. 
· This data should be used to target programs at improving health outcomes for its patient population addressing social determinants of health. 
· ACOs should describe how programs address the specific identified needs of social determinants of health for their population.
· Risk stratification and risk adjustment holds promise for advancing the cost-savings and quality improvement goals of the waiver by means of reducing health disparities.  Risk stratifying and adjusting in a way that targets more flexible dollars at populations with a high risk of health-related social need will incent ACOs to foster true innovation and better health. 
· While the waiver states that SDOH will be a part of the new risk adjustment tool, it lacks definition. Costs of care vary substantially among individuals with similar medical conditions but varying social and economic profiles. If these factors are not taken into account, ACOs will face increased risk from caring for more vulnerable or disadvantaged members. Payment adjustments must guard against ACO providers refusing to care for high-risk members or limiting care. 
· MassHealth should also make similar appropriate adjustments to ACO quality metrics used in payment. The decision made by the National Quality Forum (NQF) to endorse adjusting outcomes measures based on these factors reflects the concern that a provider should not be penalized as a poor performer because it serves more vulnerable patients. 

As MassHealth’s system redesigns are operationalized over the coming months and years, we hope that social service and public health organizations as well as individuals will continue to have a place at the table. The current system’s lack of inclusion and addressing of social determinants of health underlie much of the ill-health which MassHealth members disproportionately experience. 
Social services, as MassHealth has recognized, are key to reversing this trend and enabling its members to live healthy, stable lives. However, without appropriate incentives, context, and detail, the well-intended inclusion of social services will likely fail. 
We look to CMS to supply the parameters and context as suggested above for the flexible spending as included in this waiver. The end result will be improved health status of members, reduced costs of care, and an established sustainable relationship between medical providers and social services providers working in concert to serve some of our most vulnerable and at risk individuals. 

Sincerely,
Massachusetts Public Health Association

Health Care for All

The Alliance of Massachusetts YMCAs

Medical Legal Partnership Boston

Action for Boston Community Development

Disability Policy Consortium
CC:  Daniel Tsai, Assistant Secretary for MassHealth 
Vicky Wachino, Deputy Administrator, CMS 
Eliot Fishman, Director, State Demonstrations Group, Center for Medicaid & CHIP Services, CMS

Paul Jacobsen, Acting Regional Director, Health & Human Services

Massachusetts Congressional Delegation
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