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BY ELECTRONIC MAIL

September 30, 2016
Commissioner Monica Bharel, M.D.

Massachusetts Department of Public Health

250 Washington Street 

2nd Floor

Boston, MA  02108-4619

Re:
Comments on Proposed Amendments to 105 CMR 173.000 – Mobile Integrated Health Care and Community EMS Programs.
Dear Commissioner Bharel:

On behalf of Atrius Health, I am writing to provide comments on proposed amendments to the Department of Public Health Regulations at 105 CMR 173.000 related to Mobile Integrated Health (MIH) Care and Community EMS Programs.
We are pleased that the Department has worked to include the many perspectives from those interested in innovations in the delivery of healthcare such as MIH and commend the Department for the development of the proposed regulations.

Atrius Health, an innovative nonprofit healthcare leader, delivers an effective system of connected care for more than 675,000 adult and pediatric patients in eastern and central Massachusetts. Atrius Health’s 29 medical practices, with more than 35 specialties and approximately 1300 clinicians, work together with the home health and hospice services of Atrius Health’s VNA Care subsidiary, in close collaboration with hospital partners, community specialists and skilled nursing facilities.  Atrius Health provides high-quality, patient-centered, coordinated care to every patient it serves. By establishing a solid foundation of knowledge, understanding and trust with each of its patients, Atrius Health enriches their health and enhances their lives.

Over the past year, while we awaited the development of MIH regulations in this state, Atrius Health’s Innovation Center began a modified MIH program called “Care in Place.”  Using sophisticated data analytics, we have identified patients who are more likely to use the emergency department for conditions that, in most cases, can be easily treated at home, and who are unable to come into the office. Patients who meet the program’s criteria and call the office with acute problems are offered a visit at home; they are seen, evaluated, and treated in their home by nurses in coordination with nurse practitioners and physicians in our practice.  Since beginning the program in the spring of 2016, we have cared for almost 100 patients with an average age of 84. The results thus far have been truly impressive. Since its inception, our program has resulted in approximately $250,000 savings from avoidable emergency department visits and hospital admissions, with very high rates of patient, family and primary care provider satisfaction.

We believe the proposed regulations will allow Atrius Health to expand this program with the use of trained paramedics, allowing us to offer additional services and/or additional hours of service, and redeploy in other areas of our practice some of the nursing resources, thereby improving access to care for our patients.
General Comments
Our primary concern about the proposed regulations is the lack of a mechanism for assuring appropriate care coordination and referral back to a patient’s primary care provider or other treating provider (such as a home care or hospice agency)..  Particularly for an MIH Program with ED Avoidance working with a local ambulance company that participates in multiple MIH Programs, we believe there is a potential for patients to end up in the care of providers with whom they have no established relationship.  This increases the likelihood of duplication of services as well as risks for patient safety, including the potential for medication errors that are common when a provider does not know a patient’s medical history.  We urge DPH to include requirements for any MIH Program to use at least reasonable efforts to identify and notify a patient’s primary care provider and/or other treating providers as soon as practical, and, if the patient is already enrolled in another MIH Program, to coordinate a referral back to that program.  For patients not currently enrolled in an MIH Program, responding paramedics should ensure that the patient is referred to the MIH Program affiliated with his/her primary care provider or other treating provider whenever possible.

We are also concerned that there may be unintended consequences as a result of the distinctions between a “standard” MIH Program and a MIH Program with ED Avoidance. For example, if provider A engages a local ambulance company to run a MIH Program with ED Avoidance, and provider B in the same community also has an MIH Program but without ED avoidance, the proposed regulations would appear to lead the responders to a 911 call from a patient of provider B to refer the patient to provider A’s MIH Program with ED Avoidance.  This framework may inadvertently reduce quality of care and increase costs and duplication of services by referring patients to providers with whom they have no prior relationship.

Specific Comments

173.040 Minimum Requirements for MIH Program Approval

173.040 (A)(2):  We suggest removal of the requirement for a community needs assessment and validation of gaps in service delivery without clear parameters or guidance for the scope of that assessment or validation.  Demonstrating how programs will improve quality, access or cost effectiveness in any of the areas listed in (A) (2) of this section should be sufficient justification for these programs.  The literature is clear that a significant percentage of emergency department visits are avoidable in that many patients do not require the level of care or services of a hospital; our own experience offering care in alternative settings demonstrates significant cost savings without jeopardizing quality of care. That said, the criterion of increasing access to medical or follow-up care under the direction of the patient’s primary care provider or other Treating provider cannot be achieved under the proposed regulations absent clear requirements for programs to communicate and refer back to a patient’s identified primary care provider or other Healthcare Provider, particularly when that provider is not the operator of the MIH Program that might be activated following a 911 call.
173.040 (A)(3)  We are unclear on the intent and purpose of this provision, and suggest that if it is retained, that it applies “as applicable.” While we support efforts to use existing resources and promote partnerships among existing entities, this will not always be feasible or cost-effective.  Some entities, including Atrius Health, may be able to develop the necessary capabilities in-house to address the specific needs of their patient populations (e.g., elders who have been identified as at-risk).

173.040(A)(5)  It is unclear what DPH will consider “sufficient capacity to develop and operate” an MIH Program.

173.090 (A) – Process for Denial, Revocation or Refusal of a Certificate of Approval for an MIH or Community EMS Program

Atrius Health recommends that MIH Program applicants be provided with an opportunity to amend and resubmit their applications in the event an initial application is not approved, rather than requiring an adjudicatory hearing as the next step.

173.100 – Minimum Standards of Operation
173.100 (A)(1) For consistency and clarity, we suggest that this section be revised to read: “If the Treating provider of the responding MIH Program, after assessment…”.

173.100 (A)(2) Consistent with our general comment above, this provision should be clarified to require that if the responding paramedic determines that a patient may be more appropriately managed as an MIH patient or transported to a destination other than an emergency department, the responding paramedic shall attempt to identify the patient’s primary care provider or other Treating provider as soon as practical, and transfer the patient’s care to the MIH Program of that primary care provider or other Treating provider, if there is one. Even in the case where the identified primary care provider or other Treating provider does not have an MIH Program (with or without ED Avoidance) the paramedic should still be required to contact the provider to ensure continuity of care.
173.100 (A)(4) and (A)(6)  We suggest the deletion of (b) and (A)(6) as it is unclear what “facility” or “premises” is being referenced and how this is might be applicable to MIH program services or of concern to DPH. If the concern is that an incident at MIH Program offices will or has disrupted the provision of MIH Program services, then it is important that DPH clarify further these two sections.  It appears that the inclusion of this section is to retain consistency within DPH regulations generally of serious event reporting; however, the nature of this program does not lend itself to identical reporting requirements. 
Thank you again for the opportunity to provide comments.  If you have any questions regarding this testimony or require further information, please contact me at (617) 559-8393 or Kathy Keough, Director of Government Relations at (617) 559-8561. 

Sincerely,

Steve Strongwater, MD, President & CEO
cc: 
Marci Sindell, Chief Strategy Officer and SVP of External Affairs

Kathy Keough, Director of Government Relations 
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