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September 30, 2016
Commissioner Monica Bharel, MD, MPH

Massachusetts Department of Public Health

250 Washington Street

Boston, MA 02108-4619
Dear Commissioner Bharel, 
I am writing on behalf of Commonwealth Care Alliance (CCA) to comment on the Department of Public Health’s (DPH) proposed regulation, 105 CMR 173.000 Mobile Integrated Health and Community EMS Programs. Commonwealth Care Alliance (CCA) is a Massachusetts non-profit health plan and integrated care delivery system created to provide the best possible care to people with complex health and health care needs. Our members are the people who cost the health care system the most, and whom the traditional health care system serves the most poorly despite their significant needs. CCA’s innovative, integrated approach to care has been proven to enable individuals with complex medical and social support needs to live as independent and as full lives as possible while reducing costs. 
CCA cares for approximately 18,000 individuals who, by virtue of being over 65 and low income or disabled and low income, are dually eligible for Medicare and Medicaid benefits. We have been operating a Senior Care Options (SCO) program with over 7,300 members for over ten years and we are now participating in One Care, a first-in-the-nation Duals Demonstration in Massachusetts to integrate services for Medicare and Medicaid beneficiaries aged 21- 64. Approximately 70% of this population has a behavioral health diagnosis, and average life expectancy in this group has historically been 25 years less than the general population despite costs of care far above the average. As the largest organization participating in Massachusetts’ Duals Demonstration, CCA has enrolled nearly 11,000 dual eligible individuals under the age of 65 since October 2013, and this number is projected to continue to grow significantly in the next two years. CCA’s members receive a tailored array of coordinated services (primary medical, behavioral, social, and long term supports), managed by interdisciplinary care teams, and based upon patient centered care decisions determined by the specific needs of individual members.

Since 2014, under the special project waiver granted by DPH, CCA and EasCare, LLC ambulance company have partnered to develop a world class mobile integrated health (MIH) program here in Massachusetts – we call our program Acute Community Care. Through tight integration of primary care, care management and specially trained paramedics in community settings, we have truly transformed the delivery system for some of our most vulnerable members with complex needs who are all too often forced into the acute care system when alternative community-based care options are not available. After nearly two years of operation, Acute Community Care has become an integral component of CCA’s urgent care system in the Greater Boston region. To date, our paramedics have responded to more than 1,000 calls for the urgent care needs of over 250 unique members. During one of the program’s busiest months, ACC paramedics responded to 68 calls, averaging 2.2 dispatches per day and exceeding the traditional ambulance call volume during the same period in the previous year. Nearly 85% of the members seen in this program are not transported to an acute care setting; instead their needs are fully resolved in their home environment. Our patients overwhelmingly support the program, with greater than 90% believing it helped them to see a provider sooner and more than 85% stating it helped them avoid an unnecessary hospitalization. Our MIH program has also dramatically demonstrated the adaptability of community paramedicine to the unique needs of a given population, with variable services ranging from conventional medical diagnoses such as urinary tract infections to behavioral health conditions to palliative care. This model of care has reshaped our delivery system and changed our members’ lives. It has also generated significant savings in avoided acute care utilization.
It is within that context as an established and highly successful mobile integrated health program here in Massachusetts that we offer these comments with the goal of informing your ongoing development and enhancement of 105 CMR 173.000. 

1. CCA enthusiastically supports the concepts and policy framework you have put forth in 105 CMR 173.000. We know first-hand the value of mobile integrated health programs that are tailored to the needs of a specific population and program. We are gratified to see all these concepts reflected in your proposed regulation. We have appreciated the opportunity to provide input to date through your thorough stakeholder process. I have personally participated as CCA’s representative on DPH’s Mobile Integrated Health Advisory Council, where we have engaged in rich discussions of statewide implementation of MIH. CCA is pleased to see that process clearly reflected in this regulation. In particular, DPH’s approach to MIH regulation has allowed for and promoted a rich array of MIH models to emerge across the state, each tailored to meeting the specific and nuanced needs of communities and populations.
2. Service delivery gap analysis and community health needs assessment requirements should be flexible to promote adaptation of MIH programs’ design to meet evolving needs. CCA strongly encourages DPH to allow for MIH programs that reflect the varied service models and populations served by diverse health care organizations. For example, certain service gaps are inherent to the nature of CCA’s member population, which has significantly more medical and behavioral health needs than the general population. Accordingly, existing service models across the state are inadequate to meet the home and community based needs of our members, in particular due to the lack of urgent care resources in low income geographies. DPH’s framework established in Special Project Waivers for MIH programs of allowing “gaps” to be viewed in context of a specific captive population (e.g., a health plan member population or an accountable care organization (ACO) patient population) should also be maintained. Finally, established MIH programs should be allowed to adapt service delivery models to evolving needs of populations without undue administrative burden (e.g., adding services in a different region or time of day/day of week due to changes in patient/member population). 
3. Integration of MIH models with primary care and other usual sources of care is a crucial mainstay of high quality, effective, and safe patient care. DPH should strengthen 105 CMR 173.040(A)3 by establishing minimum partnership standards that require integration of MIH programs with existing provider networks. In CCA’s experience managing an MIH program for the last two years, perhaps the single most important feature of our care model is the tight integration of EasCare paramedics with CCA’s clinical staff. In our model, participating paramedics document directly in CCA’s electronic health record, enabling comprehensive and real time information sharing. Case consultation occurs frequently, including three-way phone calls between CCA clinical leads, paramedics, and primary care providers to make coordinated decisions on the best course of care for a given member. Enhanced EMS capabilities that specifically augment existing care relationships in areas such as palliative care aligned around the goals of care for a given member are crucial to the success of this program. As DPH considers the draft regulation further, we recommend that the regulation require fully-comprehensive, bi-directional and as close to real-time as possible information exchange between MIH providers and partnering health plans, accountable care organizations, and/or primary care practices. 
4. DPH should further establish more extensive partnership and information exchange requirements for MIH programs with ED avoidance activities. 105 CMR 173.050 should be enhanced to further require that in development of an MIH program with emergency department (ED) avoidance programming, such MIH entities must demonstrate information exchange capabilities, including real time notification and case conferencing with the health plans/ACOs/primary care groups that at minimum represent the top five most common sources of volume. The MIH program must further demonstrate an ability to transmit an encounter summary subsequent to all MIH visits. In our experience, it is the loop closure and ability for us to have CCA clinicians follow up in the home with our members, often the day after an MIH visit, that provides necessary clinical oversight and helps ensure that members stay at home not just during an MIH visit but in the days and weeks that follow. In an ED avoidance program run by a community’s primary ambulance service in absence of comprehensive partnership with providers such as CCA, the diminishing return would be significant and the follow on safety risks to our members substantially higher.
5. DPH should clarify allowable uses of EMT-Basic and EMT-Advanced Staff in MIH programs. In CCA’s experience managing a comprehensive MIH program, use of non-paramedic staff for certain clinical functions would be of substantial value. CCA recommends that DPH allow for use of EMT-Basics and EMT-Advanced workforce in MIH programs for specific, limited clinical tasks such as scheduled post-discharge follow up visits, home safety checks, basic wound care, or palliative care visits. Such specific clinical roles for non-paramedic staff should be established in MIH program applications. 
6. DPH should cease use of the term “community paramedic” and instead refer to clinicians in MIH programs as “MIH providers.” The term “community paramedic” has been trademarked by the Community Healthcare and Emergency Cooperative (CHEC) and references a specific, proprietary standardized training program with a defined set of training and skills and a specific model of MIH that may not be applicable to all programs to be established in Massachusetts. Use of this term further places MIH program staff and clinicians at risk of legal action by CHEC. 
7. We recommend that DPH revise transport requirements to allow MIH programs to directly transport patients, including to emergency departments and hospitals provided that such transportation is coordinated with the local primary ambulance service. CCA has experienced specific clinical instances in which allowance to directly transport patients to area hospitals and other non-hospital sites of care would reduce transport time and expedite access to higher acuity levels of care. If coordinated with the area PSAP and in a DPH-licensed vehicle, such transport would not place patients at undue risk. Further, due to affiliated relationships between MIH programs and certain hospitals/ACOs, MIH programs should be allowed to deviate from point of entry plans if such decisions are made in coordination with the local primary ambulance service and/or on-line medical control. 
8. Basic administrative processes and requirements should be simple and require notification rather than approval. CCA encourages DPH to establish an administrative framework that allows for basic program modifications without reapplication or modification approval (e.g., hours of service, expansion to new geographic areas, additional of specific new services, changes to submitted policies and procedures, or other routine operational modifications). 
9. Continuous innovation should be encouraged by DPH. CCA commends DPH for a regulatory framework that encourages and promotes continuous innovation by not overly prescribing program structure in this nascent field. CCA strongly supports an ongoing expedited process by which further innovations can be implemented to advance our knowledge of MIH.  Our two-year experience has resulted in a rich learning environment that has informed improvements in our model even within the limitations of the current pilot. The ability to create new and evolving models for emerging clinical needs and gaps of care will be an integral component of improving the ability of the DPH MIH program as a whole to support delivery of high quality, efficient care.

10. Technical clarifications:
a. Medical Control Definition: DPH should clarify that the proposed regulation allows a nurse practitioner or physician assistant to provide on-line medical control as an “existing primary care provider.” 
b. Avoidance of Hospital Use: DPH should strike the word “readmissions” in 105 CMR 173.040(A)2 and replace it with “admissions.” MIH programs generally strive to limit preventable admissions as well as readmissions.

c. Waivers of 105 CMR 170.000: Clarify 105 CMR 173.140 to allow applicants to request waivers of 105 CMR 170.000 concurrent with MIH program applicants whether or not waivers to 105 CMR 173.000 are also required. Current structures would require separate processes subject to the Commissioner of Public Health’s Special Project Waiver authority and we recommend integrating such requests directly into MIH program applications contemplated in 105 CMR 173.000. 
11. We are eager to move quickly – there are members whose needs CCA can uniquely meet through Mobile Integrated Health, now. We commend DPH for an effective process and encourage timely completion of the regulatory development process. Should a protracted regulatory process be necessary, we strongly encourage DPH to consider approving modest expansions of existing MIH programs to additional geographies and hours of operation without adjustment to program scope as there is real and immediate clinical value that is currently being withheld from eligible and appropriate patients. 
Overall, we thank you again for engaging in a robust and comprehensive process in an effort to build a system of care that addresses the needs of a diverse array of the Commonwealth’s residents. We look forward to working with you to continue to find the best solutions for Massachusetts residents who rely on the health care system the most. We welcome the opportunity to discuss any of these ideas with you or your staff in greater detail.

Sincerely, 
Toyin Ajayi
Toyin Ajayi, MD, MPhil
Chief Medical Officer
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