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September 28, 2016

Monica Bharel, M.D., MPH

Commissioner

Department of Public Health

250 Washington St.

Boston, MA 02108-4619

Re:
Comments regarding Proposed Regulation 105 CMR 173.000: Mobile Integrated Health Care and Community EMS Programs

Dear Commissioner Bharel, 

The Massachusetts Health & Hospital Association (MHA), on behalf of our member hospitals, appreciates the opportunity to submit these comments related to proposed regulations developing Mobile Integrated Health (MIH) and Community Emergency Medical Services programs pursuant to M.G.L. Ch.111O.  
MHA and our members are very committed to and supportive of the development of MIH programs.  We believe that such models of care are essential to federal and state healthcare reform and innovation efforts to not only expand community health services, but also minimize unnecessary utilization of emergency department services. We believe these services are especially necessary now as we work to find long term solutions for fighting the opioid epidemic within our communities while increasing access for home health, behavioral health, and primary care, particularly for high risk or vulnerable populations. 

While MHA and our members are interested in continuing our collaboration with the Department on developing this program, we do have some concerns with the proposed regulations as drafted.  Specifically, we are requesting that the Department consider incorporating the following changes to ensure that the final regulations avoid and eliminate potential unintended consequences of disrupting the coordination of care and services within various regions.  
1) Expanding Partnerships for Behavioral Health Services 

Within 173.040 (A)(4), we urge the Department to amend the language that limits behavioral health services to coordinate solely with an Emergency Services Program (ESP).  While we do believe that ESP programs provide important community based services, the goal of healthcare reform and innovation is to enhance coordination between different service providers. Allowing for MIH to coordinate with an appropriate and available behavioral health program with whom they have an existing relationship through the designated medical director or healthcare facility would improve coordination and oversight, especially for facilities that own or operate acute psychiatric services or have an established behavioral health evaluation process.  Many of our hospitals are developing accountable care organizations (ACOs) focused on integrated care and are establishing hospital based psychiatry and other behavioral health services for patients in partnership with various community based providers.  Solely relying on a partnership with an ESP for behavioral health needs may lead to fragmented care for program participants, especially if an ESP does not have the workforce and resources to appropriately support the development and sustainability of new community programs.  The issue this poses is that the example described above could fit within 173.040(A)(3), but would then be negated by the current language in 173.040(A)(4).  Therefore to ensure the two regulatory sections correspond, we request that this provision be amended as follows:
· (4) For proposed programs with a primary focus on MassHealth beneficiaries with behavioral health needs, identify partnership or coordination with a behavioral health service including but not limited to an ESP or a provider-based psychiatry or a behavioral health program.
We also request that as part of the application materials, the Department consider including (either in the regulations or as agency guidance when developing the application materials) that the applicant clarify what type of behavioral health partnership or coordination requirements are being developed under section 173.040 (A)(4). The goal is for designated MIH medical directors and medical control physicians within hospitals to be aware of these relationships and how they could impact operational planning associated with  medical control and direction in accordance with 173.040 (A)(7). 
2) Clarify the ED Avoidance Determination  

While MHA is very supportive of the MIH program and the value of decreasing unnecessary ED utilization, we are very concerned with the wording in 173.040(A)(2).  As generally drafted, the regulations stipulate that the MIH applicant would only need to provide information on ED avoidance as the sole critical factor in developing a MIH program (the concern being that the applicant can then ignore the other eight categories listed in this section).  While we again support the concept of developing innovative programs to decrease unnecessary ED utilization, there should also be some consideration and documentation demonstrating that the MIH is able to focus on the overall healthcare needs of the patient, the availability of MIH providers who can offer a suite of services (including but not limited to home safety checks, outpatient monitoring of chronic illnesses, wellness checks, etc.), and other items listed in (A)(2).  We are not asking that all of the criteria outlined should be required, but there should be some understanding of how the program can meet one of those criteria along with the overall healthcare needs of the patient.  This information on program development will be critical to hospitals and ACOs as they may be responsible for the overall payment and patient outcome.  
MHA and our members also strongly urge the Department to require MIH programs to coordinate with a local ED physician where the MIH program is located to conduct the medical control functions pursuant to 173.040(A)(7). This is to protect not only the health and safety of patients participating in the program, but to also ensure appropriate care coordination for patients who have an emergency condition but may not require transportation to a local hospital. Clinical decision making regarding emergency department levels of care is best made by providers who specialize in emergency care and is consistent with the licensing requirements for Medical Control for general EMS services.  To that end, we ask that the regulations be amended as follows:
· (7) Provide a complete description of the proposed operational plan for medical control and medical direction with an affiliate hospital medical director within each region that it operates including, but not limited to, lines of authority and responsibility, development and review of clinical protocols, training and assessment of skills, communication systems, and continuous quality assurance and improvement; and

3) Clarify 911 Call Coordination
We also request clarification, either in the regulations or through Department guidance once the regulations are finalized, on who will be approving clinical and triage protocols as well as the parameters in which they will be approved as described in 173.050 (B)(3) for patients who are treated as MIH patients and are not transferred to the ED. Patient safety is of the upmost concern and without further information, our providers are concerned about possible diversion errors or delays in care. We request for dispatch coding to be used as a preliminary screen to determine whether patients need to be transported to a local ED before online consultation has occurred. 
In addition, we also request that the Department clarify the requirements for the MIH program to coordinate with its affiliate hospital medical director regarding patients who would potentially be enrolled in a program with a particular EMS provider, but who may enter the system through 911. If a patient activates 911 in one of the communities where the EMS provider is the primary ambulance provider, then there will be direct coordination of care.  However, if the patient is outside one of the EMS provider’s communities, it would be helpful for the Department to clarify how the MIH and local hospitals should be responding.  A similar concern is if the EMS provider (who is also an MIH provider) responds to a 911 call for a patient that is enrolled in another EMS MIH program.  Neither of these is insurmountable and should not be considered as barriers to the regulations, but are common issues that we feel should be clarified prior to the regulations and application materials being finalized.  
4) Reimbursement for MIH programs

While the overall intent and goal of the MIH program is important and critical to reform efforts, we are concerned that the Department has not considered and addressed a fundamental problem with developing MIH programs in the state.  Nationally, many of these programs are funded through EMS programs themselves, grants, hospitals, or reimbursement based on negotiated contracts with private payers.  However, the concern for many hospitals given the state push to develop Medicaid ACO programs is that the majority of services will be funded through hospitals or as part of the bundled payment amount.  Given the historically low reimbursement for EMS services by many payers, we would ask that the Department consider discussing appropriate considerations for ensuring reimbursement of this new service/program with MassHealth and the Division of Insurance.  It is not appropriate for the state to develop a program without having an interagency meeting and discussion to ensure that agencies all within the Administration’s control are not discussing how to make these programs effective and sustainable.  MHA would be happy to join in these discussions, but urge the Department and EOHHS to consider and develop a meeting to discuss how this can be addressed.

On behalf of our member hospitals and health systems, MHA appreciates your sincere consideration of the issues we have raised.  We are strongly committed to and support the efforts of the department in developing appropriate and meaningful regulations to serve the communities of the commonwealth. Should you have any questions about the issues we have raised, please feel free to contact me at (781) 262-6034 or agoel@mhalink.org. 
Sincerely, 

Anuj K. Goel, Esq.

Vice President, Legal and Regulatory Affairs
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