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Steward Health Care System LLC  500 Boylston Street   Boston, Massachusetts  02116

T: 617-419-4700        F: 617-419-4800      www.steward.org

September 30, 2016

Commissioner Monica Bharel, MD, MPH
Massachusetts Department of Public Health
250 Washington Street
Boston, MA 02108

Re: Proposed Regulations Governing Mobile Integrated Health Care and Community EMS Programs (105 CMR 173.000)
Via Electronic Submission  

Dear Commissioner Bharel:

Steward Health Care System LLC (Steward) is New England’s largest community-based accountable care organization, encompassing ten hospital campuses and over 2,700 physicians and specialists, as well as nurses, home health, behavioral health, and allied services professionals.  All of Steward’s hospitals are classified as disproportionate share hospitals. Seventy-two percent of all Steward patients have coverage through public payers, including a significant number covered by Medicaid.  

Steward strongly supports innovative health care solutions that promote total population health while improving quality. Steward is proud to be one of several Medicare Next Generation Accountable Care Organizations (ACOs) in the country, currently accountable for approximately 45,000 Medicare beneficiaries.  Steward also participates in risk-based contracts with commercial and Medicare Advantage insurers. 

Steward appreciates Governor Baker’s efforts to improve quality in health care and to bend the health care cost curve by advancing Medicaid ACOs and by advancing smart regulatory reforms to shift the Commonwealth’s health care system from volume to value. 

In that spirit, Steward applauds your efforts to advance regulations governing mobile integrated health programs and appreciates your attention to the suggestions we offer through this communication.
173.020: Definitions 

“Medical Director”

As currently written, the definition of “Medical Director” does not specify physician specialty. As it pertains to MIH programs, it is important that the "overarching" Medical Director be a physician who is both trained and experienced with EMS and currently practicing in an emergency department. Non-ED physicians may not fully understand the capabilities or limitations of EMS providers whereas emergency physicians, who are currently in practice, have a better working knowledge of the EMS System. Moreover, practicing ED physicians have extensive experience identifying and successfully managing life threatening patient care events. This experience and insight is extremely important for the education of MIH programs and providers.

Steward proposes that the definition of “Medical Director” be revised to specify that overall medical oversight should be provided by an emergency physician who is currently in practice and on staff at a licensed Massachusetts emergency department. Associate Medical Directors can come from any physician specialty that best meets the needs of the patient population by the MIH applicant. 

173.030: Application Process 

Steward proposes that the regulations specify a timeline for approval, i.e. DPH will review and approve programs within 45 days of the submission of the application, with priority status given to applications that address underserved populations and collaboration with DHS hospitals. 

Steward also proposes that a review committee, comprised of health care professionals, be formed. This review committee can advise DPH officials on MIH program applications and should include a health system representative from a predominantly DSH hospital system operating under contracts with two-sided risk (downside clinical and financial risk) in both commercial and Medicare populations as MIH programs will impact the patient population under these systems. 

173.050 (A): Additional Eligibility and Minimum Requirements for MIH Applicant with ED Avoidance Component

Steward proposes a clarifying amendment to this section – “An MIH Applicant must notify each designated primary ambulance service(s) in the applicable local jurisdiction(s) in order to be eligible to apply for a Certificate of Approval to operate an MIH Program that includes an ED Avoidance component.”

173.060 (B): Community EMS Program Approval

Steward proposes removing the phrase “local public health authority direction” from this section as this language could restrict a Community EMS Program from providing the most appropriate services to their patient population.
173.060 (C): Community EMS Program Approval

Steward strongly recommends the removal of language requiring approval by the “local public health agency” of all EMS provider training and activities as related to the Community EMS Program. 

173.100 (A) (8) (u): Minimum Standards of Operation 

Steward agrees with the collection and maintenance of data as it relates to access, availability, and quality, especially for the purposes of program evaluation and monitoring. However, Steward recommends that data, as related to the cost of the delivery of program services or other program financial information, remain confidential as the public release of these data can lead to anti-competitive dynamics in the market. 

Additional Suggestion: Align MIH with Shift to Value

Steward recommends that the Department align this regulation with the Baker administration’s health care agenda to encourage providers toward value, i.e. deliver the highest quality care in the most value-centered manner.  As you know, the Baker administration is making a concerted effort to encourage providers to deliver care in the most appropriate setting while simultaneously addressing individuals’ medical and physical needs.  This important objective requires providers to understand and address the social determinants of health that affect our patients’ overall physical, social, and mental health.  MassHealth is leading the way in this regard by advancing accountable care models for MassHealth beneficiaries. 

As such, Steward strongly recommends that the Department require, as a condition of approval for a MIH program, that MIH applicants demonstrate that they have secured a formal affiliation with a Provider System that has risk-based contracts for patient populations across all three payers: Commercial, Medicare, and Medicaid, respectively.

This requirement will achieve several policy objectives that align with the Baker administration’s goals.  First, it will assist providers to offer enhanced care coordination for their attributed patients through innovative MIH programs that seek to deliver better care in alternative care settings and away from Emergency Departments.  Second, it will create an incentive for additional providers to participate in risk-based contracts and ACO programs that shift to value and away from fee for service modes of reimbursement and assist the Commonwealth to lower the rate of growth of health care spending. Third, it will assist the Department to encourage providers who apply for MIH programs to leverage MIH as a tool to both provide better care coordination for all populations, but also explore new ways to address social determinants of health by leveraging the expertise of EMTs and MIH providers that are often very familiar with the community where their patients reside.

Thank you for the opportunity to provide comments to advance rules governing mobile integrated health.  Steward appreciates your consideration of these comments that are grounded in our belief that innovative approaches to existing regulatory frameworks are essential to achieve both value and better health care outcomes for patients.  

Sincerely,

Brenden Hayden

Director of EMS
