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INTRODUCTION
The Pediatric Asthma Pilot Program will utilize an integrated delivery system for preventive and treatment services through methodologies that may include a payment such as a per member/per month (PMPM) payment to participating providers for asthma-related services, equipment and supports for management of pediatric asthma for high-risk patients, to improve health outcomes, reduce asthma-related emergency department utilization and asthma-related hospitalizations, and to reduce associated Medicaid costs.  These methodologies are subject to CMS approval of this pilot program protocol.  
This protocol describes Phase 1 of the Pediatric Asthma Pilot Program.  In accordance with STC 39(e), the Commonwealth will not expand the pilot program or implement a Phase 2 until after Phase 1 has been implemented, evaluated, and CMS has issued its approval of an expansion or Phase 2.  The Commonwealth must operate Phase 1 of the demonstration for at least one (1) full year before beginning to evaluate the pilot program (see STC Protocol Requirements 8 below for additional information regarding the timing of the evaluation of Phase 1).  Phase 1 may last for up to three years to ensure a seamless transition to Phase 2, if approved by CMS. 
In accordance with STC 39(g) “Required Protocols Prior to Claiming Federal Financial Participation (FFP)”, this protocol describes how the Commonwealth plans to meet the milestones required before enrolling beneficiaries and claiming FFP under this pilot program. 
To develop these protocols, the Commonwealth established an internal program design team, which includes three physicians, a nurse, a pharmacist, several policy experts, data analysts, and a legal counsel.  MassHealth also convened an external Advisory Committee with 20 members, each of whom has expertise in treating high-risk pediatric asthma patients, designing and implementing clinical programs to prevent and manage high-risk pediatric asthma, and/or designing and implementing global or bundled payment structures.  Advisory Committee members include physicians, nurses, pharmacists, researchers, representatives of professional organizations, and health care administrators.
This section sets forth the Commonwealth’s proposal for establishing eligibility criteria for member participation in the pilot and the process for enrolling members in the pilot.  Because the proposed intervention is intensive, it can only be implemented in a cost neutral way if it is targeted to the patients who are most likely to require hospital treatment for asthma in the absence of intervention.  In order to target these children, the advisory committee recommended restricting eligibility to members with poorly controlled asthma, as described in section A.6. below.  

The advisory committee also recommended enabling Participating Practices to enroll eligible members into the pilot through the process described in section B below, in order to enroll eligible members at the time that they most need the intervention.  Participating practices may have documentation supporting a member’s eligibility that is not available or not yet available through MassHealth claims data.  For example, a member may have been hospitalized for asthma prior to his or her enrollment in MassHealth.

A. Eligibility.  Patients who meet the criteria in section A1 through 6 below may be enrolled in the Children’s High-Risk Asthma Bundled Payment Pilot (CHABP) as CHABP Enrollees: 
1. Are between the ages of 2 and 18 years at the time of CHABP enrollment; 
2. Are a MassHealth member; 
3. Are enrolled in the MassHealth Primary Care Clinician (PCC) plan , as described in STC 41a, and on the PCC panel of the participating practice, as identified by its provider identification and service location number (PID/SL); 
4. Have a clinical diagnosis of asthma;
5. Meet the clinical criteria for high-risk asthma, as demonstrated by meeting at least one of the following criteria within the 12 months prior to the date of CHABP enrollment: 
a. Inpatient hospital admission for asthma;
b. Hospital observation stay for asthma;
c. Hospital emergency department visit for asthma; or
d. Oral systemic corticosteroid prescription for asthma; and, 
6. Have poorly controlled asthma, as evidenced by a score of 19 or lower on Quality Metric's asthma control test (ACT) (see attachment A) at least twice within any 2 month period in the 12 months prior to the date of enrollment, based on responses by the patient if the patient is at least 12 years old or else by the patient’s caregiver.  The ACT may be completed in person or by telephone.
B. Enrollment Process.  Patients who meet the eligibility criteria described in section A will be enrolled in the CHAPB through one of the following two pathways.
1. Members identified by MassHealth:

a. The Executive Office of Health and Human Services (EOHHS) will, within 10 working days of the contract start-date and every 90 calendar days thereafter, give the participating practice a list of the members on the participating practice’s PCC panel who, based on MassHealth claims data, meet the clinical criteria for high-risk asthma set forth in section A.1 through A.5 above.
b. The participating practice must make and document its best efforts to schedule each eligible member in its practice for an office visit within 90 days of the date of the list described in paragraph 1.  
c. At the office visit described in paragraph 2, the participating practice must assess each member on the list described in paragraph 1 above for poorly controlled asthma in accordance with section A.6 above and list members who meet all eligibility criteria specified in section A on the patient enrollment report (see attachment B).  The practice must report to the state on the patient enrollment report the reason for not enrolling any member on the list.  
2. Members identified by the participating practice.

The participating practice may also enroll on its panel PCC plan members who meet all eligibility criteria (listed in section A), but were not included on the list described in paragraph 1 above, by documenting their eligibility for the CHABP using the patient enrollment report. EOHHS will verify Member eligibility using MassHealth eligibility and claims data, to the extent it is available. 
3. The participating practice must submit an initial patient enrollment report within 75 days of the contract start-date.  The participating practice may submit changes to this enrollment report by the second Friday of each month for enrollment in the CHABP for the following month.  Enrollment is effective as of the first of the month following submission of the enrollment report.
4. The participating practice must send a letter, approved by EOHHS, notifying each PCC plan member enrolled in the CHABP of the CHABP and the services available through the CHABP.

C. Disenrollment

1. A parent or guardian who does not wish their child to receive services through the CHABP may notify the Participating Practice in writing and request to be disenrolled from the CHABP.   If the Participating Practice receives such a request, it will report the Member as “disenrolled” on the next Patient Enrollment Report it files.

2. Members who, according to the monthly enrollment roster available through the MassHealth provider online service center (POSC), (1) lose MassHealth coverage, (2) are disenrolled from the PCC plan, or (3) are enrolled with a different PCC site location, will be simultaneously disenrolled from the CHABP.  If a member is disenrolled for one of these reasons and the member subsequently is (1) re-enrolled in MassHealth, and (2) re-enrolled in the PCC plan, and (3) reenrolled with the previous participating practice PCC site location, then the participating practice must re-enroll the member in the CHABP; in this case prior eligibility for the CHABP will serve as sufficient documentation of eligibility on the patient enrollment report. 
3. Members will be not be disenrolled during Phase 1 of the CHABP, as further described below, for turning age 18 after being enrolled in the CHABP, nor for failing to continue to meet the clinical criteria for high-risk asthma described in section A.1 through A.5, nor for having an ACT test that fails to meet the criterion in section A.6 above, nor for any reason other than those listed in C.1 and C.2 above. 
STC PROTOCOL REQUIREMENTS

1. A description and listing of the program specific asthma-related benefit package that will be provided to the pilot participants.
A. Traditional MassHealth Covered Services 
The Participating Practice will continue to provide or arrange for all medically necessary services for the effective treatment and management of pediatric asthma for Children’s High-risk Asthma Bundled Payment Demonstration Program (CHABP) enrollees, in addition to providing required CHABP services (listed in section B) and contingent CHABP services (listed in section C).  The participating practice must monitor and manage high-risk asthma services for CHABP enrollees according to their needs and based on national asthma guidelines contained in expert panel report 3 (EPR 3):  “Guidelines for the diagnosis and management of asthma” (see http://www.nhlbi.nih.gov/guidelines/asthma/asthgdln.htm
, as those guidelines may be periodically updated).  The participating practice may bill MassHealth for any such medically necessary traditional MassHealth covered services it provides on a fee-for-service basis.  Payment for traditional MassHealth covered services is not included in the Phase 1 bundled payment.  
In particular, the participating practice must: 

1. Assess the member’s PCC plan enrollment status at each visit. 

2. Assess and monitor asthma control, impairment, and risk, and classify asthma as described in EPR 3, as part of a physician office visit;
3. Administer the asthma control test (ACT) at every well-child and asthma-related visit;
4. Provide or arrange for all medically necessary MassHealth-covered services for the effective treatment and management of pediatric asthma;

5. Ensure that the CHABP Enrollee has a written asthma action plan, in a patient-friendly format, listing the enrollee’s primary care provider’s and parents’ contact information, triggers that exacerbate the CHABP enrollee's symptoms, symptoms to watch for, the names and doses of medications the CHABP Enrollee needs and when to use them, and instructions on when to call the primary care provider and when to see a doctor immediately.  The primary care provider must review the asthma action plan at least annually and update it as necessary;
6. Provide asthma self-management education to the CHABP Enrollee and family in the office, including education on the asthma action plan; 

7. Provide or arrange for the CHABP enrollee to receive an inactivated flu vaccine when seasonally appropriate;

8. Provide care coordination by a case manager or clinician, to help CHABP enrollees access needed health care and community-based services, such as:  allergen testing, flu vaccines, dietary modifications, smoking cessation services, and services needed for other physical and behavioral health conditions that affect the child’s asthma; and,
9. Provide clinical care management of multiple co-morbidities by a licensed clinician, including communication with all clinicians treating the patient, as well as medication review, reconciliation and adjustment.
B. Required CHABP Services

For each CHABP enrollee, the participating practice must:

1. At least once per month, review available data for each CHABP Enrollee to identify the need for follow-up.   This review shall include:

a. Identifying Enrollees who are due for an office visit, phone call, or other service; and

b. Identifying cases for review and discussion by the Interdisciplinary Care Team.  The ICT shall at minimum review cases for Enrollees:

i. who had an unscheduled office visit, emergency department visit, observation stay and/or inpatient admission for asthma;

ii. whose most recent ACT score was 19 or lower; or 

c. who were recommended for review by a clinician or a member of the ICT.

2. Contact families of CHABP enrollees within three months of enrollment and at least once every six months thereafter:

a. To schedule office visits.  The participating practice must make every effort to ensure each CHABP enrollee has an office visit within three months of enrollment into the CHABP and at least once every six months thereafter.  The participating practice must help families, as needed, to arrange transportation and to avoid missing appointments and document this assistance in the CHABP enrollee’s record; and,

b. To administer the Asthma Control Test (ACT), as well as the following two additional questions:
1) During the past 4 weeks, how many days of school/daycare/summer program did the CHABP Enrollee miss because of his/her asthma?

2) During the past 4 weeks, how many days was a CHABP Enrollee’s caregiver unable to work or carry out usual activities because of the Enrollee’s asthma?

3. Offer and encourage families of CHABP enrollees to accept a home visit by a community health worker (CHW) or nurse to provide supplemental family education and conduct an initial environmental assessment to identify potential asthma triggers in the home; if a family declines a home visit, then the participating practice must offer supplemental family education and care coordination in the office or by telephone and document this in the CHABP enrollee’s record;
4. Request permission from the CHABP enrollee’s parent or guardian to contact the CHABP enrollee’s school and any childcare provider.  With written permission, the Participating Practice must share the CHABP Enrollee’s Asthma Action Plan with the school and childcare provider and offer to explain the plan; and,
5. Contact families of CHABP Enrollees each August, either by phone or during an pre-scheduled office visit as needed, in order to:

a. Review medications that the CHABP Enrollee currently takes or may need to re-start after the summer; and,
b. Request updated school and childcare contact information and, with permission, share the CHABP Enrollee’s Asthma Action Plan with new school and childcare personnel.
C. CHABP Services to be provided on an as needed basis

The participating practice must effectively manage their use of CHABP funds to meet individual CHABP enrollees’ and families’ needs in addition to the minimum requirements listed in section B above.  The participating practice must provide additional services and supplies, based on the enrollee’s assessed needs, which include, but are not limited to the following: 
1. Additional home visits by a CHW or nurse to provide supplemental family education and a full home environmental assessment to identify and document the presence of environmental asthma triggers in the home; 
2. Supplies to mitigate environmental triggers, such as hypoallergenic mattress and pillow covers, vacuums, HEPA filters, air conditioner units, and pest management supplies and services, as well as training by a CHW to use these supplies correctly; 
3. Support by CHWs for families’ advocacy with landlords and property managers to promote healthy environmental conditions in the home; 
4. Care coordination, provided by a CHW, as a supplement to traditional care coordination provided by a case manager or clinician, to help CHABP enrollees and their caregivers access needed health care and community-based services, such as:  allergen testing, flu vaccines, dietary modifications, smoking cessation services, and services needed for other physical and behavioral health conditions that affect the child’s asthma; and,

6. Contacting families of CHABP Enrollees each May, either by phone or during an office visit, in order to:
a. Review medications that the CHABP enrollee currently takes and adjust as necessary for the summer; and,
b. Request contact information for any summer programs that the CHABP enrollee may be enrolled in and, with permission, share the CHABP enrollee’s asthma action plan with new school and childcare personnel.  Clinical data indicates that many patients experience improvement in asthma symptoms during the summer; Participating Practices should focus their efforts to coordinate with summer programs on CHABP enrollees who have not demonstrated such improvement.
7. Delivering an Enrollee’s prescribed medications to a school or childcare, along with the Enrollee’s Asthma Action Plan, with written consent from a parent or guardian.

2. Rationale for the inclusion of each benefit  in the asthma-related benefit package that will be provided to the pilot participants 
The CHABP is intended to allow primary care practitioners to use a variety of evidence-based innovations in care delivery and decision-making to control asthma in children and adolescents at high risk of serious complications or death in a culturally competent and clinically relevant manner.

The recommendations of this benefit package are based on the structure provided in the latest report of the National Heart, Lung, and Blood Institute’s National Asthma Education and Prevention Program (NAEPP) Expert Panel Report 3:  Guidelines for the Diagnosis and Management of Asthma (2007)
, but with evidence-based content designed to accommodate new and emerging best practices in the field. 

The NAEPP Guidelines structures asthma management into four components:
(1) Measures of Asthma Assessment and Monitoring;
(2) Education for a Partnership in Asthma Care;
(3) Control of Environmental Factors and Co-morbid Conditions That Affect Asthma; and,
(4) Medications.

Traditional care for asthma generally focuses on medication and education in the office setting. Phase 1 of the pilot covers currently unreimbursed services, allowing flexible use of funds to support community-based interventions.  According to the NAEPP guideline, individual interventions alone are often ineffective unless they are part of a comprehensive and holistic approach to medical care.  Transportation, money, and time limit traditional asthma education programs set in clinic or school settings and often cause difficulty attracting and retaining participants
.  The benefit package review will thus largely focus on home and community-based interventions for improved asthma outcomes.

Healthy People 2020 outlines select goals and objectives related to home interventions with an environmental focus to reduce asthma morbidity.


	Table 1: Select HealthyPeople 2020 Objectives relating to environmental strategies to reduce asthma morbidity



	
	Objective Description

	EH-13
	Reduce indoor allergen levels

	RD-1
	Reduce asthma deaths

	RD-2
	Reduce hospitalizations for asthma

	RD-3
	Reduce hospital emergency department visits for asthma

	RD-4
	Reduce activity limitations among persons with current asthma

	RD-5
	Reduce the proportion of persons with asthma who miss school or work days

	RD-6
	Increase the proportion of persons with current asthma who receive formal patient education

	RD-7
	Increase the proportion of persons with current asthma who receive appropriate asthma care according to National Asthma Education and Prevention Program (NAEPP) guidelines


Potential CHABP Evidence-based Interventions

Recommendations from numerous advisory groups concur that a comprehensive, multi-faceted approach to asthma management is necessary.

	Table 2:  Advisory group recommendations regarding a comprehensive approach to asthma management

	Publication & Advisory Group
	Findings

	Guidelines for the Diagnosis and Management of Asthma

The National Asthma Education and Prevention Program

(NAEPP) Expert Panel Report

2007
	This report states that patients who have asthma at any level of severity should reduce, if possible, exposure to allergens to which the patient is sensitized and exposed, and that effective allergen avoidance requires a multifaceted, comprehensive approach; individual steps alone are generally ineffective.

	Characteristics of successful asthma programs:

Asthma Health Outcomes Project
 (AHOP)

U.S. Environmental Protection Agency

2009
	Presents quantitative and qualitative data on 223 asthma programs throughout the world that include at least one environmental component.  The report findings indicated that programs were more likely to report a positive impact on health outcomes if they (1) were community based,       (2) engaged the participation of community-based organizations, (3) provided program components in a clinical setting, (4) provided asthma training to health-care providers, (5) collaborated with other organizations and institutions and with government agencies, (6) designed a program for a specific racial/ethnic group, (7) tailored content or delivery based on individual health or educational needs, and (8) conducted environmental assessments and tailored interventions based on these assessments.

	Global Strategy for Asthma Management and Prevention

Global Initiative for Asthma (GINA)

Updated 2011
	GINA works with health care professionals and public health officials around the world to reduce asthma prevalence, morbidity, and mortality.  The organization published asthma guidelines that state “. . . among inner-city children with atopic asthma, an individualized home-based, comprehensive environmental intervention decreased exposure to indoor allergens and resulted in reduced asthma-associated morbidity.”



	Housing Interventions

and Health: a Review of the Evidence
National Center for Healthy Housing & CDC

2007
	Published the conclusions of an expert panel convened by the National Center for Healthy Housing and the CDC in December 2007 to weigh the strength of a variety of housing interventions.  Home-based environmental interventions to reduce asthma triggers were among the interventions discussed.  After reviewing the evidence, the panel found that interventions such as multifaceted, tailored, home-based environmental interventions and integrated pest management for asthma were effective and appropriate for implementation.



	Effectiveness of Home-Based, Multi-Trigger, Multi-component Interventions with an Environmental Focus for Reducing Asthma Morbidity:  A Community Guide Systematic Review 

Taskforce on Community Preventive Services:  A collaboration between USDHHS and CDC with public and private partners

2011
	The Task Force recommends the use of home-based, multi-trigger, multi-component interventions with an environmental focus for children and adolescents with asthma, on the basis of strong evidence of effectiveness in reducing symptom-days, improving quality of life scores or symptom scores, and reducing the number of school days missed.  The evidence was considered strong on the basis of fındings from 23 studies in the effectiveness review.




Home Environment Strategy: Decrease Triggers & Housing Resources

Exposure to allergens and irritants within the home can trigger or exacerbate episodes of asthma.  The most common asthma triggers within the home include allergens from house dust mites, pets, cockroaches, rodents, and mold as well as irritants such as environmental tobacco smoke (ETS) and indoor air pollutants.  Targeting these triggers can decrease the number and severity of asthma exacerbations.  Poor housing quality has been shown to be strongly associated with poor asthma control even after controlling for potentially confounding factors such as income, smoking, overcrowding, and unemployment
.  Moisture from leaky plumbing, high humidity, and cracks in floors and walls can contribute to mold growth; provide water for cockroaches, mice, and dust mites; and provide avenues through which cockroaches and mice can enter the home.

INTERVENTION: CHABP will address the environmental asthma triggers through an environmental assessment of the home by a specially trained community health worker (CHW).  Based on the results of the home assessment, a determination of an appropriate mitigation plan would be developed.  Supplies that could contribute to asthma control include HEPA vacuums, air conditioning units, allergenic covers would be available to qualifying households based on specific triggers, patient sensitization, and need.  CHWs will also be trained to support families’ advocacy with landlords and property managers to promote healthy environmental conditions in the home; CHWs can educate families as to landlords’ legal responsibilities for maintaining their property and help families to articulate requests for corrective action.
Home-based Education Strategy:

The NAEPP recommends asthma self-management education at multiple points of care.  There is evidence that using multiple approaches to address environmental triggers, specifically approaches that use both education and remediation, could be more effective than interventions that use either alone
.  

INTERVENTION:  The CHABP pilot would provide funding for CHWs who have specialized training in asthma and environmental mitigation to the high risk asthma patients and their families.  The cost effectiveness of CHWs for asthma education has been established in numerous settings.
,
,
,
 The CHW training will result from a collaboration with DPH and community partners and includes a core competency training as well as additional asthma environmental mitigation training. 

The education that could be supplemented by the CHW assessment and follow-up include the following:

· asthma education for caregivers

· self-management skills to promote control

· allergen control interventions

· tobacco cessation and/or avoidance for household members

· asthma action plan review

· advocacy training around housing rights

Importantly, the education is to be tailored to patient and caregiver level of literacy, will test understanding, and will be provided in a culturally and linguistically competent manner.

Office-based Strategy

In addition to the normal standard of care provided in the office setting, the CHABP is designed to allow practices the flexibility to enhance a care coordination strategy for the high risk patients identified by training CHWs to provide care coordination services for both CHABP enrollees and their caregivers.  CHABP establishes a mechanism for linking office and home-based strategies for valuable information regarding the home environment, reinforcement of asthma management education concepts, and feedback to the practices regarding the patient’s control.  The office would also be able to offer other significant benefits to appropriate families including supplies to mitigate environmental triggers (as mentioned above) to households that qualify.  The goal is to decrease asthma exacerbations and improve function by providing enhanced services that yield more timely and actionable information to prevent costly asthma exacerbations and best serve the needs of the child. 

3. Eligibility, qualifications and selection criteria for participating providers, including the RFP for preapproval; 
The following eligibility, qualification, and selection criteria will be used to assess provider applications for the CHABP program, and will be reflected in procurement documents.  EOHHS may also consider any relevant information about the practice known to EOHHS.

A. Minimum Qualifications 
To be considered for selection as a participating provider, applicants, in addition to all other requirements specified herein, must:  
1. Participate as a PCC in the MassHealth PCC plan; 
2. Have a MassHealth PCC plan provider identification and service location number (PID/SL) for the applicant site;
3. Have high-risk asthma patients ages 2-18 enrolled in the PCC panel, as evidenced by MassHealth claims data; 
4. Possess secure broadband Internet access; and,
5. Not participate in the MDPH Reducing Ethnic/Racial Asthma Disparities in Youth (READY) study or another initiative that pays for similar services for pediatric patients with high-risk asthma at this practice site location identified by its PID/SL.

B. Participating Practice Evaluation Criteria
1. In order to be considered for participation in the CHABP, an applicant must: 
i. Demonstrate that it meets the minimum practice qualifications identified in  section A; 
ii. Not receive payment or funding from any other source for services, activities, or expenses that will be funded through the CHABP; and, 
iii. Submit a complete and timely application.
2. The quality of the responses to the questions in the application will be evaluated in accordance with the following criteria: comprehensiveness, feasibility, appropriateness, clarity, effectiveness, innovation, and responsiveness to the needs of EOHHS and the goals of the CHABP; 
3. EOHHS will also evaluate responses from each applicant based on the following criteria:
i. The extent to which the practice demonstrates commitment to participate in the CHABP for at least contingent on CMS approval: 
ii. The number of high-risk asthma patients ages 2 through 18 enrolled in the applicant’s PCC plan panel based on MassHealth claims data;
iii. The extent to which the applicant demonstrates its ability to manage high-risk asthma in a coordinated fashion as demonstrated by the applicant’s responses to the questions in the application;
iv. The extent to which EOHHS determines that the applicant satisfies EOHHS’ goals of selecting a group of pediatric primary care practices which, taken together, are diverse in terms of: 
· Practice structure (e.g., solo, group, community health center);

· Practice affiliation (e.g., independent, hospital-owned);

· Geographic location; 
· Bilingual and multilingual capability; and, 
· Patient mix, as defined by racial and ethnic composition.
EOHHS may consider any relevant information about the practice known to EOHHS.

C. Contract Requirements for Participating Practice Staffing
The Participating Practice must:

1. Designate a financial/operational project leader.  The financial/operational project leader must manage the financial resources required to manage and treat CHAPB Enrollees.  During Phase 1, the financial/operational project leader will participate in monthly meetings, in person or by phone, with EOHHS-designated staff to discuss development of the Phase 2 Bundled Payment;

2. Designate a clinical project leader for the CHABP demonstration program.  The clinical project leader must ensure that each Interdisciplinary Care Team (ICT), as described below, manages CHABP Enrollees’ asthma according to their needs, with a goal of preventing asthma-related hospital admissions and emergency department utilization and improving health outcomes.  The clinical project leader must be a licensed clinician on staff at the Participating Practice and will act as the clinical director for the CHABP within the Participating Practice;

3. Designate a group of health care professionals within the Participating Practice that must comprise an ICT for each CHABP Enrollee which must collectively provide, coordinate and supervise the provision of asthma care, services and supplies in a continuous, accessible, comprehensive and coordinated manner.  The ICT must include, at a minimum, the member’s primary care provider, a Community Health Worker (CHW), and the clinical supervisor for the CHW.  The ICT must include CHABP Enrollees’ specialty providers who offer treatment for asthma, if any, and establish a standard procedure for communicating with specialists;

4. Employ or contract for the services of at least one full-time or part-time Community Health Worker (CHW) or train an existing staff member to become a CHW (if training an existing staff member, training must be completed prior to the provision of CHABP services).  CHWs must be culturally competent in the cultures, and preferably languages, of a Participating Practice’s CHABP Enrollees and must:
a) Demonstrate their knowledge, skill and ability in the following core competencies: 

i. Knowledge and identification of environmental asthma triggers;

ii. Environmental intervention and treatment;

iii. Ability to counsel caregivers and pediatric asthma patients on the reduction of environmental asthma triggers and self-management; and

iv. Effective communication and patient follow-up skills;
b) Complete a seven (7) day CHW core competency training, sponsored by the Massachusetts Department of Public Health (DPH), an Area Health Education Center (AHEC), or a Massachusetts Community College.  The core competency curriculum includes leadership skills, assessment techniques, public health, outreach, cross cultural communication, community organizing, special focus on specific diseases groups and health issues, techniques for connecting families with community services, and techniques for talking about smoking cessation. If the Participating Practice is unable to access the DPH training free of charge, the cost of training will be the responsibility of the Participating Practice;

c) Complete a four (4) day asthma mitigation training, sponsored by DPH or provided by the Participating Practice using a curriculum approved by DPH.  The asthma mitigation curriculum includes recognizing uncontrolled asthma, how to read an action plan, how to reinforce messages, environmental assessment and mitigation, and a discussion of housing law and tenants rights.  If the Participating Practice is unable to access the DPH training free of charge, the Participating Practice will be responsible for training the CHW;
d) Complete a two day refresher asthma mitigation and core competency training, sponsored by DPH, each year the practice is participating in the CHABP.  If the Participating Practice is unable to access the DPH training free of charge, the Participating Practice will be responsible for the cost of the training for the CHW; 

e) Participate in quarterly CHW trainings or collaborative learning sessions organized by DPH. If the Participating Practice is unable to access the DPH training free of charge, the Participating Practice will be responsible for the cost of the training for the CHW; and

f) Obtain CHW certification through DPH within one year of the date that such certification becomes available.

5. Assign a clinical supervisor for the CHW.  The clinical supervisor may be any clinical member of the Participating Practice who participates in the ICT(s).  The clinical supervisor must participate in a half-day training, sponsored by DPH, on how best to utilize the CHW and how to integrate the CHW into the care team.  
6. Designate or contract for the services of at least one individual to provide care coordination to help CHABP Enrollees and caregivers access needed health care and community-based services, such as:  allergen testing, flu vaccines, dietary modifications, smoking cessation services, and services needed for other physical and behavioral health conditions that affect the child’s asthma.  Care coordination may be provided by a CHW, case manager, or clinician.

7. Designate or contract for the services of at least one licensed clinician to provide clinical care management of multiple co-morbidities, including communication with all clinicians treating the patient, as well as medication review, reconciliation and adjustment.
D. Preapproval of RFP
The Commonwealth must submit the Request for Proposals (RFP) to the CMS Regional and Central Offices for review and preapproval prior to public release.  The RFP must be submitted to CMS for review and preapproval at least 45 business days prior to the expected release date.
4. A plan outlining how this pilot may interact with other federal grants, such as for related research (e.g. NIH, HUD, etc.) and programmatic work (e.g. CHIPRA grant related to pediatric health care practices in multi-payer medical homes, etc.).  This plan should ensure no duplication of federal funds and outline the state’s coordination activities across the various federal support for related programmatic activities to address potential overlap in practice site selection, patient population, etc. 

If a practice participates in the Patient Centered Medical Home Initiative (PCMHI) as a Technical Assistance Plus Practice and participates in the CHABP, the Commonwealth will reduce the CHABP payment by the amount of the PCMHI payment.  The PCMHI Medical Home Activity Fee and the PCMHI Clinical Care Management Fee will be deducted from the PMPM CHABP Phase 1 bundled payment amount.
If a Practice participates, either on its own or as part of a PCC, in the Primary Care Payment Reform (PCPR) initiative, the PCPR participants’ PMPM payment for medical home services will be deducted from the $50.00 PMPM CHABP Phase 1 Bundled Payment Amount.  The PCPR PMPM payment for medical home services will be calculated by multiplying the PCPR medical home load by the risk score by the expected external service provision adjustment.
Applicants to participate in the CHABP must certify that they do not receive payment or funding from any other source for services, activities, or expenses that will be funded through the CHABP at this practice site.   The application form  requires applicants to respond to a number of questions regarding other related programmatic activities which may be federally funded.

In evaluating the CHABP, the Commonwealth will attempt to match Participating Practices with other practices that are participating in the same set of related programmatic activities in order to discern interactions among these activities.
Application to Participate in the Massachusetts Children’s High-risk Asthma Bundled Payment (CHABP) Demonstration Program Sample Questions
	a. Indicate whether the practice is participating in any of these initiatives.  (Participation in these initiatives is not a prerequisite to participation in the CHABP.  The Practice may participate in both the CHABP and one or more of these initiatives as long as they do not provide payment or funding for services, activities, or expenses that will be funded through the CHABP at this practice site.)  Check all that apply.

(1) ___ Massachusetts CHIPRA Medical Home Demonstration Project

(2) ___ Safety Net Medical Home Initiative 
(3) ___ Medicare Care Management for High-cost Beneficiaries Demonstration

(4) ___ Medicare Federally Qualified Health Center Advanced Primary Care Practice (FQHC APCP) Demonstration

(5) ___ State Demonstration to Integrate Care for Dual Eligible Individuals

(6) ___ Patient Centered Medical Home Initiative (PCMHI)
(7) ___ Other medical home initiative (describe)

(8) ___ None of the above 



	b. If the practice is participating in one or more of the initiatives listed above, are the staff committed to providing time and effort to the other initiative(s)?  Explain the practice’s plan to complete all initiatives successfully.  

	c. Is the PCC plan provider participating in the MDPH Reducing Ethnic/Racial Asthma Disparities in Youth (READY) study or another initiative that pays for similar services for pediatric patients with high-risk asthma at a different practice site? 

         ____ Yes      ____No

If yes, please provide the name of the initiative and the participating practice site.




5. A plan for the purchase and dissemination of supplies within the pilot specific benefit package, including procurement methods,  by the state and/or providers including volume discounts;

During Phase 1, CHABP providers will be responsible for the purchase and dissemination of the environmental mitigation supplies provided as necessary to CHABP beneficiaries.  Providers are required to submit a plan to procure, store and disseminate environmental mitigation supplies under this pilot during the application process; this plan must also address the delivery, installation, and ease of consumer use for each supply.  This plan should also address how the provider will utilize volume discounts (either its own or the Commonwealth’s) in its procurement of mitigation supplies, and how the practice will instruct the CHABP parent/guardian in the use of the supplies. 
The Commonwealth is responsible for the oversight of providers’ environmental mitigation supply purchasing and dissemination procedures to ensure that supplies are comparable in the areas of patient outcome, safety and relative costs.  The Commonwealth must also assure standardized equipment pricing, the availability of items to all CHABP enrollees, and must provide any beneficiary supports necessary to access provider-distributed environmental mitigation supplies.
Participating providers will be required to report the type, make, model, cost and quantity for each supply procured and disseminated to CHABP members on the CHABP Expenditure Report. The Commonwealth will evaluate this information on a quarterly basis to ensure consistency and quality of purchased supplies for each practice.  The state will ensure there is a process to disseminate supplies as needed to best meet individual CHABP enrollees’ needs.  If the Commonwealth finds that a provider(s) is unable to purchase or disseminate mitigation environmental supplies where medically necessary to support the goals of the pilot, the Commonwealth must immediately notify CMS and provide a mitigation strategy that begins with the Commonwealth intervening in order to ensure needs are met.
As part of the evaluation of Phase 1 and as a condition of approval for Phase 2, the Commonwealth will conduct a value analysis to assess the environmental mitigation supplies purchased and disseminated in terms of patient outcome, safety, and relative costs to develop product selection and standardization guidelines to be used during Phase 2 of the Pilot. The purpose of this analysis will be to determine how the bundled payment model and products provided under this contingent service correlate with costs, outcomes, and safety. 
6. Payment rate setting methodology outlining the per member per month (PMPM) payment for the pilot services and supplies, consideration of risk adjustment and the estimated/expected cost of the pilot.
Providers who contract with the MassHealth PCC Plan will be reimbursed on fee for service (FFS) basis.  Under Phase 1 of CHABP, participating PCCs will receive a prospective, monthly PMPM  payment to cover the CHABP asthma mitigation services not currently reimbursed by MassHealth for members with high risk asthma (services include home visits by CHW, supplies and services to mitigate environmental asthma triggers).  The data used to develop the Phase 1 PMPM is included in the tables below.
The PMPM payment is built up from an estimated cost of the covered benefits and an estimate of how many members will receive each supply or service.  Supply costs were estimated based on actual costs incurred by Massachusetts health care providers who are currently distributing these supplies through their practices. 
The budget table below includes an estimate of the percent of CHABP Enrollees that will receive a specific supply or service during a given year.  Not all Enrollees will require each supply on an annual basis (for example, a family may already own a vacuum cleaner with a HEPA filter).  Participating providers may distribute supplies to CHABP members in subsequent years of Phase 1 for a number of reasons, including for example:

· The member was newly eligible for CHABP because the member recently turned 2 years of age, enrolled in MassHealth, enrolled in the PCC Plan, was assigned to the Participating Practice’s PCC Panel, met the clinical criteria for high-risk asthma, and/or met the criteria for poorly controlled asthma.

· The family had previously declined a home visit, but accepted a home visit in the second year.  The environmental assessment identified the need for supplies that had not been identified previously through conversations with the family in the office and by telephone. 

· The supply is no longer operational and required replacement.

· The family moved to a new housing situation and was unable to bring the supply with them.

The estimated percentage of members that will receive a supply during a year takes these contingencies into account.  The estimates were based on the experience of existing programs, where for example, 30% of members declined a home visit where supplies were provided, as well as a consensus of the pilot advisors.
Estimated cost of Community Health Worker Visits and Phone Calls

	 
	Visit
	Phone Calls

	CHW salary/hour
	 $         15.00 
	 $         15.00 

	Hours per visit, including prep
	                4
	0.25

	Salary cost/visit
	 $         60.00 
	 $           3.75 

	Supervision cost (10%)
	 $           6.00 
	 $           0.38 

	Fringe, travel, indirect (45%)
	 $         29.70 
	 $           1.86 

	Cost/visit
	 $         95.70 
	 $           5.98 


Budget for an average panel of high-risk asthma Members
	Supply
	Average Cost Each
	 Number 
	 Price per Member
	% of Members Receiving Supply
	Cost per Member

	Vacuum
	$200.00 
	1
	$200.00 
	70%
	$140.00 

	Filters
	$40.00 
	1
	$40.00 
	70%
	$28.00 

	Bedding
	$90.00 
	1
	$90.00 
	70%
	$63.00 

	Pillows
	$14.00 
	2
	$28.00 
	70%
	$19.60 

	Environmental Kits
	$55.00 
	1
	$55.00 
	45%
	$24.75 

	Educational Materials
	$20.00 
	1
	$20.00 
	100%
	$20.00 

	A/C Units
	$115.00 
	1
	$115.00 
	10%
	$11.50 

	Pest Management
	$135.00 
	1
	$135.00 
	50%
	$67.50 

	Total Supplies Cost
	 
	 
	 
	 
	$374.35 

	 
	 
	 
	 
	 
	 

	CHW initial visit/education
	$95.70 
	1
	$95.70 
	70%
	$66.99 

	CHW 2nd & 3rd visit, environmental mitigation
	$95.70 
	2
	$191.40 
	50%
	$95.70 

	CHW 4th & 5th visit follow-up education
	$95.70 
	2
	$191.40 
	30%
	$57.42 

	Total home visit cost
	 
	 
	 
	 
	$220.11 

	 
	 
	 
	 
	 
	 

	Phone calls
	$5.98 
	9
	$53.83 
	100%
	$53.83 

	 
	 

	Total cost per member per year
	$648.29 

	Cost per member per month
	$54.02 


	Supply Item
	Required Features

	Vacuum
	High Efficiency Particulate Air (HEPA) filter that removes 99.97% of particles at least 0.3 microns in size; double bag

	Vacuum bags
	Fits vacuum

	Mattress cover
	Allergen-impermeable, allergen-proof, zippered, waterproof

	Pillow
	Allergen-impermeable, allergen-proof

	Air conditioner
	High Efficiency Particulate Air (HEPA) filter that removes 99.97% of particles at least 0.3 microns in size


7. Payment methodology outlining cost and reconciliation for the infrastructure payments to participating provider sites, and the eligibility and reporting requirements associated with the infrastructure payments.
The Commonwealth will not make infrastructure payments as part of the CHABP initiative to participating provider sites during Phase 1 of the pilot.  The Commonwealth must request CMS approval in order to implement infrastructure payments during Phase 2.  During Phase I, the Commonwealth must work with stakeholders, including providers and an advisory committee, to develop the cost and reconciliation methodology for infrastructure payments, which will be submitted as a condition for approval Phase 2.  
During Phase 1, the financial/operational project leader will participate in monthly meetings, in person or by phone, with EOHHS-designated staff and/or with the project Advisory Committee to discuss development of the Phase 2 Infrastructure Payment and Reconciliation Methodology.  
During Phase 1, the Participating Practice will develop, or contract with another entity to provide, any additional infrastructure necessary to meet the specifications that EOHHS ultimately establishes for managing the Phase 2 Bundled Payment.  This infrastructure may include, but is not limited to: 
a. Systems to coordinate ambulatory services provided by other health care providers, including specialists; 
b. Contracts and other documentation necessary to make payments to these other providers; 
c. Financial systems to accept Bundled Payments from EOHHS and to use them to pay for services provided by these other health care providers; and
d. Information technology systems to track Bundled Payments received from EOHHS and payments made to these other providers.
During Phase 2, Participating Provider sites may be eligible for up to $10,000 per practice site for infrastructure changes.  The amount of infrastructure support is variable up to this maximum; actual awards will varydepending on the provider’s readiness, EOHHS’s review and finding of such readiness, and CMS’ concurrence on the use of the proposed funding for the Participating Practice.  A description of the award, distribution, and reconciliation process for these funds must receive CMS approval prior to implementation during Phase 2.  Infrastructure payments are subject to the spending limitation of the infrastructure and capacity-building (ICB) component of the Safety Net Care Pool (SNCP), and are further contingent on continued CMS approval of the SNCP and the ICB.
8. Evaluation Design
The Commonwealth must develop an evaluation design for the CHABP pilot program which will be incorporated into the evaluation design required per STC 84 following CMS review and approval.   The Commonwealth must submit the evaluation design to CMS no later than 60 calendar days after the approval of this Pediatric Asthma Pilot Program Protocol.  
The objective of the evaluation is to determine the benefits and savings of the pilot as well as design viability and inform broader implementation of the design.  The evaluation design must include an evaluation of programmatic outcomes for purposes of supporting any future expansion of the pilot project, including Phase 2.  As part of the evaluation, the state at a minimum must include the following requirements: 
i.
Collect both baseline and post-intervention data on the service utilization and cost savings achieved through reduction in hospital services and related provider services for the population enrolled in the pilot.  This data collection should include the quality measure on annual asthma-related emergency room visits outlined in the initial core set of children’s health care quality measures authorized by the Children’s Health Insurance Program Reauthorization Act (CHIPRA) beginning with a baseline set at the onset of the pilot, adjusted for the age range enrolled in the pilot program; 
ii.
A detailed analysis of how the pilot program affects the utilization of acute health services, such as asthma-related emergency department visits and hospitalizations by high risk pediatric asthma patients, and how the pilot program reduces or shifts Medicaid costs associated with treatment and management of pediatric asthma; 
iii. A detailed analysis of the provision of mandatory and optional CHABP services provided to enrollees, which must include an analysis of purchasing strategies, supply costs, and stratification of distribution and provision of CHABP services by enrollee age, as well as an analysis of any optional services provided to enrollees that differ from those specified in this protocol; 

iv. An assessment of whether the cost projections for the provider payment were appropriate given the actual cost of rendering the benefits through the pilot program; and, 
v. A detailed analysis of how the effects of the pilot interact with other related initiatives occurring in the state. 
The goal of the evaluation is to assess the degree to which a bundled payment and flexible use of funds enhances the effects of delivery system transformation as demonstrated by changed practices in asthma care and improved health outcomes at the same or lower cost. The Phase 1 hypotheses are that:

1. There will be a lower rate of asthma-related hospitalization and emergency department visits among enrollees compared to the comparison group.

2. Enrollees will attain better asthma control as measured by lower numbers of days absent from school/work/summer program as compared to the comparison group. 
3. Total expenditures for the pilot including bundles payments for optional services for enrollees will be equal to or less than overall expenditures for the comparison group. 

Specifically, the Commonwealth will examine changes in: 1) the way providers deliver services to CHABP Enrollees; 2) CHABP Enrollees’ self-management of asthma; 3) CHABP Enrollees’ health service use (i.e. emergency department use); 4) CHABP Enrollees’ healthcare expenditures; and 5) CHABP Enrollees’ quality of asthma care.  This will include a cost-effectiveness analysis to examine the relative value between the pilot and the usual care. 
Additionally, the Commonwealth will conduct a value analysis to assess the impact of environmental mitigation supplies purchased and disseminated in terms of patient outcome, safety, and relative costs. The purpose is to determine how the bundled payment model and products provided under this optional service correlate with costs, outcomes and safety. 

The evaluation will use a mix of qualitative and quantitative methods.  Data will be collected from Participating Practices and CHABP Enrollees, and extracted from Medicaid claims data and the MassHealth program office.  Individuals with characteristics comparable to participating members will be identified for comparisons.  The Commonwealth must submit its evaluation of the first full year of Phase 1 to CMS within 180 days of the end of the pilot year.  To the extent that Phase 1 remains in place while the Commonwealth is conducting the evaluation and awaiting approval of its Phase 2 proposal, it will conduct an evaluation of each subsequent full pilot year on an annual and cumulative basis.  Year one Phase 1 evaluation data will be a component of CMS’ review of the Commonwealth’s Phase 2 proposal.  If CMS’ review of the Commonwealth’s Phase 2 proposal begins after the end of a subsequent full pilot year of Phase 1, then CMS may also include data from the Commonwealth’s evaluation of that subsequent year in its review of the Commonwealth’s Phase 2 proposal. 
Data Sources

Data will be collected from Participating Practices to evaluate changes in the practice at 1 year intervals following implementation of Phase 1 of the pilot.  The Commonwealth will also collect data from CHABP Enrollees at the pilot enrollment and 1 year after the enrollment to assess changes in asthma control and the number of days absent from school/work.  Medicaid claims data will be used to evaluate changes in service use and healthcare expenditures.  Additionally, data collected from participating members, healthcare expenditures paid by Medicaid, and program operation costs from the pilot management office will be used for the cost-effectiveness analysis.

Comparison Group

To mitigate the potential bias that any observed changes in outcomes are resulting from high service utilization or poor asthma control prior to the pilot participation or from concurrent changes in healthcare environment, the Commonwealth will identify a matched comparison group.  To the extent available and comparable, the Commonwealth will include practices that applied for the pilot but were not chosen for the 1st phase in this comparison group.  Both practice and member characteristics will be considered in the matching algorithm.  Exact matching on important characteristics and propensity score matching techniques will be used to ensure the comparability of characteristics between Participating Practices/members and the comparison group.  Considering these practice characteristics in the matching algorithm and subsequent statistical analysis are intended to isolate the effect of the pilot from other initiatives.  This approach also addresses requirements set forth by STC 84. 

Measures

Measures used in this evaluation are organized into three groups:  changes in provider practice, changes in self-management of asthma, changes in service use (i.e. emergency department use), number of days missed from school/work/summer program due to asthma, healthcare expenditures, and quality of care.  The initial core set of children’s healthcare quality measured authorized by the Children’s Health Insurance program Reauthorization Act (CHIPRA) will serve as the guide for service use and quality of care measures (see Measures: changes in service use, healthcare expenditures, and quality of care).  Also, healthcare expenditures and program operation costs will be included in the analysis to assess the viability of the pilot and to develop a payment rate for the program (see Measures: measures for the cost-effectiveness analysis). 

Changes in provider practice

Qualitative semi-structured key informant interviews with members of the interdisciplinary care team in each Participating Practice will be conducted at 1 year intervals after implementation of Phase 1 of the pilot. These interviews will assess changes in the way providers deliver services by identifying key components of changes in the practice and potential barriers in implementing the pilot. 

Changes in self-management on asthma

Telephone and/or mail surveys will be used to evaluate changes in asthma management and the effect of the pilot.  The survey instrument includes the asthma control test (ACT) measure and questions on the number of days absent from school for children/teens and from work for parents.  These measures will also represent the effects in the cost-effectiveness analysis.  The Commonwealth will conduct the surveys on all participating members and individuals in the comparison group at the baseline and at 12 month after baseline as budget permits. 

Changes in service use, healthcare expenditures, and quality of care

MassHealth claims data will be used to derive healthcare service utilization, healthcare expenditures, and quality of care measures before the pilot enrollment and through the first year of the pilot participation.  Key healthcare service utilization measures include asthma-related emergency department (ED) visits and asthma-related hospitalizations.  Other types of service use also will be analyzed to examine possible shifting in services.  Quality of care will be evaluated based on Healthcare Effectiveness Data and Information Set (HEDIS) specifications for asthma care and on the use of asthma-control medications following NQF 1799 Medication Management for People with Asthma.
Measures for cost-effectiveness analysis

In addition to healthcare expenditures from claims data, cost data will include program operation costs.  Healthcare expenditures are MassHealth payment amounts for providers which are reported in claims.  Program operation costs include the per-capita bundled payments for participating members and program-related administrative costs; and costs of environmental mitigation supplies purchased by providers.  The MassHealth PCC plan staff will provide information on program operation costs.  These cost data will represent the cost to Medicaid in the cost-effectiveness analysis. 
Data Analysis

Qualitative data collected from staff in Participating Practices will be analyzed to identify common themes of changes in service delivery across Participating Practices.  Innovative approaches and barriers for service delivery related to the pilot implementation will be summarized by the practice. 

A difference-in-differences analytical framework will be used to analyze outcomes from claims data and data collected from Participating Members.  The Commonwealth will compare changes in services use, healthcare expenditures, asthma control, and number of days absent from school/work for participating members to those for individuals in the matched comparison group.  Outcome measures will be available for each individual for two or more times before and during the first year of the pilot.  Measures for an individual at different time points are likely to be correlated.  The Commonwealth will apply generalized estimating equations to account for the within-subject correlations.  Given the usual time lag of claims data and the seasonal nature of acute events associated with asthma, quantitative analysis using claims data will begin at 1 year after the pilot implementation.

The Commonwealth will develop a measure of total cost based on health care expenditures, adjusted for case mix, plus program operations costs.  The Commonwealth will conduct cost-effectiveness analysis to estimate the relative value between the pilot and the usual care.  The ACT score and the number of days being absent from school/work measures the effect of the pilot, which is independent from the costs included in the analysis.  Results will show the incremental costs associated with each day not absent from school or work.
Notice of Opportunity to Participate in Pediatric Asthma Advisory Committee

Published on the Commonwealth Procurement Access and Solicitation Site (Comm-PASS) April 6, 2011.

The Executive Office of Health and Human Services (EOHHS), Office of Medicaid seeks individuals to serve on the Pediatric Asthma Bundled Payment Pilot Advisory Committee.

St.2011, C.131, S.154 directs EOHHS to “develop a global or bundled payment system for high-risk pediatric asthma patients enrolled in the MassHealth program, designed to prevent unnecessary hospital admissions and emergency room utilization.”  This legislation also provides for EOHHS to consult with relevant providers in designing and implementing the pediatric asthma project. The University of Massachusetts Medical School (UMMS) is working with EOHHS to help develop this initiative.

EOHHS wishes to establish and consult an Advisory Committee on designing and implementing the high-risk pediatric asthma global or bundled payment demonstration program.  The Advisory Committee may make recommendations on issues such as specifying the target patient population to be included in the initial demonstration, the basket of services to be included in the bundled payment, the risk adjustment methodology, the infrastructure required to manage the bundled payment, the evaluation metrics, and potential strategies for sharing savings between the MassHealth program and participating providers.  EOHHS anticipates that this Advisory Committee will meet approximately once or twice per month or as EOHHS determines necessary beginning in or around April, 2011 through approximately December, 2012.
EOHHS seeks individuals, including representatives of providers who wish to participate in the high-risk pediatric asthma global or bundled payment demonstration program, to serve on this Advisory Committee.  To be eligible to participate in the Advisory Committee, such individuals must have expertise (1) treating high-risk pediatric asthma patients, and/or (2) designing and implementing clinical programs to prevent and manage high-risk pediatric asthma, and/or (3) designing and implementing global or bundled payment structures.   EOHHS will not compensate individuals for serving on this Advisory Committee.  Participation in this Advisory Committee is not a pre-requisite for participation in the global or bundled payment demonstration program.
Interested individuals should submit an up-to-date resume or Curriculum Vitae and a letter of interest highlighting their relevant experience and expertise by April 13, 2011.

EOHHS and UMMS will review the responses and select individuals who bring the greatest breadth and depth of relevant knowledge and expertise to serve on the Advisory Committee. EOHHS reserves the right to request additional information from potential participants, solicit additional individuals for participation, and reject applicants for participation as it determines appropriate to assure that the Advisory Committee meets the agency’s needs. 

Advisory Committee Members

	Name
	Title
	Institution/ Employer
	Qualifications


	Gary Adamkiewicz, PhD, MPH
	Research Scientist
	Harvard School of Public Health
	· Research on the studies of indoor environmental conditions
· Member of the Healthy Public Housing initiative – a community-centered asthma intervention project
· Member of the Asthma Regional Council
· Provide training on healthy homes issues
· Several publications and research on asthma

	Stacey Chacker
	Director of Environmental Health and Asthma Regional Council
	Health Resources in Action, Inc.
	· Member Steering Committee Massachusetts Asthma Action Partnership
· ARC and UMass developed tools – Investing in Best Practices for Asthma and Insurance Coverage for Asthma:  A Value and Quality Checklist
· November 2010 – Symposium leader for Improving Asthma Management in a Changing Healthcare System

	May Chin, RN, MS, MBA
	Project Director Asthma Prevention and Management Initiative
	Floating Hospital for Children at Tufts Medical Center
	· Registered Nurse for over 40 years
· Designed and implemented the Asthma Prevention and Management Initiative at Tufts
· Cardiac Care demonstration project which resulted in full implementation as a reimbursable standard of care

	Patricia Edraos, JD
	Health Resources Policy Director
	Massachusetts League of Community Health Center
	· Assisted Medicaid agency in CHIP expansion
· Educational programs for global payment


	Jim Glauber, MD, MPH
	Senior Medical Director
	Neighborhood Health Plan
	· Pediatrician in practice for 19 years
· Management of children with special healthcare needs i.e. asthma, prenatal diabetes
· Developed asthma disease management program
· Received grant for Implementation of an Enhanced Asthma Home Environmental Program

	Polly Hoppin, ScD
	Research Professor and Program Director
	School of Health and Environment University of Massachusetts, Lowell
	· Senior advisor to the Regional Director of DHHS
· Principal Investigator on project to better understand how health insurance plans make decisions to cover preventive measures
· Designing a coordinated asthma home visit system for the city of Boston
· Several publications on the subject of Asthma
· Secretary’s Award for Distinguished Service in 1998 for developing five-year strategic plan to combat Asthma

	Lara Khouri, MBA, MPH
	Director, Integrated Care
	Children’s Hospital
	· Business Perspective – Accounting & Management
· Managed Care Contracting on behalf of large academic medical centers
· Developed innovative payment structures – pay for performance 

	Ted Kremer, MD
	Director, Pediatric Sleep Medicine
	UMass Memorial Medical Center
	· Pediatrician in practice for over 12 years
· Board certified in Pediatric Pulmonology
· Member of the Division of the Pediatric Pulmonary, Asthma, Sleep and Cystic Fibrosis Center at UMass Memorial

	Kimberly Lenz, Pharm.D.
	Clinical Consultant Pharmacist
	UMass Medical School – Commonwealth Medicine
	· Registered pharmacist 8 years
· Participated in an asthma outreach program while a student at St. Louis Children’s Hospital
· Member of the Pediatric Pharmacy Advocate Group

	William Minkle, MS
	Executive Director
	ESAC (Ecumenical Social Action Committee, Inc.)
	· Supervise ESAC’s Boston Asthma Initiative (BAI) for 4 years
· 30 years non-profit experience with community programs
· Member Boston Community Asthma Initiative Steering Committee

	Neil Minkoff, MD
	Chief Medical Officer
	1776 Healthcare
	· Has been practicing medicine for 15 years
· Currently clinical lead for creating bundled payment
· Extensive medical management experience

	Shari Nethersole, MD
	Medical Director for Community Health
	Children’s Hospital, Boston
	· Pediatrician in practice for over 25 years
· Drafted the MA Provider Consensus Statement in conjunction with the Asthma Regional Council
· Oversaw the design and establishment of the Community Asthma Initiative at Children’s.

	Dorothy Page, MSN, FNP
	Pediatric Nurse Practitioner
	UMass Memorial Medical Center
	· Registered Nurse for 40 years
· Member of the Pediatric Pulmonary, Asthma, Sleep and Cystic Fibrosis Center – Umass Memorial
· Developed the clinical asthma program working with school nurses for the high risk and poorly controlled asthmatics

	Margaret Reid, RN, BA
	Director, Division of Healthy Homes and Community Supports
	Boston Public Health Commission
	· Registered Nurse for 17 years – currently working on Master’s
· Convened the Boston Asthma Home Visit Stakeholders Group
· 2009 –EPA National Environment Leadership Award in Asthma Management
· Member Massachusetts Asthma Action Partnership

	Elaine Erenrich Rosenburg, MS
	Executive Director
	Asthma & Allergy Foundation of America/New England Chapter, Inc.
	· Member of the Steering Committees for the Boston Urban Asthma Coalition and the Massachusetts Asthma Action Program and the Health Access Resource Network
· Work closely with parents of asthma patients
· Help to manage children’s asthma to reduce asthma incidents especially those requiring ER visits

	Matthew Sadof, MD, FAAP
	Director, Medical Home and Primary Care Asthma Intervention Programs
	Baystate Medical Center
	· Pediatrician in practice for 25 years
· Received numerous grants for Asthma research
· Directs a program that utilizes CHW’s to extend care to children with asthma
· Cares for a high-risk pediatric population with asthma at a local clinic

	Megan Sandel MD, MPH, FAAP
	Director & Co-Founder
	Doc4kids project
	· Pediatrician in practice for 15 years focused solely on care for low income children
· Member Asthma Regional Coordinating Council
· Ongoing research on How Much is Too Much to Wheeze:  Asthma
· Co-authored with Jean Zotter a publication on How substandard Housing affects children’s health

	Winthrop Whitcomb, MD, MHM
	Medical Director, Healthcare Quality
	Baystate Medical Center
	· Physician for over 20 years
· Chair of the total hip replacement bundled payment program pilot at Baystate


	Elizabeth Woods, MD, MPH
	Director of the Children’s Hospital Boston’s Community Asthma Initiative
	Children’s Hospital, Boston
	· Pediatrician in practice for over 25 years
· April 12, 2007 Elizabeth Woods Day in Boston for community asthma efforts
· Principal investigator on a grant providing coordination of asthma care at home 
· Principal investigator on a grant addressing health disparities for children living in Jamaica Plain, Roxbury and Dorchester dealing with asthma
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