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Improving Medicare Post-Acute Care
Transtformation (IMPACT) Act, 2014

« Required the Office of the Assistant Secretary for
Planning and Evaluation (ASPE) to

— review the evidence linking social risk factors with
performance under existing federal payment systems

— and to suggest strategies to remedy any deficits they
found
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NASEM- Committee on Accounting for

Socioeconomic Status in Medicare Payment

Programs

« ASPE commission the National Academies of
Sciences, Engineering, and Medicine to convene
an ad hoc committee to identify social risk factors

that affect health outcomes of Medicare
beneficiaries and methods to account for these
factors in Medicare payment programs

 Produced 5 brief consensus reports
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Four Goals of the NASEM series

Reducing disparities in access, quality, and
oufcomes;

Improving quality and efficient care delivery for all

patients;
Fair and accurate reporting;
Compensating health plans and providers fairly
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15t Report—identifying social risk factors

Conceptual Framework of Social Risk Factors and Performance
Indicators for Value-Based Payment
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Bold Social Risk Factor Indicator: Could
be accounted for in the short term
ftalicized social risk factor indicator: Could
be accounted for in the long term

aAs described inthe conceptusl framework outlining primary hypothesized conceptual relationships between social risk factors and outcomes used in value-
based payment presented in the committee’s first report, health care use captures measures of utilization and clinical processes of care; health care outcomes
capture measures of patient safety, patient experience, and health outcomes; and resource use captures cost measures.
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2nd Report—identityir
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3rd Report—Methods

1. Stratified public reporting--make quality visible

2. Adjustment of performance measure scores-
accurately measure true performance;

3. Direct adjustment of payments

4. Restructuring payment incentive design to account
for social risk factors
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4'h Report—Data

Summary of Availability for Social Risk Factor Indicators
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. Av3lable for gbe now Not sufficiently available now; research
. Availgle fgfftse now for some outcomes, needed for improved, future use
but reséarch needed for improved, future Research needed to better understand

use relationship with health care outcomes and
on how to best collect data
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ASPE Repasd s ember, 2016
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a) provide specific payment
adjustments to reward
achievement and/or
improvement for
beneficiaries with social
risk factors, and

b) where feasible, provide
targeted support for
providers who
disproportionately serve
them.
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The UK and New Zealand already do this

« Both use ecological deprivation indices to adjust
payments for health care and for social services

UK = Index of Multiple Deprivation
NZ = NZ Deprivation Index

Phillips RL, Liaw W, Crampton P, et al. How Other Countries Use Deprivation
Indices—And Why The United States Desperately Needs One. Health Affairs.
2016;35(11):1991-1998.
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Health equity innovation

« Funding formulae allocate more money to New
/ealand Primary Health Organizations with greater
concentrations of Maori, Pacific Islanders, and most
deprived enrollees

PHOs use funding to:
— Lower fees for enrollees

— Develop outreach programs that improve access

— Run health promotion services and campaigns that
iInfluence health behaviors
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Pacific women as keys
to family health
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“For the most recent version, see “NZDep2013 Index o&‘*

NZDep2013 Quintiles quintile 1 (least deprived)
quintile 2

I quintile 3

N quintile 4

I quintile 5 (most deprived)

Deprivation,” June Atkinson, Clare Salmond, and
Peter Crampton, published by the Department of
Public Health, University of Otago, Wellington, May,
2014,

http://www.otago.ac.nz/wellington/otago0692936.pdf
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EXHIBIT 3

Cost weights for hospital and community services, by 2013 New Zealand Index of Deprivation quintile
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Adjusting for Social Risk Factors

CMS is likely to take the leap
Our national data infrastructure is not ready
We have decent options to start, follow UK/NZ lead

ABFM investing in a Population Health Assessment Tool
imbedded in the PRIME Registry to ready practices

OCHIN Acuere Community Vital Signs also enabling
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