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(1) 

EXAMINING BIPARTISAN MEDICARE POLICIES 
THAT IMPROVE CARE FOR PATIENTS 

WITH CHRONIC CONDITIONS 

TUESDAY, MAY 16, 2017 

U.S. SENATE, 
COMMITTEE ON FINANCE, 

Washington, DC. 
The hearing was convened, pursuant to notice, at 10:04 a.m., in 

room SD–215, Dirksen Senate Office Building, Hon. Orrin G. Hatch 
(chairman of the committee) presiding. 

Present: Senators Grassley, Roberts, Thune, Heller, Scott, Cas-
sidy, Wyden, Stabenow, Cantwell, Nelson, Carper, Cardin, Bennet, 
Warner, and McCaskill. 

Also present: Republican Staff: Chris Campbell, Staff Director; 
Brett Baker, Health Policy Advisor; Erin Dempsey, Health Policy 
Advisor; Jennifer Kuskowski, Health Policy Advisor; and Jay 
Khosla, Chief Health Counsel and Policy Director. Democratic 
Staff: Elizabeth Jurinka, Chief Health Advisor; Matt Kazan, 
Health Policy Advisor; and Beth Vrabel, Senior Health Counsel. 

OPENING STATEMENT OF HON. ORRIN G. HATCH, A U.S. 
SENATOR FROM UTAH, CHAIRMAN, COMMITTEE ON FINANCE 

The CHAIRMAN. The committee will come to order. 
I would like to welcome everyone to this morning’s hearing on bi-

partisan Medicare policies to improve care for patients with chronic 
conditions. 

It was almost exactly 2 years ago today that we formed a bipar-
tisan working group co-chaired by Senators Isakson and Warner to 
work on legislation to address these issues. Now, that working 
group spent many months listening to stakeholders in the health- 
care community, both in person and through more than 850 for-
mally submitted comments. 

In December of 2015, the working group released a comprehen-
sive policy options document. In October of last year, we issued a 
legislative discussion draft. Soon after that, CMS finalized four of 
our policy proposals in its 2017 Medicare Physician Fees Schedule 
Rule, and two provisions from our discussion draft were included 
in the 21st Century Cures Act which President Obama signed into 
law this past December. 

In other words, several of the working group’s policies have al-
ready been enacted, and we are working to get the rest signed into 
law and fully implemented. 
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Toward that end, we introduced the latest version of the 
CHRONIC Care Act, a bill that encompasses the working group’s 
proposals, in April. The legislation currently has 17 bipartisan co- 
sponsors and has been endorsed by numerous organizations in the 
health-care community. 

Today’s hearing is the latest step in our efforts. The next step 
will come later this week, as we have noticed a markup for Thurs-
day morning. 

Now, I want to thank my colleague, Senator Wyden, for his work 
on this matter. His passion for improving care for those with chron-
ic conditions has been a driving force behind this effort. And of 
course, we want to thank Senators Isakson and Warner, who have 
worked tirelessly to lead our working group. 

Through their efforts, the committee has not only learned about 
the burden imposed on Medicare patients living with chronic condi-
tions but also identified new policies to improve care coordination, 
increase value, and lower costs in the Medicare program without 
adding to the deficit. 

Today’s hearing will provide us with an opportunity to examine 
these policies more extensively so we can better understand how 
they will help patients and enable providers to improve care and 
produce better outcomes. 

The bill includes a number of policies that would improve care 
for the chronically ill through increased use of telehealth by giving 
Medicare Advantage plans and certain Accountable Care Organiza-
tions enhanced flexibility to target telehealth services to Medicare 
patients with chronic conditions. 

Senators Schatz and Wicker have been instrumental in this par-
ticular effort. And I am pleased to have them here with us to talk 
about how the CHRONIC Care Act advances their policy goals. 

Now, I would be remiss if I did not also recognize the Finance 
Committee members who have joined Senator Schatz’s and Senator 
Wicker’s efforts to promote the increased use of telehealth services. 
In that regard, we appreciate the leadership of Senators Thune, 
Cardin, and Warner on these matters. 

While many stakeholders offered key advice on telehealth policy, 
I want to thank the fine institutions in Utah for their help, specifi-
cally on the, quote, ‘‘telestroke’’ policy. Specifically, I want to recog-
nize Dr. Jenny Majersik and Dr. Nicholas Johnson at the Univer-
sity of Utah, as well as Dr. Kevin Call with Intermountain Health-
care. I appreciate their willingness to share their experience and 
expertise using technology to properly diagnose individuals pre-
senting stroke symptoms. And I look forward to hearing more on 
this particular aspect of telehealth here today. 

Of course, our bill goes beyond telehealth, making improvements 
for beneficiaries who receive care across the Medicare spectrum, in-
cluding fee-for-service, Accountable Care Organizations, and Medi-
care Advantage. 

We have a panel of recognized experts here before us today to 
discuss all of these issues. And I want to welcome each of our dis-
tinguished witnesses. 

Obviously, I am well aware that there are some contentious de-
bates going on in the health-care space these days, and there is no 
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shortage of political and partisan points that people would like to 
make in a venue like this. 

However, for today’s hearing, I sincerely hope that we can main-
tain the bipartisan spirit that has driven our efforts on the 
CHRONIC Care Act. Toward that end, I respectfully ask that mem-
bers of the committee focus their questions on the policy areas spe-
cifically addressed in the bill. 

With that, I am going to turn the time over to Senator Wyden 
for any opening remarks that he would like to make. 

[The prepared statement of Chairman Hatch appears in the ap-
pendix.] 

OPENING STATEMENT OF HON. RON WYDEN, 
A U.S. SENATOR FROM OREGON 

Senator WYDEN. Thank you very much, Mr. Chairman. 
And I want to thank you, Mr. Chairman, your staff, Senator 

Warner, Senator Isakson. This is an extraordinary hearing. And I 
will touch on why, but it could not have happened if you had not 
been willing to initiate a committee-wide process. 

The CHAIRMAN. Thank you, Senator. 
Senator WYDEN. So to begin, I want to thank you for all of the 

efforts to make this morning possible. 
The CHAIRMAN. Thank you. 
Senator WYDEN. Colleagues, I have looked forward to today for 

many years. That is because the Finance Committee is now begin-
ning to tackle the premier challenge of American health policy, spe-
cifically by updating the guarantee of Medicare to better serve sen-
iors with chronic illness. 

When I was co-director of the Oregon Gray Panthers, Medicare 
had just two parts, A and B. If you broke your ankle and you had 
surgery in the hospital, you were covered by Part A. If you got a 
really bad case of the flu and you went to the doctor, you were 
treated by the doctor in their office, and that was Part B. That is 
not Medicare today. 

Today, Medicare is cancer. It is diabetes. It is heart disease. It 
is strokes, and it is other chronic conditions. Seniors who have two 
or more of these chronic conditions now account for more than 90 
percent of all Medicare spending. 

And today, older people get their care in a variety of different 
ways. There is still fee-for-service, and there is also Medicare Ad-
vantage, Accountable Care Organizations, and a host of innova-
tions being tested across the country. 

Because Medicare is a guarantee, a promise of defined benefits, 
it is past time to update this promise so as to deliver to patients 
with chronic conditions the best possible care in the most efficient 
manner. 

So as the chairman touched on, the legislation today begins this 
transformation. Older people will get more care at home, less in in-
stitutions. There will be expanded use of lifesaving technology, and 
that is why it is so good to see Senator Schatz and Senator Wicker 
here to talk specifics. There will be a stronger focus on primary 
care and expanded use of non-physician providers. 

Now, in my view, still to come is ensuring that each senior with 
multiple chronic conditions has an advocate to guide them through 
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what can be a teeth-gnashing experience of trying to navigate 
American health care. 

Two final points, one picking up on the debate about the Afford-
able Care Act. I would just say, colleagues, this is the way to do 
it right. Doors were opened here, not closed. There was bipartisan 
cooperation, not partisan reconciliation. The public was asked to 
shape the bill, not taken for granted. 

And finally, I want to thank our partners. Chairman Hatch and 
I had Senator Warner and Senator Isakson coordinating this effort. 
The chairman has made mention of the fact that many colleagues, 
both on and off the Finance Committee, have really helped to 
produce what our witnesses are going to call this morning a model 
for how to take on tough challenges. 

It has been an honor for me to be part of this bipartisan effort 
on and off the committee. And like you, Mr. Chairman, I am very 
pleased that our colleagues, Senator Schatz and Senator Wicker, 
are here with us today. 

The CHAIRMAN. Well, thank you, Senator. 
[The prepared statement of Senator Wyden appears in the ap-

pendix.] 
The CHAIRMAN. We are pleased to welcome Senators Roger 

Wicker and Brian Schatz to our hearing today. 
As I mentioned in my opening statement, these two Senators 

have done a lot of work on telemedicine and telehealth issues. 
We appreciate your support and your input today, and we look 

forward to hearing your remarks on these important issues and 
your perspectives on this important topic. 

Senator Wicker will provide his statement first and then will be 
followed by Senator Schatz. 

And, Senator Wicker, if you would, please proceed with your re-
marks, and then we will take Senator Schatz’s next. 

STATEMENT OF HON. ROGER F. WICKER, 
A U.S. SENATOR FROM MISSISSIPPI 

Senator WICKER. Thank you, Mr. Chairman, Ranking Member 
Wyden, and my distinguished colleagues on this committee. It is a 
pleasure to be here. 

Thank you for allowing me to share with you what we already 
know in my home State of Mississippi: telehealth works. I am glad 
to be here to discuss the promise of telehealth and to celebrate the 
progress your committee is making with the CHRONIC Care Act, 
which I have enthusiastically co-sponsored. 

I would like to commend the leadership of the Senate Finance 
Committee for their years of work to address the cost and quality 
of chronic care in America. Today is a testimony to your efforts. 

I am pleased to be here today with my friend, Senator Brian 
Schatz. He and I lead the Commerce Subcommittee on Communica-
tions, Technology, Innovation, and the Internet. 

In the Commerce Committee, we have worked tirelessly to pro-
mote innovation by removing barriers to connectivity and expand-
ing access to rural broadband. 

In fact, it was during a 2015 hearing of our subcommittee on the 
potential of telemedicine when Senator Schatz and I decided to join 
forces to reform how Medicare reimburses telehealth. We were for-
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tunate to form a team including Senators Warner, Thune, Cardin, 
and Cochran. And the result of our partnership was the CONNECT 
for Health Act, a widely supported legislative proposal for tele-
health. 

CONNECT for Health, S. 1016, is a product of hard work and de-
termination. It is designed to improve quality of care and cut costs. 

I thank the committee for including telehealth provisions in-
spired by our CONNECT bill in the bill we are discussing today. 
In so doing, you are recognizing the promise of telehealth. 

I became interested in this topic because my home State of Mis-
sissippi has led the Nation in maximizing technology to improve 
patients’ health. The University of Mississippi Medical Center in 
Jackson has been a leader in telehealth for over a decade. The 
team there has managed to increase access to quality care and cut 
costs by using services like remote patient monitoring and tele- 
emergency, reaching some of our State’s most rural, vulnerable, 
and costly patients. 

Mississippi is a very rural State. And in fact, we have some of 
the toughest health problems too. We have the fewest providers per 
capita and the highest rates of heart disease and type II diabetes. 
These health disparities and barriers to access are what drove Uni-
versity of Mississippi Medical Center to experiment and innovate 
with telehealth. 

One of the many Mississippi telehealth success stories is the Dia-
betes Telehealth Network, a remote patient monitoring program 
that provides rural Mississippi patients who have uncontrolled dia-
betes with routine access to a provider through a medical tablet. 

This partnership began following 100 chronically ill patients in 
the underserved Mississippi delta. The technology allowed pro-
viders to monitor and care for the patients remotely on a daily 
basis, following their vital signs and intervening when things did 
not look good. 

Throughout the course of the first year, zero of the 100 patients 
were admitted to the hospital. Think about that. No emergency 
room visits for any of these previously chronically ill patients. This 
is excellent care that can improve patients’ lives. 

In fact, telehealth can save money also. The Mississippi Depart-
ment of Medicaid found that if this remote monitoring program 
were extended to just 20 percent of Mississippi’s diabetic Medicaid 
population, the State would save $189 million per year. 

So Mississippi Medicaid, like Medicaid programs in virtually 
every State, is expanding access to and coverage for telehealth and 
remote patient monitoring. 

However, Medicare is behind the curve, limiting access for mil-
lions of seniors. Imagine the incredible impact that this technology 
could have if Medicare would allow its most vulnerable bene-
ficiaries to use something like remote patient monitoring. 

I am confident that the success we have seen in Mississippi can 
be replicated for patients across the United States upon enactment 
of the CHRONIC Care Act and ultimately enactment of CONNECT 
for Health. 

We are still looking for co-sponsors, Mr. Chairman. And we will 
not stop until access to quality care through telehealth is realized 
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for Medicare patients. The CHRONIC Care Act is a step in the 
right direction. 

We have more work to do in this space, and I look forward to 
continuing to work with each of you. 

Thank you, sir. 
The CHAIRMAN. Thank you. I think I am a co-sponsor, but if not, 

put me down, all right? [Laughter.] 
Senator Schatz, we will take you now, and then we are going to 

turn to Senator Warner, who has played a significant role in this. 

STATEMENT OF HON. BRIAN SCHATZ, 
A U.S. SENATOR FROM HAWAII 

Senator SCHATZ. Thank you, Chairman Hatch, Ranking Member 
Wyden, and distinguished colleagues, members of the Senate Fi-
nance Committee, for holding this important hearing on bipartisan 
legislation. 

I am happy to co-sponsor the CHRONIC Care Act, a bill that can 
help improve outcomes and disease management for people on 
Medicare who have chronic illnesses. 

Right now, progress in modern technology has not translated into 
progress across the health-care system. That impedes the health 
system’s ability to provide high-quality care, improve access to 
care, and to lower costs. And so it is time to bring Medicare into 
the 21st century by taking full advantage of telehealth and remote 
patient monitoring. 

When we are talking about telehealth, we are talking about 
using technology to provide clinical services to patients remotely. 
Telehealth more broadly can also include non-clinical services, like 
provider training. 

One type of telehealth relies on live video or audio or visual tech-
nology. It is like using a secure version of Skype or Facetime so 
that a patient can connect with his or her health-care provider. 
When these visits substitute for a traditional, in-person visit, they 
can save ER expenses. They save travel time, and they put patients 
back to work more quickly. 

Health providers can also use store and forward technology, an-
other type of telehealth, which is exactly what it sounds like. Pro-
viders can take an image, like an X-ray or other clinical picture, 
store it, and then send it to a specialist anywhere on the planet. 

There is also remote patient monitoring. If a high-risk patient 
with a chronic disease needs to have her blood pressure or blood 
sugar monitored, she can use a device at home to collect and send 
that data to a provider remotely and continuously. This improves 
the outcomes for the patients with chronic conditions, and it saves 
money too. 

The Veterans Administration, the Department of Defense, and 
the private sector are all taking advantage of telehealth and re-
mote patient monitoring and improving access to care, improving 
quality of care, and saving money. 

The problem is that Medicare is not. It is limited by an old law. 
Section 1834(m) of the Social Security Act, which puts restrictions 
on the use of telehealth, says that patients must be located in cer-
tain originating sites in order to use telehealth. They cannot be 
seen at home and can only be located in certain rural areas. Only 

VerDate Sep 11 2014 16:31 May 30, 2018 Jkt 000000 PO 00000 Frm 00010 Fmt 6633 Sfmt 6633 R:\DOCS\30207.000 TIM



7 

certain types of physicians and practitioners can use telehealth 
under Medicare. Physical therapists or occupational therapists, for 
example, cannot. And remote patient monitoring is hardly covered 
at all. 

And that is why Senator Wicker and I, along with Senators 
Cochran, Cardin, Thune, Warner, and 13 other members of the 
Senate, and I think almost three dozen members of the House— 
and everybody is invited—have co-sponsored the CONNECT for 
Health Act over the past 2 years. 

Our bill would lift Medicare restrictions on the use of telehealth 
and improve coverage of remote patient monitoring. I know the 
chronic care working group has worked in a similar bipartisan 
fashion to build consensus and find ways to advance legislation. 

There are four provisions in both the CHRONIC Care Act and 
the CONNECT for Health Act that would help patients to lower 
costs. These include lifting 1834(m) restrictions that hold back pa-
tients who have had acute strokes or need home dialysis, and peo-
ple enrolled in Medicare Advantage and Accountable Care Organi-
zations. 

While these provisions are an important first step, we still have 
further to go. We look forward to working with this committee to 
continue to advance the important provisions in the CONNECT for 
Health Act, including improving coverage of remote patient moni-
toring, lifting 1834(m) restrictions, including global and bundled 
payments, and giving the Secretary of Health and Human Services 
more flexibility to waive these restrictions if certain cost and qual-
ity metrics are met. 

Thank you to Chairman Hatch, Ranking Member Wyden, Sen-
ators Warner and Isakson, and all of the members of the Finance 
Committee for the privilege of speaking before you today. And espe-
cially thank you to my partner on this legislation, Senator Wicker. 

The CHAIRMAN. Well, thank you both very much. We are very ap-
preciative that you would come and appear before the committee 
and give us your excellent remarks. 

We will turn to Senator Warner now for whatever he would like 
to say. 

OPENING STATEMENT OF HON. MARK R. WARNER, 
A U.S. SENATOR FROM VIRGINIA 

Senator WARNER. Well, thank you, Mr. Chairman. 
And I want to commend my colleagues and friends, and I am 

proud to be one of the original co-sponsors. And I think it is par-
ticularly great to see that you both wore purple ties today. You 
know, I think that color coordination gives it a little something 
extra. 

Senator MCCASKILL. So did the chairman. 
Senator WARNER. So did the chairman. [Laughter.] 
The CHAIRMAN. Yes, I should be mentioned too, I think. 
Senator MCCASKILL. It is a triplet. 
Senator WARNER. I know. I think this shows when there is a will, 

there is a way to get to things. 
This chronic care topic is obviously extraordinarily critical. And 

I want to particularly thank the chairman and the ranking member 
for asking Senator Isakson and I to work with both of you on this 
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chronic care working group. I know Senator Isakson is not here 
this morning yet. But as in so many projects I have worked with 
him on, he has been a great partner, as have you, Mr. Chairman, 
and Senator Wyden. 

I echo as well what Senator Schatz and Senator Wicker said in 
terms of telehealth being a critical part of how we deal with chron-
ic care and how we get Medicare right. The truth is, as our popu-
lation ages and Americans survive acute illnesses to an extent pre-
viously unimaginable, we need to make meaningful reforms to our 
health programs so that we can move Medicare into the 21st cen-
tury to keep our promises and ensure high-quality care. 

Although the rate of increase in national health spending may be 
slowing, our aging population and the uncertainty around the Af-
fordable Care Act mean that our public health systems will con-
tinue to face serious financial challenges. 

I know this area particularly has been a topic for Senator Wyden 
for some time. And he has repeatedly pointed out the fact that if 
an individual has more than six illnesses in terms of chronic dis-
ease, well, that is only 14 percent of the Medicare population, but 
it accounts for about half of the Medicare spending. And as people 
continue to age, those numbers are only going to go up. 

So that means tackling systemic reform. How we treat patients 
with chronic conditions, how we pay for quality, and how we meas-
ure value are key challenges in what we need to get right. 

This chronic care working group, which we have been part of— 
and again, working with colleagues like Senator Wicker and Sen-
ator Schatz, I think we produced a good product. And I thank the 
chairman and the ranking member. Hopefully, we are going to be 
able to move on this, even if we cannot agree on other areas in the 
health-care field. 

Because the truth is, our current system fails to adequately care 
for patients with chronic conditions. And unfortunately, while our 
health-care system does a great job of paying for individual proce-
dures—surgery, chemotherapy, hip replacements, et cetera—it does 
not do a good job at paying health-care providers to coordinate care 
and to treat patients in a way that takes into account how these 
progressing conditions really do affect the lives of patients and 
their families. 

This chronic care working group received over 530 comments 
submitted by the health-care community, and subsequently our 
staffs met with 80 individual stakeholder groups. We have put to-
gether a series of proposals that would, I believe, modernize our 
health-care system, including changes that would expand the tele-
health services available to home dialysis patients—I have a 
daughter with diabetes, so I know how important it is to get that 
monitoring done at home—and provide greater availability of tele-
health services to help ensure individuals presenting with stroke 
symptoms receive the best course of treatment. So some of the tele-
health components of your legislation improve the design of Medi-
care Advantage to provide targeted, high-value services for individ-
uals who need them most. 

Another provision of what we are proposing would provide better 
care planning services by directing GAO to submit a report to Con-
gress to inform the development of a payment code for comprehen-
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sive care planning. This is an issue that I have been working on 
since my tenure in the Senate. It goes back to my time as Gov-
ernor. 

My mom had Alzheimer’s for 10 years, did not speak for 9 of 
those 10 years. Trying to get that right and trying to make sure 
that we no longer maintain the distinction of being the only indus-
trial nation in the world that has not had an adult conversation 
about that part of life is something that I think we took a step to-
ward getting done in this chronic care working group. 

Although not perfect, these initiatives move the Medicare system 
towards better coordination, better quality, better cost effective-
ness, and take a step towards moving Medicare into the 21st cen-
tury. 

And I, again, want to thank, on behalf of Senator Isakson, both 
the chair and the ranking member for letting us work with you on 
this. And I think we have a good product. 

Thank you, Mr. Chairman. 
The CHAIRMAN. Thank you. We appreciate all the work, and we 

certainly appreciate both of you at the witness table. Thanks for 
being here. 

Today we have the opportunity to hear from four other witnesses 
who will help inform our path forward on chronic care. I want to 
welcome these four witnesses and thank them for their willingness 
to testify today. 

We will first hear from Katherine Hayes, the director of health 
policy at the Bipartisan Policy Center. Prior to joining BPC, Ms. 
Hayes was an associate research professor at George Washington 
University School of Public Health and Health Services. Prior to 
joining GW, Ms. Hayes served as vice president of health policy for 
Jennings Policy Strategies, Inc., practiced law at Hogan and 
Hartson LLP, and worked as a health policy adviser for two large 
Catholic health systems and Cardinal Glennon Children’s Hospital. 

Ms. Hayes has also served as health policy adviser to members 
of the Senate and House of Representatives in both political par-
ties, served as a program consultant to the State of Missouri Med-
icaid Agency and as health and education policy adviser for the 
State of Texas in the Office of State-Federal Relations. 

Ms. Hayes received a bachelor of arts degree in international 
studies from the University of North Carolina at Chapel Hill and 
a juris doctorate from the American University Washington College 
of Law. 

Following her remarks, we will hear from Dr. Lee Schwamm, 
professor of neurology at Harvard Medical School and executive 
vice chairman of neurology at the Massachusetts General Hospital, 
where he is the chief of the stroke division. He also serves as direc-
tor of the Partners National Telestroke Network as well as medical 
director for MGH Telehealth and as a co-chair of the Innovation 
Council and Partners Health Care. 

He has authored over 250 peer-reviewed articles and has chaired 
or co-chaired many of the current practice guidelines for stroke and 
telehealth-enabled care delivery. 

Dr. Schwamm graduated from the Harvard Medical School in 
1991 and completed his neurological training and fellowships in 
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neurocritical care and vascular neurology at the Massachusetts 
General Hospital. 

He is testifying here today on behalf of the American Heart Asso-
ciation and the American Stroke Association. 

Third, we will hear testimony from John G. Lovelace, the presi-
dent of UPMC for You, a managed-care organization that serves 
medical assistance and Medicare Advantage special needs plan re-
cipients in 40 counties in Pennsylvania. He also serves as president 
of Government Programs and Individual Advantage for the UPMC 
Insurance Services Division as well as the chief program officer of 
Community Care, a behavioral health managed-care organization 
that is part of the UPMC Insurance Services Division. Mr. Lovelace 
also serves as board chair for the Association of Community- 
Affiliated Plans. 

Mr. Lovelace received graduate degrees in rehabilitation coun-
seling from the State University of New York at Buffalo and in in-
formation services from the University of Pittsburgh. 

Finally, we will hear from Stephen Rosenthal. Mr. Rosenthal is 
the senior vice president of population health management for 
Montefiore’s Integrated Delivery System as well as the president of 
the Care Management Company LLC. He is also an associate in 
the Department of Epidemiology and Social Medicine at the Albert 
Einstein College of Medicine. 

Previously, Mr. Rosenthal spent a number of years practicing as 
a clinical audiologist. He holds a master’s degree in science from 
Brooklyn College as well as a master’s of business administration 
in finance, management, and information systems from Pace Uni-
versity. 

Now, I ask you all to limit your opening statements to no more 
than 5 minutes each if you can. 

And, Ms. Hayes, will you please proceed with your opening re-
marks? 

STATEMENT OF KATHERINE HAYES, DIRECTOR OF HEALTH 
POLICY, BIPARTISAN POLICY CENTER, WASHINGTON, DC 

Ms. HAYES. Chairman Hatch, Ranking Member Wyden, and 
other members of the committee, I am honored to be here today. 
I cannot tell you how many hours I logged sitting behind you in 
the staff seats when I worked for John Chafee from Rhode Island 
back in the day. 

Today, BPC’s health project is led by former Senate Majority 
Leaders Bill Frist and Tom Daschle. Our process for developing 
policy is very similar to the process that the chronic care working 
group took as it began to put together this CHRONIC Care bill. We 
are very impressed with the way this has worked out and commend 
the members of the committee for this open and transparent proc-
ess. 

And really, thank you very much for the opportunity to have 
been able to contribute our views to the process. 

The committee’s work in drafting the legislation really highlights 
the need of caring for chronically ill individuals. We have long 
known that patients with multiple chronic conditions have higher 
Medicare costs, and for decades policymakers have worked to ad-
dress the needs of high-cost Medicare patients. 
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Patients with multiple chronic conditions, four or more chronic 
conditions, as you know, incur average annual Medicare costs that 
are five times higher than those with four or fewer chronic condi-
tions. They have hospital readmission rates that are twice as high, 
and four times as many emergency department visits. 

Increasingly, research shows that non-medical social services and 
supports not covered under traditional Medicare fee-for-service can 
reduce hospitalization, emergency department visits, and other ex-
pensive acute-care episodes when supports are targeted to frail and 
chronically ill individuals. 

Examples of these services include non-emergency transportation 
to medical appointments and home delivery of low-sodium or low- 
sugar meals for patients with heart disease or with diabetes or 
other chronic conditions. Pilot programs tested in the community 
demonstrate that these types of services and supports have re-
sulted in as high as 27-percent reduction in medical costs and sig-
nificant reductions in avoidable hospitalizations. 

The Medicare Advantage program has a number of barriers in 
current statute and regulation to the provision of these services. 
And the recommendations that the committee has put forward go 
a long way toward addressing those concerns. In fact, many of the 
recommendations that the Bipartisan Policy Center has put for-
ward are very similar to the work that the chronic care working 
group has put forward. 

In Medicare, there is a requirement called the uniform benefit re-
quirement that requires all Medicare Advantage Plans to offer the 
same benefits to all enrollees. Research has shown the benefits of 
targeting services to certain high-cost beneficiaries. And with the 
plans that we have spoken to, they said they would very much like 
to provide a lot of these services, but there is not clarification in 
the law that they can do these things, such as providing home- 
delivered meals. In fact, there are limitations in regulations that 
allow them to do that. 

For dual-eligibles, you have suggested aligning the grievance and 
appeals process. At the same time, you are allowing for coverage 
of services that are not primarily health-related. BPC has sup-
ported all of these. 

In fact, we took a look at the cost of these services. We looked 
at four services—in-home-delivered meals, non-emergency medical 
transportation, minor home modifications, and targeted case man-
agement services—and found that within both the existing Medi-
care Advantage program, but also in other plans, such as Account-
able Care Organizations or patient-centered medical homes, the 
cost of these services can be as little as $5 a month when spread 
across the balance of Medicare beneficiaries. 

In conclusion, I would like to thank the committee for proposing 
these policy changes that are recommended in the CHRONIC Care 
Act. But equally important, again, is the transparent and bipar-
tisan nature of the process. 

Through these policy changes, many frail and chronically ill 
Medicare patients could benefit from improved care coordination, 
access to care in the home and in a community-based setting, and 
the availability of non-Medicare-covered services and supports. 

I am happy to answer any questions. 
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The CHAIRMAN. Well, thank you. 
[The prepared statement of Ms. Hayes appears in the appendix.] 
The CHAIRMAN. Dr. Schwamm? 

STATEMENT OF LEE SCHWAMM, M.D., PROFESSOR OF NEU-
ROLOGY, HARVARD MEDICAL SCHOOL; EXECUTIVE VICE 
CHAIRMAN OF NEUROLOGY, CHIEF OF THE STROKE DIVI-
SION, AND DIRECTOR OF THE PARTNERS TELESTROKE 
NETWORK, MASSACHUSETTS GENERAL HOSPITAL; ON BE-
HALF OF THE AMERICAN HEART ASSOCIATION/AMERICAN 
STROKE ASSOCIATION, DALLAS, TX 

Dr. SCHWAMM. Chairman Hatch, Ranking Member Wyden, and 
other members of the committee, thank you for the opportunity to 
testify today on behalf of the American Heart Association and 
American Stroke Association about the CHRONIC Care Act. 

We commend you for your bipartisan work to strengthen and im-
prove the health outcomes for Medicare beneficiaries living with 
chronic conditions. Your legislation, if enacted, would help patients 
receive care that meets their unique chronic health-care needs as 
well as create incentives for the provision of coordinated care for 
high-cost beneficiaries. 

The American Heart Association is pleased to offer our full sup-
port for this important legislation. 

In addition to being a longtime volunteer for the American Heart 
Association, I am also a member of the American Academy of Neu-
rology. And we have worked very closely with the AAN to improve 
Medicare’s coverage of stroke telemedicine, or telestroke as you 
heard described today. We applaud you for including this common- 
sense provision in the CHRONIC Care Act. 

As you know, stroke takes an enormous toll on families and on 
our Nation. It is the number-five killer and the leading cause of se-
rious, long-term disability and dementia. As the baby boomers age, 
it is vitally important that we reduce the burden of this dev-
astating disease on stroke survivors and their families and on Fed-
eral health-care programs. By improving access to telestroke care, 
we can ease this burden. 

In the treatment of stroke, we often say ‘‘time is brain.’’ That is 
because every minute that a stroke goes untreated, 2 million brain 
cells are dying along with 14 billion connections that go between 
them. And they do not grow back. 

The clot-busting drug tPA and mechanical clot retrieval devices 
are highly effective treatments for the most common type of stroke 
and significantly reduce stroke-related disability, but they must be 
administered as quickly as possible after symptoms start. Patients 
who get tPA within 90 minutes from the start of their stroke are 
three times more likely to recover with little or no disability, and 
among patients who get a clot retrieval device for a major stroke 
within 150 minutes, 90 percent of them will recover with little or 
no disability. This is a game-changing treatment in the field of 
stroke. 

I have seen firsthand countless examples of the miraculous dif-
ference these treatments can make for patients. But unfortunately, 
among Medicare patients, the national average tPA treatment rate 
is only about 21⁄2 percent. There are several reasons why tPA rates 
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have remained low, including a shortage of stroke experts as well 
as patients arriving at the hospital too late. 

The good news, however, is that telestroke has been proven to in-
crease the percentage of stoke patients who get tPA and get it fast-
er. One recent study of four urban hospitals in Illinois with low 
treatment rates found that their use of tPA increased two- to six- 
fold after telestroke was implemented. 

Rapid and accurate diagnosis of stroke is a critical first step to 
ensuring that patients receive the best in evidence-based care. 
Even in urban settings, patients may still experience delays in di-
agnosis and treatment. When a patient presents at a hospital that 
does not have a stroke expert, the emergency department can use 
a telestroke network to get instant access to stroke expertise. 

Despite the proven benefits of telestroke, Medicare’s coverage of 
it is woefully outdated. The current policy, as you heard before, re-
stricts coverage for telehealth services only to originating sites in 
very rural areas. I might add, for example, that 80 percent of peo-
ple who live in Utah and Oregon live outside this designation. 

The most significant step Congress could take would be to allow 
Medicare to reimburse for telestroke evaluations regardless of pa-
tient location, as the CHRONIC Care Act will do. 

In addition to improving access to evidence-based care, we be-
lieve the greater use of telestroke will also result in cost savings 
to Medicare and Medicaid by reducing chronic disability and the 
need for expensive, long-term care. I believe this change in Medi-
care law is long overdue, and I am heartened by the growing num-
ber of lawmakers and organizations that have endorsed telestroke. 

In addition to more than 170 bipartisan co-sponsors on telestroke 
legislation in the last Congress, organizations such as AARP, the 
American Hospital Association, and the American Medical Associa-
tion have also expressed their firm support for lifting Medicare’s 
coverage restrictions on telestroke. 

In conclusion, telestroke is supported by a wealth of evidence and 
is a common-sense, cost-effective step the committee can take to re-
duce the burden of stroke as a chronic disease. I am convinced that 
expanding the use of telestroke will greatly improve the quality of 
care that stroke patients receive, increase the utilization of effec-
tive acute stroke treatments, reduce stroke-related disability for 
many Americans, and save the health-care system money. It is sim-
ply the right thing to do. 

We greatly appreciate the thought and deliberations that went 
into the development of the CHRONIC Care Act and for the oppor-
tunity to express our strong support at today’s hearing. I urge the 
Senate Finance Committee to act quickly on this legislation and 
send it to the full Senate and then the House for approval. 

Thank you again very much for the opportunity to testify. 
The CHAIRMAN. Thank you, sir. 
[The prepared statement of Dr. Schwamm appears in the appen-

dix.] 
The CHAIRMAN. Mr. Lovelace? 
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STATEMENT OF JOHN G. LOVELACE, PRESIDENT, GOVERN-
MENT PROGRAMS AND INDIVIDUAL ADVANTAGE; AND PRES-
IDENT, UPMC FOR YOU, UPMC INSURANCE SERVICES DIVI-
SION, UPMC HEALTH PLAN, UNIVERSITY OF PITTSBURGH 
MEDICAL CENTER, PITTSBURGH, PA 
Mr. LOVELACE. Good morning, Chairman Hatch, Ranking Mem-

ber Wyden, and members of the committee. Thank you very much 
for the opportunity to be here this morning and to talk to you 
about the work of UPMC and the work that is affected by the 
CHRONIC Care Act. 

I have had a remarkable opportunity over the past 20 years at 
UPMC to learn about services in Medicaid, Medicare, special needs 
plans, Children’s Health Insurance, behavioral health, and the 
marketplace operations. 

I have been able to expand that information by my role as the 
board chair of ACAP, where we work closely with 59 other health 
insurance and Medicaid health plans to create opportunities to im-
prove care and coverage for the most vulnerable citizens. We be-
lieve this bill would accelerate the pace of innovation and quality 
of services for consumers, certainly throughout Medicare and, 
therefore, into other coverage options. 

As part of an integrated delivery and financing system, UPMC 
health plan and the companies of the Insurance Service Division at 
UPMC work very closely with world-class hospitals and providers 
to provide Medicare beneficiaries and other plan members with ac-
cess to affordable, innovative plan benefits. Our collaborative and 
integrated delivery system model aligns financial incentives be-
tween payer and provider to promote higher-quality outcomes at 
lower costs. It also gives us unique insight into the effectiveness of 
new care modalities and payment methodologies. 

With more than 3 million covered lives, we offer a wide range of 
commercial and government-sponsored services. 

Since their creation in 2003, special needs plans have faced un-
certainty in the form of continuing temporary congressional author-
ization. These plans are specifically designed to serve the most 
frail, medically complex, and vulnerable Medicare beneficiaries by 
ensuring that each plan member receives an individualized care 
plan as well as access to better-tailored and more coordinated serv-
ices than he or she would otherwise have in fee-for-service Medi-
care or the broader Medicare Advantage program. 

While Congress has repeatedly recognized the value of these 
plans as part of Medicare, the uncertainty of their future has likely 
constrained State investment in efforts to integrate Medicare and 
Medicaid for dually eligible beneficiaries. 

UPMC currently covers 23,000 dually eligible beneficiaries. We 
are the second-largest stand-alone four-star dual plan in the coun-
try, and we are positioned to begin in January with the coordina-
tion with Medicaid long-term services and supports rolling out 
through Pennsylvania through 2018 and 2019. 

We are very supportive of the CHRONIC Care Act’s initiative to 
make SNP authorization permanent. And we are supportive of the 
conditions which are laid out under which that might happen. 

We have also had the opportunity to work through the initiation 
of value-based insurance designs in Medicare. Pennsylvania is one 
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of seven States in which this is covered. This offers the oppor-
tunity, as Katherine suggested, to create special incentives for peo-
ple with chronic disease to participate more actively in their health 
care. Our particular program focuses on people with diabetes, con-
gestive heart failure, and depression. And it allows people to en-
gage in incentive programs that are completely voluntary, to en-
gage in health coaching and wellness supports to improve their 
care. 

It is an opportunity, I think, we hope to see expanded in the bill 
in the coming year, and we will have an opportunity to prove its 
value as we move forward into 2020. 

Another challenge to rural independence in the presence of 
chronic illness is the presence of reliable access to care. While we 
have made great strides in delivering high-quality, appropriate 
care, there are many services that are not readily or at least not 
efficiently delivered face-to-face in a patient’s home or in a commu-
nity setting. To this end, plans and providers are increasingly 
adopting telehealth technology to provide patients with access to a 
growing array of remotely accessible services, as you have heard al-
ready this morning. 

While speed and convenience are one factor of the success of tele-
health, the value and promise of this technology are something 
much bigger. Also valuable is the promise to develop healthy, ac-
tive, and busy patients, but also to reach individuals in rural areas, 
residents in nursing facilities, and chronically ill patients living at 
home and in community-based settings where physical travel may 
be costly, complicated, and burdensome. 

UPMC has analyzed data from a number of initiatives that we 
support currently in telehealth, including telepsychiatry in Med-
icaid, telestroke, teledermatology, and so forth, as well as online 
synchronous access to primary care physicians face-to-face on the 
Skype methodology. 

Our evaluations on these to date have indicated there is not an 
incremental cost to this. Rather, it replaces services people would 
otherwise get in doctors’ offices, urgent care centers, and emer-
gency centers. 

The CHRONIC Care Act includes provisions that expand cov-
erage of telehealth within Medicare Advantage. We believe this 
represents an important step toward improving program flexibility 
to better meet the needs of beneficiaries. 

We appreciate the opportunity to be here this morning. I would 
be happy to answer any questions after we are done. And thank 
you for the opportunity to speak. 

The CHAIRMAN. Well, thank you for taking time to be with us 
and help us to understand this even better. 

[The prepared statement of Mr. Lovelace appears in the appen-
dix.] 

The CHAIRMAN. We will now turn to Mr. Rosenthal, and we will 
take your testimony at this time. 
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STATEMENT OF STEPHEN ROSENTHAL, SENIOR VICE PRESI-
DENT FOR POPULATION HEALTH MANAGEMENT, MONTE-
FIORE HEALTH SYSTEM, YONKERS, NY 
Mr. ROSENTHAL. Thank you, Mr. Chairman, Ranking Member 

Wyden, and members of the committee. 
I appreciate this opportunity to discuss solutions to one of the 

most vexing problems facing the Nation’s health systems: how to 
effectively and efficiently care for the growing numbers of Ameri-
cans who suffer from chronic conditions. 

I commend the committee for its unrelenting focus on this topic. 
Montefiore Health System is a premier academic health system 

and university hospital for the Albert Einstein College of Medicine. 
We serve 3.1 million people living in the New York City region and 
the Hudson Valley, a combination of urban, rural, and suburban 
communities. 

Approximately 80 percent of the patients discharged from our 
hospitals are enrolled in Medicare, Medicaid, or both programs, or 
are uninsured. 

Montefiore has deep roots in treating chronic disease, dating 
back to our founding in 1884 by Jewish philanthropists as a care 
facility for patients with chronic illness. Today, we are one of the 
largest health systems in the country, and we have more than 
400,000 patients in risk arrangements across Medicare, Medicaid, 
and commercial insurance. 

As one of the Nation’s original 32 Pioneer ACOs, Montefiore has 
achieved overall savings from Medicare of over $70 million out of 
a total cost of care of $2.2 billion over 5 years. We are now partici-
pating in the next-generation ACO program with 55,000 bene-
ficiaries, and we are optimistic we can continue to achieve savings 
from Medicare and reinvest those savings in our delivery system. 

When we applied to become a Pioneer ACO, Montefiore was a 
four-hospital system serving primarily Bronx County, one of the 
Nation’s poorest and most disproportionately disease-burdened 
counties. Today, the Montefiore ACO network includes 13 hos-
pitals, three Federally Qualified Health Centers, and more than 
3,800 primary care and specialty physicians, almost 30 percent of 
whom are in practice in the communities they serve. 

Yet it is our decades-long experience providing care for the 1.4 
million residents of the Bronx, 75 percent of whom receive their 
health-care services through Medicare and Medicaid, that gives us 
the experience to successfully manage the care of beneficiaries who 
are attributed to our ACO. 

If you have any doubts about the importance of this concentra-
tion, consider this. In our experience, 5 percent of the 400,000 indi-
viduals covered by Montefiore’s value-based contracts account for 
65 percent of the total cost of care, and that is largely because of 
chronic conditions. 

I would like to just briefly discuss several provisions in the 
CHRONIC Care Act, which build upon provisions included in the 
next-generation ACO program, and offer you our support for them. 

In our experience, prospective attribution is one of, if not the 
most important critical component in two-sided risk models. While 
retrospective assignment of patients may be appropriate in one- 
sided risk models, in two-sided risk arrangements, prospective at-
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tribution allows us to quickly identify beneficiaries with a history 
of high costs and high utilization, as well as those with the poten-
tial for becoming high-cost and high utilizers. 

Prospective attribution allows an ACO to deploy resources within 
a sufficient period of time to have an impact on the beneficiary’s 
care and/or remain attributed to the ACO to the end of the meas-
urement period. 

Your proposal to expand the ability of ACOs to employ telehealth 
solutions that we have been discussing is an excellent way to pro-
vide patient access to services to best manage their chronic disease. 
To serve our urban and rural populations faced with challenges of 
getting to office appointments, telehealth technology can be a suc-
cessful alternative to being there. 

In addition, this tool can provide specialty consults for primary 
care physicians in more rural locations and locally as an alter-
native for mental health services where visual contact can be an 
important part of care. 

I would also ask the committee to consider an expansion of the 
definition of telehealth to include audio only and those modalities 
that allow communication between providers, care managers, and 
patients in a seamless fashion, especially in low-income commu-
nities that may not have access to video conferencing technology. 

Finally, allowing ACOs to offer incentives to their patients is vi-
sionary. While there may be a cost for developing the infrastruc-
ture to administer the benefit, it would not only benefit the patient 
directly, but also the provider by improving his or her quality 
scores, the ACO itself by increasing its potential for shared sav-
ings, and the Medicare program by lowering the total cost of care 
to the system. 

Incentives could potentially encourage patients to remain within 
an ACO network without limiting their choices in any way. 

On behalf of the Montefiore ACO and the entire Montefiore 
health system, I thank you for your efforts to advance accountable 
care with proposals that I believe have the potential to improve 
quality and lower costs. 

I look forward to working with you to achieve our shared goal of 
a better health system for all Americans. 

Thank you. I will be happy to answer any questions. 
The CHAIRMAN. Well, thank you. 
[The prepared statement of Mr. Rosenthal appears in the appen-

dix.] 
The CHAIRMAN. And thanks to all four of you. You have added 

a lot to this discussion and this understanding. 
We will turn to Senator Wyden first. 
Senator WYDEN. Thank you very much, Mr. Chairman. Again, 

my thanks for your making this a bipartisan effort. 
Let me begin by trying to see if you can paint a picture of what 

it is like for somebody who is 75 years old trying to navigate this 
byzantine maze of doctors’ visits and multiple prescriptions and 
test after test after test. 

It seems to me, and I am reflecting on my days when I was co- 
director of the Gray Panthers, this is a labyrinth that can be chal-
lenging if you are, say, in your 30s and you are fairly healthy. So 
I think it would be very helpful if the four of you, who are real ex-
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perts in this, could really paint a picture for what it is like if you 
are a senior who has multiple chronic conditions: cancer, say, heart 
disease, you know, diabetes, and what happens if you are basically 
out there on your own. 

In other words, if you are in a good Medicare Advantage plan, 
you will be able obviously to have some help in an Accountable 
Care Organization. Ms. Hayes talked about a patient-centered 
health plan. 

But the reality is, for lots of seniors, they are really out there on 
their own. 

And, Dr. Schwamm, you are, of course, an authority on this. 
Paint the picture of what it is like for somebody who is 75 years 
old to get up in the morning and wonder how the heck they are 
going to be able to juggle all this stuff through the day. 

Dr. SCHWAMM. It is a very important question and observation. 
And I will answer that in two ways. One is, when the patient 
comes into the emergency room with a stroke, so many times they 
are an older patient. Sixty-five to 70 percent of all the strokes we 
see are in Medicare beneficiaries. They are on multiple medica-
tions. They have not been taking all their medicines; they either 
did not have the money or they did not understand the prescription 
or something got changed. They did not make it to their last doctor 
visit. So often we see a failure of prevention. 

Twenty-five percent of strokes happen in people who have al-
ready had a stroke. So the issue is not knowledge, and the issue 
is not a desire to improve their health. The real issue is the chal-
lenges of navigating this incredibly complex system. 

From the perspective of what it is like to be a patient in this 
community, the average length of stay in the hospital now after a 
stroke in the United States is 4 days. So in 4 days, you come into 
the hospital, you have a new disability, and you cannot speak well 
or you cannot move your arm or you cannot walk, you get given 
a hundred pieces of paper and 55 things get explained to you. You 
are discharged from the hospital. 

And unfortunately for most of our patients, it is up to them to 
figure out how to pull a team together of advocates and providers 
and really make sure that they follow through on all the instruc-
tions that we provide. 

Senator WYDEN. What I am struck by, and, again, I am just try-
ing to reflect on the days when I ran the legal aid office for the 
elderly. We handled trying to help patients in these cases. 

I gather that in the example that you are talking about, where 
somebody is not part of a coordinated care plan, they are not part 
of a Medicaid plan, Medicare Advantage, or an Accountable Care 
Organization even, when you discharge them from the hospital, I 
gather in a lot of instances if you ask the patient whom you might 
even send records to, whom could you make a follow-up call to so 
that somebody who is knowledgeable in the health field would ac-
tually be able to pick up where the hospital left off, that in many 
instances, if a person is not in some kind of coordinated care pro-
gram, things break down almost at that moment after the hospital 
visit. Is that right? 

Dr. SCHWAMM. Very much so. And it is not that providers are 
doing something wrong. Everyone is doing their best. But when you 
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have just had a stroke or your mom has just had a stroke, you are 
not in the right frame of mind to absorb a lot of new information. 

One of the things we do at Mass General, at my hospital, is that 
we make a phone call within the first few days to every patient 
who is discharged home from the hospital to make sure that they 
are taking the right medication. 

We frequently find that they have a cabinet full of medicines at 
home, and they do not know whether to take the old ones or the 
new ones. They do not even really understand what happened to 
them. 

So I cannot agree with you more about the need for a better way 
to navigate this complex health-care system to prevent what we all 
know is coming down the road, which is another major medical ill-
ness or event if we do not get things sorted out properly. 

Senator WYDEN. My colleagues all have questions, but I appre-
ciate particularly your point about the role of the providers. That 
is what has been at the heart of this bipartisan effort. Nobody 
thinks providers are getting up in the morning and saying, ‘‘Gee, 
I really want to be rotten today to people with chronic conditions.’’ 
Quite the opposite. I think they share this frustration about the 
lack of whom to turn to, particularly if you are not part of a Medi-
care Advantage plan or one of these others. 

So you have been very helpful. I will have some questions for the 
rest of you on the second round. But I want it understood, particu-
larly on that last point I made—and the chairman has been kind 
enough; we meet every Wednesday and we talk about it—to have 
it understood that for the future, for the long term, I want some-
body to be the point person, the point person for coordinating care 
for the people who are now essentially out there trying to make 
their way through this byzantine system on their own. We can do 
better than that. We are better than that as a country. 

So you all have been great. 
Thank you, Mr. Chairman. 
The CHAIRMAN. Thank you. 
Senator Roberts? 
Senator ROBERTS. Well, thank you very much, Mr. Chairman. 
And, Senator Wyden, I could not agree with your comments 

more. 
Let me ask the panel this. Medication is a routine and the most 

prevalent means by which we prevent and control chronic disease. 
But we read stats time and time again that show a large number 
of individuals with these chronic illnesses do not take their medica-
tion as prescribed. 

Included in the CHRONIC Care legislation is a provision that di-
rects the Government Accountability Office to study the extent to 
which Medicare prescription drug plans use programs that syn-
chronize pharmacy dispensing so that individuals may receive mul-
tiple prescriptions on the same day to facilitate comprehensive 
counseling and promote medication adherence. 

As a long-time champion of medication therapy management and 
through the work I have done with Senator Carper, who has taken 
the lead in this—and I thank him for that—on identifying and 
strengthening other medication adherence strategies like MTM and 
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Med Sync, I want to ensure that we are targeting these adherence 
efforts to the patients who will benefit from them the most. 

Do you have any recommendation, any person on the panel, for 
us to consider within this CHRONIC Care package or in further 
legislation that will help us ensure we are targeting the right pa-
tients to improve adherence? 

Dr. Schwamm, do you want to take a shot at that? 
Dr. SCHWAMM. You know, every visit that I have with a patient, 

the first part of the visit is, we go over the medication list to make 
sure that it is accurate in our health system. And I would say that 
more than half of my patients are on at least 11⁄2 pages of medi-
cines. And we go through each one. And half the time, they cannot 
even tell me what the medicine is for, they just recognize the name, 
and they tell me that they take one or two pills of it. 

We know that for every additional medicine a patient is pre-
scribed, their adherence to the regimen goes down. So the more you 
are on, the less able you are to take them. And if patients use 
something as simple as a pill dispenser, for filling up the pills on 
Monday for the whole week, they increase their likelihood of adher-
ence. 

It seems crazy to me that we do not invest more money in mak-
ing sure that the therapies we know are proven to be effective 
when taken routinely, get taken routinely. 

So again, I would encourage the committee to try to target the 
patients who have the conditions for which we have the best evi-
dence that these medications reduce the risk of re-hospitalization, 
major adverse events, like stroke and heart disease and heart fail-
ure, and work hard to strengthen programs that will encourage us 
to build new and innovative systems for ensuring that medication 
adherence is happening. 

Senator ROBERTS. I appreciate that. 
Would anybody else would like to comment? 
Yes, sir. 
Mr. ROSENTHAL. Well, I would just add to what Dr. Schwamm 

has said. One of the things we do, because it is very difficult often 
for many physicians to reach out to large numbers of their pa-
tients, we use a number of PharmDs, and they go out and help pa-
tients—because, as we pointed out, many of them have as many as 
8 to 10 prescriptions—with the goal of trying to appropriately out-
line a plan using these pharmacists who work directly with the 
physicians to best manage the medications the patients are on, be-
cause it enhances the compliance ultimately and avoids unneces-
sary medical consequences. So we have added that. 

Senator ROBERTS. Mr. Lovelace, you indicated you had a com-
ment. 

Mr. LOVELACE. Thank you. Yes, we similarly have used extend-
ers, pharmacists and nurses particularly, to interact with patients 
and other physicians around complicated regimes. And the three 
key questions to ask people, I think, in this complicated process 
are: Do you understand why you are taking this? Can you afford 
to take it? And does it make you feel bad in some way? And if the 
answer to any of those things is ‘‘No,’’ ‘‘I do not understand,’’ or 
‘‘Yes, it makes me feel bad,’’ then insurance rates go way down. So 
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the opportunity exists to sort of get more direct interaction with a 
patient around the experience with the drugs. 

Many people, as Dr. Schwamm has said, have eight medications 
prescribed by seven doctors. So only the patient knows the whole 
regime, not the prescribers. The pharmacist is an opportunity to 
pull it all together. 

Senator ROBERTS. What about over-the-counter? Seniors watch 
TV a lot, and you see all of these ads that say very positive things 
about the medication they are trying to sell or promote. And then 
they always list everything that could happen to you, at the bot-
tom. But I think probably a lot of seniors go in and buy these prod-
ucts, adding to their prescriptions. The mix of that I am not too 
sure works very well. 

Would you comment on that and how we could get our arms 
around that one? 

Dr. SCHWAMM. Well, I am not sure I can tell you how to get your 
arms around it. But I think there is a misperception that things 
you can buy over the counter are not drugs or medications. And I 
counsel my patients frequently that they need to tell me everything 
they take on a regular basis, including things they buy in the 
health-food store or what we might call nontraditional medications. 
Because many times, patients may be taking things that interfere 
with the effectiveness of the treatments we are trying to get them 
to take. 

And as I mentioned before, it is the number of things you take 
every day that leads to you not taking them regularly. So that in-
cludes over-the-counter medicines as well. And we know that over 
time we discover that there are harmful effects for many of the 
things we had presumed to be benign or only have beneficial ef-
fects. 

Polypharmacy is the name that is used sometimes to describe 
this mixture of medications, and the idea of reconciling those medi-
cines and looking for interactions between them is incredibly im-
portant. 

If you practice in an integrated health-care system, the software 
that you use to prescribe medicines will often alert you to dan-
gerous interactions between medicines that you might not have 
been aware of. So I think anything we can do to strengthen the 
support at the time of prescribing and at the time of visits that will 
help providers and patients understand dangerous interactions be-
tween medicines is very important. 

Senator ROBERTS. I thank you for that. 
And my time is expired. And I just want to thank again Senator 

Carper for working with me, and I am working with him on this 
legislation. Thank you. 

The CHAIRMAN. Great. 
Senator Stabenow? 
Senator STABENOW. Well, thank you very much, Mr. Chairman. 
And I want to echo Senator Roberts’s concerns about what is 

happening on medications and appreciate very much what all of 
you are doing. 

And, Mr. Chairman, I want to thank you for the hearing today— 
I am a proud co-sponsor—and, Senator Wyden, for your passion on 
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this, the CHRONIC Care Act. It is a product of 2 years of bipar-
tisan work and engagement of hundreds of stakeholders. 

And I think this is just a very, very important model of how we 
should be going forward, frankly. When we did the last major 
health reform that is now under such great political debate, we had 
a hundred meetings and hearings in the Senate between the Fi-
nance and the HELP Committees. 

So I would hope that we are going to be focusing on improving 
quality, lowering costs, lowering premiums, creating more quality. 
And I would very much hope—and I am very sincere in this—that 
whatever product comes forward in the Senate, before it comes to 
the floor, that we have an opportunity to have a hearing on impact, 
because this is really important. This represents one-fifth of the 
gross domestic product, and it affects every single American. 

The other thing that I would say—because it is so important as 
we are looking at this discussion, which is very positive, thought-
ful, and the right discussion—is that for seniors, people with mul-
tiple chronic conditions, people in nursing homes, and so on, the 
bill that came over from the House is exactly in the opposite direc-
tion: $880 billion being cut from Medicaid. And in Michigan, three 
out of five seniors in nursing homes and half the people with dis-
abilities are covered by Medicaid. 

So I am just underscoring this, why it is so important that we 
have input, because this bill, the CHRONIC Care Act, is very posi-
tive. And what has come to us from the House is very, very nega-
tive and would undercut everything that we are talking about. 

I want to specifically talk about the Value-Based Insurance De-
sign today. It is not something that everyone in the public really 
would be thinking of in terms of an improvement in the system, 
but I would probably have to say this is a Michigan export. 

In 2005, Dr. Mark Fendrick started the University of Michigan 
Center for Value-Based Insurance Design. They have done terrific 
work in evaluating innovative health-plan benefit designs to im-
prove care and lower costs. 

And Senator Thune and I have worked on this, as well as many 
others. And this bill would take this from a pilot in seven States, 
as you know, to the opportunity for every State to use this. 

So first, Mr. Lovelace, I know you mentioned that your health 
plan is participating in the VBID model. And I wonder if you could 
talk a little bit more about that: the types of plan designs that you 
have incorporated. Have you used them in other commercial plans? 
And have you seen any results so far? And what would those re-
sults be? 

Mr. LOVELACE. Sure, I would be happy to. We have about 8,000 
enrollees in Medicare Advantage who are eligible to participate in 
the Value-Based Insurance Design program, who have the com-
bination of conditions that are targeted. And we have had the op-
portunity to have a lot of consultation with Dr. Fendrick and his 
staff around what he knows and what he has learned and how that 
informs the program. And he has really been very supportive of our 
work in this area. 

I think it would be fair to say at month number four that we do 
not really have any results yet. The plan we have designed basi-
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cally is a series of six $25 incentives which we have to pay in 
checks as people choose to achieve certain goals. 

The drill basically is, the first incentive is, do you agree to talk 
to a health coach? You have agreed to participate in the process. 
The second step is, you set some goals for yourself. They are what-
ever you want them to be. They could be diabetic-related, they 
could be something else. 

The next four steps really are that you establish some steps 
along the goals and you work on the steps. You do not have to 
achieve them. You do not have to lose weight if that is your goal. 
You do not have to have an A1C under 9 if that is your goal. But 
you do have to make an effort to work on it. 

Most people who have been offered a chance have been enthused 
about it. It is a lot of time to spend on the phone with health coach-
es. And Medicare recipients on the whole like to talk on the phone 
to people. [Laughter.] 

They like some help, because they are often bewildered by the 
whole system. And anybody who has a glimmer of how to get 
through this in one piece is helpful. So it has been also an engaging 
experience. 

We are pleased by the uptake early on, and we look forward to 
evaluating this as we move along. 

We do have incentives in our commercial programs with some 
very nice results. We have incentives around health and wellness 
issues, including setting goals around things like weight loss and 
blood pressure control, that have a different kind of financial payoff 
to people, that essentially eliminate your deductible by engaging in 
healthy behaviors. And we have about 85-percent uptake in this ac-
tually. It is significant; you can save about $1,000 a year in your 
deductible if you engage in certain behaviors. 

It definitely catches people’s attention; $500 did not actually. So 
we have sort of experimented to find where the level is that people 
pay attention, and it seems to be about $1,000. 

Senator STABENOW. Thank you so much. It turns out health care 
is complicated. Who knew? 

Mr. LOVELACE. I did not know. [Laughter.] 
Senator STABENOW. All right. I am out of time. 
The CHAIRMAN. You are. 
Senator STABENOW. I do not know if anyone had a quick com-

ment. 
I am out of time, so I guess I will leave it there, Mr. Chairman. 
The CHAIRMAN. Thank you. Thank you, Senator. 
Senator Carper, you are up. 
Senator CARPER. Thanks, Mr. Chairman. 
To one and all, welcome. Thank you for trying to help us and 

help us really better assist the folks whom we represent. 
My mom died a number of years ago. She had dementia for the 

last years of her life. So did her mother, so did her grandmother. 
And she lived down in Florida near Clearwater, and my sister and 
I would take turns going down and seeing her. About every other 
month we would take turns. 

And one of the things that my mom did was, she had what 
looked like a fishing tackle box in her house that had no fishing 
tackle in it, but it had a lot of medicines. And she would take one 
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before breakfast, one at breakfast, something after and throughout 
the day and into the night. And she reached a point in her life 
where she could not do it on her own. My dad was deceased, so we 
hired people to come and be with her part of the day and eventu-
ally 24/7, to help her. 

One of the things that we found out was, she had seven doctors, 
and they were prescribing a total of 15 different medicines. The 
doctors never talked to each other. And we were convinced that 
some of the medicines she was taking were just fine for her condi-
tions, but some were probably not. 

And so one of the things that Senator Roberts and I are doing 
with the help of our staffs is to figure out what are better ways to 
do that, and I am sure there are. 

But you all have talked about this already, but just talk to us 
about best practices. I do not care who goes first, but just talk 
about practices to deal with situations like that. I know they are 
commonplace. But somebody has figured this out, doing a pretty 
good job. Just give us some idea what the best practices are. 

Ms. Hayes, would you go first, just briefly? 
Ms. HAYES. Sure. I think some of the best examples have been 

done through dual special needs plans, particularly those—there 
are a couple of States that have been more forward-thinking. 

One in particular that I am familiar with is in Massachusetts. 
And they have done just an amazing job of providing the sort of 
coaching that dual-eligibles need to make sure they get their drugs 
at the right time, to make sure that when they are discharged from 
the hospital, they have what they need. 

But most importantly, and to Senator Wyden’s point, they have 
someone they know whom they can call at the plan. They have a 
phone number and the name of a person whom they can call when 
they need help, or their caregiver can, if, as in the case of your 
mother, she is not able to do it. 

Senator CARPER. All right; thanks. 
Dr. Schwamm? 
Dr. SCHWAMM. This is the concept of the patient-centered med-

ical home, which I view as really a kind of recreation of the era 
of Marcus Welby, you know? There was someone in the doctor’s of-
fice who knew you, knew you well, and knew your circumstances, 
and there was a community around you that would tell you that 
you needed help if you looked like you were struggling. 

We live in a very different society now, but we need to figure out 
ways to coordinate the care so somebody in the end takes owner-
ship for that person and really owns the health issues around them 
and makes sure that the medicines are reconciled, makes sure that 
the specialists are coordinated. Because, as was just said a minute 
ago, medical care is really complicated now. 

Senator CARPER. Yes, thank you. I was watching the audience 
when you said ‘‘Dr. Marcus Welby.’’ And the people under 30 were, 
like, you know—— 

Dr. SCHWAMM. Did anybody know what I was talking about? 
Mr. LOVELACE. Well, I do. 
Senator CARPER. Those millennials were wondering, but we 

knew. [Laughter.] 
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Mr. LOVELACE. It is a place where there is a particular role, I 
think, for telemedicine and telemonitoring, in terms of reminders 
to people, in terms of texts, in terms of monitoring what is in the 
pillbox. There are a lot of technology solutions that can support the 
effort of physicians and caregivers. They certainly do not replace 
them, but they certainly can help coordinate them beyond the 
points that Katherine and Dr. Schwamm made. 

Senator CARPER. All right. Thank you. 
Mr. ROSENTHAL. You raise an important aspect: the benefits of 

a clinically integrated system using technology and with some care- 
coordinating capabilities within that. What we do through the 
depth and breadth of our large, clinically integrated system can 
begin to incorporate the information for our medical records so that 
all the physicians know what everyone else is doing and the infor-
mation about medications and the like is incorporated within that 
system. 

And then we take responsibility for those individuals and have 
a care-coordinating process within our operations so there is some-
one trying to be accountable for those individuals who have those 
complicated health issues. 

Senator CARPER. All right. Thanks very much. 
One of the issues that I have focused on, my staff and I have fo-

cused a great deal on with some of our colleagues, is the issue of 
obesity. And we are not getting any slimmer. And there is, I think, 
reason to believe that we are going in the wrong direction. 

But so many bad things flow from being heavily overweight. I 
was in a hospital in Dover, DE not too long ago and went into one 
of the operating rooms. They had a hoist. And I said, what is this 
for? And they said this is for people who are really heavy. And I 
said, like, how heavy? And they said one person was 700 pounds, 
800 pounds, just unbelievable stuff. 

But in terms of getting us on the right track to do a better job 
of reversing this trend, epidemic really, toward obesity, just give 
me maybe each of you one piece of advice for what we should be 
doing here at this level to help win this war. 

And, Mr. Rosenthal, do you want to go first? 
Mr. ROSENTHAL. Well, I think it actually begins at a very young 

age. I think adolescent obesity begins the whole sequence that 
brings individuals to the complicated illnesses that obesity can lead 
to. So it begins in the school, in the school health systems. 

We are very active in the school health systems. We have one of 
the largest networks of school-based health care, educating our 
young children today on eating habits, exercise. And if we can 
begin at those early ages, I think we can begin to actually stem the 
tide on obesity. 

Senator CARPER. All right, thanks. 
Mr. Lovelace? 
Mr. LOVELACE. I would certainly agree with that. And I think it 

is mostly—it is not that we do not know what to do. We know we 
should not smoke, we know we should not be 700 pounds, we know 
we should not eat cheeseburgers for breakfast, but people do it any-
way. 

So I think it is a matter of, as Mr. Rosenthal said, ingraining 
early what healthy eating and exercise are and how they fit into 
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life so it is an expectation, not something you have to learn and 
force yourself to do if you are an adult. 

Senator CARPER. Thank you. 
Dr. Schwamm? 
Dr. SCHWAMM. These are very important contributors to stroke 

risk. And stroke rates are on the rise in younger Americans now, 
shockingly and very depressingly. Avoiding a sedentary lifestyle 
and making affordable, healthy food choices available routinely is 
critical. 

A study just came out last month showing that one diet soda a 
day triples your risk of stroke and dementia. So, you know, ‘‘we are 
what we eat,’’ and we really need to be focused on healthy food. 

Senator CARPER. Thank you. 
Katherine? 
Ms. HAYES. Yes. I think education on what to eat and the impor-

tance of physical activity are absolutely important. But I think 
there are a lot of confusing messages out there in marketing. 

My mother has heart disease and diabetes and has been strug-
gling so long to keep her sugar levels low. And because she is not 
able to go upstairs and use the kitchen in our home—she lives with 
us—she was buying prepackaged meals that were convenient. And 
there is so much salt in them that she ended up in the hospital 
last week because she had too much sodium and started having 
heart problems again. 

So I would agree: making healthier foods more available and 
education. 

The CHAIRMAN. Time is up, Senator. 
Senator Thune? 
Senator THUNE. Thank you, Mr. Chairman. 
I want to thank you and Senator Wyden for holding this impor-

tant hearing. I am pleased with the progress that we have made 
so far with the bipartisan CHRONIC Care Act, and I look forward 
to continuing to work with you and the members of this committee 
on ways to further promote care coordination so that we can im-
prove outcomes for Medicare beneficiaries. 

And I also want to again recognize Senators Wicker and Schatz, 
who were here earlier, and the rest of the CONNECT for Health 
working group for teaming up to increase access to telehealth tech-
nologies. The inclusion of a number of CONNECT for Health Act 
provisions in the CHRONIC Care Act is a step toward improving 
beneficiary access to timely and effective health care. 

Dr. Schwamm, thank you for being here today. Earlier this year, 
I introduced the Furthering Access to Stroke Telemedicine, or 
FAST, Act which seeks to break down existing barriers related to 
the use of telestroke technology. 

I should say, though parts of South Dakota fall into a health pro-
fessional shortage area and may meet the geographic requirements 
that exist under the current law, you mentioned in your testimony 
that even some urban and suburban regions do not have access to 
stroke neurologists to make timely diagnoses. 

So could you talk about how geographic and originating-site re-
strictions on telehealth technology have limited access to effective, 
but time-sensitive treatments for stroke victims, both in rural and 
urban areas? 
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Dr. SCHWAMM. Yes. I think it would surprise people on the com-
mittee to know that 90 percent of the strokes in the United States 
every year are occurring outside of that coverage area. So the area 
for which Medicare has designated coverage is actually a relatively 
small geographic swath of the United States, and it is not very 
densely populated. So the places that need this treatment are not 
far from where you and I live. 

When I first started doing this work about 15 years ago, hos-
pitals 15 or 20 miles away from the Mass General Hospital in Bos-
ton were not treating with tPA because they did not have the avail-
ability of a stroke expert. 

It is very straightforward to provide the necessary information 
that you need at the bedside to make a diagnosis of stroke—review 
the brain scan, examine the patient, talk to the family, and make 
a decision with the bedside physician—with the technology we have 
available today. 

So the main barrier now is simply creating an environment 
where people feel there is no option, and stroke expertise must be 
available. This is a standard of care, and every hospital needs to 
be able to provide this basic evaluation. We would not accept the 
idea that you could come into a hospital with a heart attack and 
be told, ‘‘Gee, I am sorry, we do not have a heart expert available. 
We will just have to send you to another hospital an hour away, 
and if you do not get treatment when you arrive there because it 
is too late, you know, I am very sorry.’’ 

We have to have that same attitude toward stroke. And this 
opening up of the geographic restriction, I think, will encourage 
many more hospitals to be able to initiate these kinds of services 
which are broadly available in the U.S. and in Europe. 

Senator THUNE. In your testimony, you also noted the potential 
savings that can be found by investing in telestroke technologies 
instead of treating the last effects of stroke after the episode oc-
curs. 

What are some of the issues faced by stroke survivors who do not 
receive timely care versus those who do, as well as the costs associ-
ated with those conditions? 

Dr. SCHWAMM. Well, you know, there are huge hidden costs of 
stroke on our society. I am sure many of the members have had 
a family member who has had a stroke. Patients become disabled, 
often cannot return to live at home. Or if they do live at home, they 
often need close to 24-hour care. Loved ones, spouses, children have 
to give up working or reduce their work in order to be available 
and help take care of their loved one. 

If people need chronic care and residential care, they often go 
through all their savings first and then end up on Medicaid and 
then end up in a nursing home chronically with frequent readmis-
sions to the hospital for bedsores, for pneumonia, for urinary infec-
tions, for recurrent strokes. So it is a very, very debilitating dis-
ease. And as you know, it happens in an instant. Your life changes 
in an instant. 

The math is actually pretty simple, in the sense that we know 
that telestroke increases the use of tPA. That has been shown time 
and time again. We know that every treatment with tPA saves 
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money, because it avoids long-term disability in a substantial por-
tion of patients who receive it. 

A study back in the late 1990s estimated about $4,000 of savings 
per treated patient because of the reduced burden of this. And if 
you multiply that together with 500,000 Medicare beneficiaries who 
would be eligible for consultation if the restrictions were removed, 
you can see that savings are going to accrue. 

Now, whether they accrue to Medicare’s budget, the State budg-
ets, or to other payers, someone smarter than me will have to fig-
ure out, but it is just the right thing to do, to find a low-cost way 
of providing a treatment we know is effective and that we would 
encourage the hospital to do anyway if they had a stroke expert on 
hand. 

The cost of the telestroke consultation itself is trivial. Really 
what we are talking about is spending more money giving tPA to 
reduce long-term disability, which is the highest level of evidence 
recommendation of every major professional society. 

The CHAIRMAN. Senator, your time is up. 
Senator THUNE. Mr. Chairman, I would just mention too, I want 

to associate myself—I understand that Senator Stabenow already 
talked about the Value-Based Insurance Design model demonstra-
tion, which is some legislation that we have worked on. And so I 
would think she has covered that base already. Thank you. 

The CHAIRMAN. Well, thank you, Senator. 
Senator Cardin? 
Senator CARDIN. Thank you, Mr. Chairman. I want to thank you 

and Senator Wyden for bringing this hearing forward. And this is 
how we should be conducting our business: on a bipartisan basis 
and process. And I thank you, and I think it is going to lead to 
some good results and passage of legislation. 

I want to follow up on Senator Thune’s point on telehealth. I 
have seen it firsthand in my State in Pocomoke City, a very rural 
part of Maryland where we have a VA facility, where they do not 
have the type of specialists that you would have in most commu-
nities. So ophthalmology is performed through telehealth, and it is 
working very, very well. 

On dealing with the stroke victims, we have three programs in 
Maryland working today, one in Carroll County, Westminster, a 
rural area, working with the University of Maryland. It is working 
very well. We have a program working in Hagerstown, which is 
also working well, in conjunction with a major center. So we have 
programs in our State that are performing extremely well. 

Also incorporated in this bill is how to deal with dialysis pa-
tients. With a stroke victim, saving the costs by reducing disabil-
ities at the time of intervention is critically important. With a di-
alysis patient, it becomes a matter of cost and getting to a center 
and trying to have some degree of normalcy in your life. And to be 
able to do tele-examine so that a person can get care in their home 
can save a great deal for a family and make a person much more 
mobile. 

So my question to you is—this bill moves us forward in tele-
health. But be a little visionary. Where do you see telehealth 
going? What can we look forward to doing, and what obstacles are 
in the way? And what concerns do we have as we move more to-
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wards a telehealth system so people can get more timely and more 
cost-efficient care? 

Dr. Schwamm, if you could start, and then if others have views, 
I would be curious as to where you see us going and what we need 
to change in order to be able to accommodate this type of health 
care. 

Dr. SCHWAMM. It is one of my favorite topics, so thank you for 
the question. 

Just briefly to comment on the dialysis issue, anything we can 
do to improve convenience to access will increase the delivery of 
those services and do so at a lower cost. 

We spend a huge amount of money on ambulance transport for 
dialysis patients to and from dialysis, for example. That is another 
hidden cost that could be dramatically reduced by using telehealth 
in these circumstances. 

My hope and my vision is that 10 years from now, 15 years from 
now, we will not be calling it telehealth, we will just be calling it 
health care. There is no reason why this artificial dichotomy, this 
false dichotomy of in-person versus virtual, is going to persist. Be-
cause we do not call it mobile banking and think about it as a com-
pletely different enterprise and have separate costs and decide that 
you cannot do certain transactions. Anything you can do that way 
saves everybody money, makes it more convenient, makes it more 
desirable. 

I really think we have to examine the health-care encounter, and 
there is more than one type, deconstruct it into its individual parts, 
and reassemble them in a way that is patient-centered, not doctor- 
or hospital-centered. If we do that right, we will figure out how to 
provide better care sooner, and we will be able to intervene up-
stream before diseases manifest themselves. 

We also have to fund research to make sure that what we decide 
to do is evidence-based and not simply what feels like the flavor 
of the day or what seems most attractive to consumers. We must 
be driven in this area just the way we are in medical care in gen-
eral, which is by developing evidence and testing our hypotheses. 

We also do not want to create a new digital divide where we dis-
enfranchise a new class of vulnerable people because they do not 
have access to technology in the same way. So these are all very 
important parts of really weaving telehealth into health care. 

Mr. LOVELACE. If I could just build that out a minute, I think 
as you have heard earlier, starting with Senator Wyden’s com-
ments, the health-care system is really designed for the conven-
ience of health-care providers, not for the convenience of users. And 
this is a move, I think—this sort of customization of health care 
to make services more accessible, more convenient, more timely— 
is a movement toward a more consumer-friendly model that will 
engage people in a better way to manage their care, especially 
chronic disease care over time, with improved access to quality 
standards. 

And I think telehealth, as to Dr. Schwamm’s point, has the abil-
ity to allow for more monitoring of consistency of care and coordi-
nated standards rather than what happens behind the door. 
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Senator CARDIN. I would be interested also if you believe that in 
the reimbursement structures there are certain areas that are par-
ticularly unfriendly towards advancing technology. 

Dr. SCHWAMM. I think the restrictions on State licensure and 
some of the regulations around billing and attestations as to 
whether the physician is licensed in the location where the patient 
is living are a barrier. I think it would make a lot more sense to 
require physicians to be licensed in the State where they are ren-
dering care rather than where the patient is located. 

It is crazy that if a patient who lives in New Hampshire and sees 
me in the office in Boston every day for their care has a crisis and 
needs my help, that under the law I technically should not provide 
any medical advice to them if they call me from their home in New 
Hampshire. There is a lot of opportunity there, I think, to really 
rethink what it means to be licensed to practice medicine over tele-
health. 

Senator CARDIN. Thank you, Mr. Chairman. 
The CHAIRMAN. Well, thank you. 
Senator CARDIN. Mr. Rosenthal, did you want to respond? 
Mr. ROSENTHAL. Well, I was just going to add to what Dr. 

Schwamm said. I think in the future, technology will be evolving 
so quickly that it will become a component of our everyday life. 
And I think making sure that we understand the impact of those 
tools on the health outcomes becomes important. 

So I think the opportunities are enormous. And I appreciate the 
committee’s vision on that. 

The CHAIRMAN. Senator Bennet? 
Senator BENNET. Thank you, Mr. Chairman. And thank you and 

the ranking member for holding this important hearing and for 
your leadership over many years on chronic care issues. 

I also want to thank Senators Isakson and Warner for convening 
the chronic care working group. A lot of good work has been done 
there, and I think some thoughtful solutions about how to improve 
care for the sickest Medicare enrollees are coming to the fore now. 

Over 70 percent of health-care spending in the U.S. is linked to 
care for those with more than one chronic condition. And we have 
to improve care for those with diabetes, Parkinson’s, and heart dis-
ease. These are our loved ones who are making multiple doctor vis-
its, managing complicated instructions, and may need a caregiver 
to help with daily tasks. 

So, Mr. Lovelace, the Independence at Home Act would help im-
prove care for patients while they are in the comfort of their own 
home. It would also reduce costs. I would like to thank Senators 
Portman, Markey, and Cornyn for their leadership on this bill, 
which would make the Independence at Home demonstration a na-
tional and permanent program. 

The Independence at Home model makes it possible for different 
health-care professionals to provide access to care 24 hours a day, 
7 days a week to beneficiaries with multiple chronic conditions. 

According to CMS, the Independence at Home payment model 
saved about $3,000 per participating beneficiary. And I am pleased 
to see an extension and expansion of the act included in the 
CHRONIC Care Act. 
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If we were to go further and make this a national program, 
would programs at UPMC and those in my home State of Colorado, 
do you think, be able to serve even more chronically ill patients 
with higher quality and better, cost-effective care? 

Mr. LOVELACE. Absolutely. We are fans of Independence at Home 
as a model. We have a version not quite exactly the same as Inde-
pendence at Home that we employ in our health plan, with roving 
mobile care managers, nurses, social workers, nurse practitioners, 
who visit people on a regular basis. It provides much more ability 
to have eyes-on consistency managing chronic conditions as they 
begin to get worse rather than waiting until the emergency room. 
So we are definitely supportive of expansion of that act. 

Senator BENNET. Have you been able to measure cost savings in 
your own operation as a result? 

Mr. LOVELACE. We do not really do Independence at Home as it 
is laid out in the bill. But in terms of our own efforts, it does 
produce significant reductions in unplanned care, certainly im-
provements in adherence to medication. People go in and measure 
out your pillbox. It has costs itself; it costs money. So I think on 
the whole, it is probably, while it saves a lot of unplanned money, 
it does cost money to do. It is kind of a break-even for us at this 
point. 

Senator BENNET. Dr. Schwamm, did you have something you 
would like to add? 

Dr. SCHWAMM. Yes. You know, I just was reflecting on your com-
ment about Parkinson’s disease. And if you go to a typical neu-
rology clinic in this country and you have Parkinson’s, you will 
probably be seen once every 6 months for 30 minutes. I would 
argue being seen for 5 minutes a day once a month over those 6 
months to adjust your medications, to look for signs of worsening, 
would probably be time and money better spent and would save 
that poor family, you know, 60 to 70 hours of travel and recovery 
since the debilitating nature of the disease makes ambulation dif-
ficult. 

So there are better ways to spend even the dollars we are spend-
ing now. 

Senator BENNET. And that is actually a fascinating and very 
practical point. Why are we seeing somebody for—what are the dis-
incentives to doing it the way that you describe? 

Dr. SCHWAMM. Well, the first would be that you do not get paid. 
So the system does not get paid; the doctor does not get paid. The 
patient spends a lot of money taking the day off from work or hav-
ing a loved one come with them, driving, parking, waiting in the 
waiting room for, you know, 1 or 2 hours, not being able to see 
someone at night or at a time that is convenient for them. 

As was mentioned before, it is really doctor-centered care or 
hospital-centered care. Telemedicine, again—I think what we are 
seeing now is there is so much demand for this that we are seeing 
urgent care solutions and other things pop up in the cracks of our 
existing health-care system. But once the flood gates are open and 
we have reimbursement, I think you would see a tremendous 
amount of innovation and creativity at better meeting the needs of 
patients. 

Senator BENNET. Thank you for that. 
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The CHRONIC Care Act that we are discussing today is taking 
important steps to increase care coordination for those who have 
multiple chronic conditions. We were just talking about some exam-
ples of that. For instance, it would allow Medicare Advantage plans 
to offer supplemental benefits designed for chronically ill bene-
ficiaries, such as enhanced disease management. 

Medicare Advantage plans make sense for many seniors, as they 
align with their hospital, doctor, and prescription drug benefits. 
That is why I worked with Senator Portman on the Medicare Plus 
Act, which would enroll the top 15 percent of highest-cost Medicare 
beneficiaries into a Medicare Advantage plan or an Accountable 
Care Organization rather than a fee-for-service plan. 

The plan or ACO can work with their doctors and hospitals to 
coordinate better their services and medications. 

What do you think we should keep in mind, to anybody on the 
panel, as we continue to work on our proposal and other proposals 
here to better coordinate care for the sickest and highest-cost pa-
tients? What are some unintended consequences we should try to 
avoid? And, you know, I think that you guys actually have today 
done us a lot of good by pointing out that not enough of the health- 
care system seems to be patient-centric. It seems to be focused 
more on folks who are delivering the care. And we love the people 
who are, but really this is about the patient, having the patient not 
to have to fight the system to get the care they need when they 
need the care, so that in the end it is cheaper. 

I wonder if any of you sort of have a meta-observation about 
what we ought to keep in mind. 

Dr. SCHWAMM. I think the most important thing we have to un-
derstand when we move toward value-based purchasing and other 
measures is, what is the outcome of interest? Are we looking at 
cost? And if we say we are looking at quality, quality from whose 
perspective? Is it patient-reported outcomes and the things that 
matter most to patients? Or is it things that are just easy to meas-
ure because we can measure them in our claims data? 

So much work needs to be done to build these patient-reported 
outcome measures that are meaningful, that are medically mean-
ingful, and that can have costs tied to them so we can really mon-
itor what we are doing. 

Senator BENNET. Does anybody else—I am sorry, Mr. Chairman; 
I realize I am out of time. 

The CHAIRMAN. That is all right. If you have anybody else who 
wants to comment—— 

Mr. LOVELACE. Just a brief comment. One of the great failures 
of the health-care system, I think, is blaming the patient for failure 
of compliance. And it is much more driven by people not being able 
to comply with what is instructed or not having enough under-
standing of what is suggested or not having the wherewithal to do 
that. 

So thinking more in the ACO, MCO version of what the partner-
ship is, people who use services need to be engaged more actively 
rather than passively. So we sort of assume people will participate, 
and oftentimes, they would if they could, but they cannot. 

The CHAIRMAN. That is fine. You did fine. 
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I have to say, as chairman of this committee, this has been one 
of the best panels we have ever had. I have not asked any ques-
tions. I used to be a medical liability defense lawyer, so I have 
dealt with a number of these problems. And you folks have really 
covered this about as well as I have ever heard it covered before. 
And I just want to commend you for it. 

Now, Senator Wyden has a question that he would like to ask. 
Senator WYDEN. Thank you very much, Mr. Chairman. 
And I very much share your view with respect to this panel. I 

think that this is the Finance Committee at its best. I mean, this 
is tackling a big—— 

The CHAIRMAN. I think it is the panel at its best myself. 
Sorry, I—— 
Senator WYDEN. I was giving you the credit for bringing them. 

All right. 
Let me ask about one other issue that we have talked a lot about 

in Oregon. You touched on it, I think, just sort of collaterally, you 
know, Ms. Hayes, and that is that a big part of our challenge here 
is that a lot of these patients with multiple chronic conditions face 
challenges that probably do not fit into the, quote, ‘‘medical box,’’ 
but clearly have ramifications for their health. 

I think someone mentioned access to transportation. Certainly 
the inability to get access to good nutrition affects diabetes. 

In our part of the world, people always talk about the fact that 
you may have a patient with heart problems and it is very hot and 
very humid, and they cannot get access to an air conditioner. And 
maybe a really cheap air conditioner would save enormous sums in 
terms of the person having to be hospitalized. 

And in effect, these are conditions that might not be, quote, 
‘‘technically medical’’ but disproportionately hurt patients with 
multiple chronic conditions. 

So I think, Ms. Hayes, you were the one who touched on it. I 
think I would like to hear you just kind of describe, as we wrap 
up, what you think the role is for services that do not fit the classic 
box of being medical, but have enormous ramifications for a per-
son’s health. 

Obviously MA, the Medicare Advantage program, has tried to in-
corporate some of that. But as we wrap up what the chairman has 
correctly said has really been an exceptional panel, we are counting 
on all of you to stay with us as we try to move this across the fin-
ish line. 

I think sometimes, as I have talked to people, people have said, 
excuse me, Ron, you are going to pass a major Medicare bill in this 
kind of climate? And I said that we have put a lot of work into this. 
We have a good cross-section of the Senate represented on this 
committee. So we are going to be calling on you for your help as 
we try to get this across the finish line. 

And just to wrap up, if you would, for me, Ms. Hayes, give us 
your sense of what we ought to be doing for the long term as it re-
lates to treatment for these services that do not probably fit the 
classic box. 

You know, people always say to me, in health, the costs find cov-
erage, that this is like an aphorism. Well, that sounds like it is 
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pretty good for the provider, but it probably is not so great for the 
patient. 

What would you do for the patients in the area that we are talk-
ing about, the classic being the air conditioner for somebody who 
has a heart problem and could be helped out with modest costs? 

Ms. HAYES. I think one of the most important components of this 
legislation is that you are allowing plans or allowing reimburse-
ment models that are working under a benchmark or a capitation 
system to cover anything that is reasonably related to improving 
or maintaining health and functional status so long as it is part of 
a care plan developed by a care team. 

And this allows providers to sit down with patients, with family 
members, with their caregivers, and really talk to them about what 
they need and base their care plan on what they need rather than 
what the Medicare program covers. 

And you know, someone has suggested to me, actually one of my 
staff at one point said to me, are you telling me that you would 
allow Medicare to cover a dog-walking service? And I said, well, 
you know, if a plan working under a capitated system determines 
that it is better to bring in a dog walker for grandma on a day 
when there is 6 inches of snow on the ground to avoid a hip frac-
ture, maybe we should consider that so long as it is within that 
payment model and it is to the benefit of the plan to provide these 
services. 

Senator WYDEN. Why don’t we do this? I know Senator Warner 
has additional comments. 

Could you furnish us two or three of the models that you think 
have been particularly good at picking up on this area that I am 
talking about, the services that do not technically fit what would 
be called the medical condition? Could you just furnish that for us? 

Ms. HAYES. Yes, I will be happy to. 
Senator WYDEN. Thank you, Mr. Chairman. 
The CHAIRMAN. Well, thank you. 
Senator Warner, you will be the last one. 
Senator WARNER. Thank you, Mr. Chairman. I appreciate that 

and recognize sometimes when a member comes in after a long 
hearing—I will try not to take my whole 5 minutes, but I want to 
at least—— 

The CHAIRMAN. That will be great. [Laughter.] 
Senator WARNER. I want to start, though, by thanking you and 

the ranking member and also for the wisdom of appointing Johnny 
Isakson to serve on this effort as well. 

I think, echoing what Senator Wyden said, we have a great prod-
uct here. You know, it may not be the whole enchilada, but it is 
an area where we can find common ground. And I would commend 
both of you and commit anything I can do to assist getting it over 
the finish line. 

I believe not only in the value of this product, but the value of 
showing that even in these challenging times, this committee on 
this challenging subject can move a product. Count me 100-percent 
in in any way I can help. 

The CHAIRMAN. Thank you, Senator Warner. We appreciate that. 
Senator WARNER. Let me just very briefly, Ms. Hayes, ask two 

very brief questions. One, two parts of the bill that I particularly 
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like, having been a former Governor—and candidly I could prob-
ably get comments from everybody, but I will just go to Ms. Hayes 
on this—but the challenge with dual-eligibles and the challenge 
with folks who kind of float between Medicare and Medicaid is the 
amount of time it takes to qualify or requalify for one program 
after another. You know, we do have an appeals process, a stream-
lined appeals process for grievances, in this legislation. To my 
mind, that is a great step forward. Do you want to make a com-
ment on that? 

Ms. HAYES. Sure. I think that has been one of the major chal-
lenges of the existing financial alignment initiative demonstrations, 
because of the differences in Medicare and Medicaid laws. And I 
think that will move forward. 

One of the most promising things that has come out of this dem-
onstration is the concept of a three-way contract in which a State 
can sit down with CMS and a plan and negotiate a contract to pro-
vide services with uniform requirements between the Medicare and 
Medicaid program so you do not have patients working with—it is 
bad enough to be 78 years old and have Medicare, but to be 78 
years old and have Medicare and Medicaid when the program rules 
do not align—— 

Senator WARNER. Right. Well, that goes back to—we had those 
issues back when I was Governor. 

There is one final point I just want to raise. I mean, Senator 
Isakson and I—and he has been a great partner, again—have 
championed a long time the Care Planning Act and this whole 
question about not limiting by any means anyone’s choices, but ex-
panding choices and trying to urge families to sit down with their 
caregivers, with their religious figures, with medical personnel, and 
really just kind of think through the part of life that we are all 
going to go through. 

Increasingly, you know, we have gotten a lot of folks with lots 
of chronic illnesses who also have cognitive impairments. And one 
of the things that our bill does is introduce a GAO study to identify 
barriers to care planning that would take place, particularly for 
folks who have these chronic illnesses and chronic impairments. 

I know, again: do as I say, not as I did, because I was a relatively 
well-informed individual, I was a Governor of Virginia, but we did 
not sit down and have those conversations with my mom before it 
was too late for her to participate. 

So I think this is, again, an important step forward. I appreciate 
the chairman’s and the ranking member’s support of this provision. 
But a quick comment on that and then I will sign off. 

Ms. HAYES. Sure. And I think the way you have structured it, 
the way you have structured reimbursement, would allow a care 
team to sit down and talk to the family member. My mother was 
just discharged from the hospital, and they asked if she had a care 
plan. They gave her one going in and going out, and she was not 
educated on this and she was afraid and did not understand what 
they wanted her to do. But telling her, mom, you know, I have a 
care plan, an advanced care plan, this is really something that is 
important. And it benefits not only the patients, but their families 
who have to make such a terrible decision. 
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Senator WARNER. And I would simply close out by saying, again, 
Mr. Chairman and Ranking Member, we ought to prove the cynics 
wrong and get this legislation passed. Thank you for your great 
work. 

The CHAIRMAN. Well, thank you. And we appreciate your sup-
port. 

We really appreciate the four of you. You have been wonderful 
witnesses on what we consider to be a very, very bipartisan discus-
sion. And we intend to get this bill through. And I think you have 
made our lives a little better in getting it through because of the 
excellent testimony you have brought here today. So I just want to 
personally thank each and every one of you. 

I have not asked any questions, because I wanted everybody else 
to have the opportunity to. But I have listened carefully, and all 
I can say is, you have done a great job and you have represented 
an awful lot of wonderful people in ways that they have not been 
represented before. So we are grateful to have you here. 

And with that, we are going to recess until further notice. 
[Whereupon, at 11:48 a.m., the hearing was concluded.] 
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A P P E N D I X 

ADDITIONAL MATERIAL SUBMITTED FOR THE RECORD 

PREPARED STATEMENT OF HON. ORRIN G. HATCH, 
A U.S. SENATOR FROM UTAH 

WASHINGTON—Senate Finance Committee Chairman Orrin Hatch (R–Utah) today 
delivered the following opening statement at a hearing to examine the Creating 
High-Quality Results and Outcomes Necessary to Improve Chronic (CHRONIC) 
Care Act of 2017 and ways to improve health outcomes for patients living with 
chronic illnesses: 

I’d like to welcome everyone to this morning’s hearing on bipartisan Medicare 
policies to improve care for patients with chronic conditions. 

It was almost exactly 2 years ago today that we formed a bipartisan working 
group co-chaired by Senators Isakson and Warner to work on legislation to address 
these issues. 

That working group spent many months listening to stakeholders in the health- 
care community—both in person and through more than 850 formally submitted 
comments. 

In December of 2015, the working group released a comprehensive policy options 
document. 

In October of last year, we issued a legislative discussion draft. Soon after that, 
CMS finalized four of our policy proposals in its 2017 Medicare Physician Fee 
Schedule Rule. And, two provisions from our discussion draft were included in the 
21st Century Cures Act, which President Obama signed into law this past Decem-
ber. 

In other words, several of the working group’s policies have already been enacted, 
and we’re working to get the rest signed into law and fully implemented. 

Toward that end, we introduced the latest version of the CHRONIC Care Act— 
the bill that encompasses the working group’s proposals—in April. The legislation 
currently has 17 bipartisan cosponsors and has been endorsed by numerous organi-
zations in the health care community. 

Today’s hearing is the latest step in our efforts. The next step will come later this 
week, as we’ve noticed a markup for Thursday morning. 

I want to thank Ranking Member Wyden for his work on this matter. His passion 
for improving care for those with chronic conditions has been a driving force behind 
this effort. 

And, of course, I want to thank Senators Isakson and Warner, who have worked 
tirelessly to lead our working group. Through their efforts, the committee has not 
only learned about the burden imposed on Medicare patients living with chronic 
conditions, but also identified new policies to improve care coordination, increase 
value, and lower costs in the Medicare program without adding to the deficit. 

Today’s hearing will provide us with an opportunity to examine these policies 
more extensively so we can better understand how they will help patients and en-
able providers to improve care and produce better outcomes. 

The bill includes a number of policies that would improve care for the chronically 
ill through increased use of telehealth, by giving Medicare Advantage plans and cer-
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tain Accountable Care Organizations enhanced flexibility to target telehealth serv-
ices to Medicare patients with chronic conditions. 

Senators Schatz and Wicker have been instrumental in this particular effort and 
I am pleased to have them here with us to talk about how the CHRONIC Care Act 
advances their policy goals. 

I would be remiss if I did not also recognize the Finance Committee members who 
have joined Senator Schatz and Senator Wicker’s efforts to promote the increased 
use of telehealth services. In that regard, we appreciate the leadership of Senators 
Thune, Cardin, and Warner on these matters. 

While many stakeholders offered key advice on telehealth policy, I want to thank 
the fine institutions in Utah for their help, specifically on the ‘‘telestroke’’ policy. 
Specifically, I want to recognize Dr. Jenny Majersik and Dr. Nicholas Johnson at 
the University of Utah as well as Dr. Kevin Call with Intermountain Healthcare. 
I appreciate their willingness to share their experience and expertise using tech-
nology to promptly diagnose individuals presenting stroke symptoms, and I look for-
ward to hearing more on this particular aspect of telehealth here today. 

Of course, our bill goes beyond telehealth, making improvements for beneficiaries 
who receive care across the Medicare spectrum, including fee-for-service, Account-
able Care Organizations, and Medicare Advantage. 

We have a panel of recognized experts here before us today to discuss all of these 
issues and I want to welcome each of our distinguished witnesses. 

Obviously, I’m well aware that there are some contentious debates going on in the 
health-care space these days and there is no shortage of political and partisan 
points that people would like to make in a venue like this. However, for today’s 
hearing, I sincerely hope that we can maintain the bipartisan spirit that has driven 
our efforts on the CHRONIC Care Act. Toward that end, I respectfully ask that 
members of the committee focus their questions on the policy areas specifically ad-
dressed in the bill. 

PREPARED STATEMENT OF KATHERINE HAYES, DIRECTOR OF 
HEALTH POLICY, BIPARTISAN POLICY CENTER 

Chairman Hatch, Ranking Member Wyden, Senators Isakson and Warner, and 
members of the committee, thank you for the opportunity to discuss important pol-
icy changes that can help health-care providers and health plans improve health 
outcomes for chronically ill patients. The committee’s work in drafting the Creating 
High-Quality Results and Outcomes Necessary to Improve Chronic (CHRONIC) 
Care Act of 2017 demonstrates that bipartisanship in health care is not a thing of 
the past. These policies address the unique needs of chronically ill patients and pro-
motes patient and family-centered care. The Chronic Care Working Group’s bipar-
tisan, transparent, and deliberative process of seeking feedback and an ongoing dia-
logue with the stakeholder and patient community should serve as the model for 
smart policy development in Congress. The Bipartisan Policy Center greatly appre-
ciated the opportunity to share our input with the Working Group as part of that 
thorough process. 

Since 2007, BPC’s Health Project has worked with stakeholders including pa-
tients, health-care providers, plans, States, and Federal policymakers to develop so-
lutions that to promote better quality of care, while limiting the growth of health- 
care costs in Federal health programs. Under the leadership of the Health Project’s 
Co-Chairs, former Senate Majority Leaders Bill Frist and Tom Daschle, BPC has 
released a series of reports and policy recommendations to address acute care and 
long-term care needs of frail and chronically ill individuals. On our efforts in long- 
term care delivery and financing, former White House and Congressional Budget Of-
fice Director Alice Rivlin and former Health and Human Services Secretary and 
Governor Tommy Thompson co-chaired the efforts. 

In February 2016, BPC issued incremental recommendations on policies to im-
prove long-term care financing. Last fall, we released a report focused on better in-
tegration of Medicare and Medicaid services and supports for individuals who are 
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able at: http://avalere.com/news/avalere-issues-white-paper-on-the-management-of-high-risk- 
medicare-populati. 
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7 Ibid. 

dually eligible for Medicare and Medicaid coverage.1, 2 Last month, BPC issued a re-
port that provides recommendations to remove barriers that health plans and pro-
viders face as they seek to treat chronically ill Medicare beneficiaries.3 

CARE NEEDS OF CHRONICALLY ILL INDIVIDUALS 

Research conducted by BPC and others makes clear that the presence of chronic 
conditions, particularly when paired with functional or cognitive impairment, is a 
key driver of utilization of medical services for Medicare beneficiaries. Medicare 
data from 2015 demonstrate that the number of chronic conditions that a patient 
has is directly correlative to higher Medicare spending and rates of hospitalization— 
as the number of chronic conditions rise, so do average Medicare costs per bene-
ficiary.4 

For instance, compared to beneficiaries with fewer than four chronic conditions, 
the Medicare beneficiaries who have four or more chronic conditions: 

• Incur average annual Medicare costs that are more than five times as high; 
• Have hospital readmission rates that are twice as high; and 
• Have four times as many emergency department visits. 

The presence of functional and cognitive limitations among chronically ill bene-
ficiaries is also highly predictive of Medicare costs. Functional impairments are de-
fined by difficulty in performing activities of daily living, such as bathing or trans-
ferring to and from bed without assistance.5 Cognitive impairments can include di-
minished intellectual capacity associated with dementia or Alzheimer’s disease, 
which can present safety concerns for patients.6 Medicare patients with functional 
or cognitive impairment have expenses that are more than three times as high as 
those without functional or cognitive impairment.7 

BPC’s research indicates that there are roughly 3.6 million community-residing 
‘‘Medicare-only’’ beneficiaries (i.e., beneficiaries are not eligible for full Medicaid ben-
efits) who have three or more chronic conditions and functional or cognitive impair-
ment. In addition, there are roughly 7.5 million Medicare beneficiaries who are du-
ally eligible for full Medicaid benefits. The two populations have complex needs for 
services and social supports to address their multiple chronic conditions, frailty, and 
cognitive deficits. For dual-eligible beneficiaries, Medicaid covers many of the long- 
term services and supports (LTSS) that the beneficiary needs, but the LTSS is often 
not well integrated with medical care covered under Medicare. For frail and chron-
ically ill Medicare-only individuals, the supports and services are not covered under 
Medicare, although they could be made available if there were more flexibility and 
financial incentives for Medicare Advantage (MA) plans and health-care providers. 

POLICIES TO IMPROVE INTEGRATION OF MEDICARE AND 
MEDICAID BENEFITS FOR DUAL-ELIGIBLE INDIVIDUALS 

In its September 2016 report, BPC made several recommendations to reform 
Dual-Eligible Special Needs Plans (D–SNPs) within the MA program, and to consoli-
date regulatory authority within the Centers for Medicare and Medicaid Services 
(CMS) for policies applicable to dual-eligible beneficiaries.2 Most of these rec-
ommendations are very similar or consistent with the CHRONIC Care Act. 
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Specifically, among other recommended policies in the report, we recommended: 
• Permanently reauthorizing D–SNPs, but requiring that D–SNPs integrate 

clinical health services, behavioral health, and LTSS by January 1, 2020; 
• Authorizing CMS to align the Medicare and Medicaid grievance and appeals 

processes for D–SNPs in a manner that benefits the dual-eligible individual; 
and 

• Consolidating regulatory authority for reimbursement structures serving 
dual-eligible beneficiaries into a single office or center within CMS, such as 
the Medicare-Medicaid Coordination Office. 

These changes will break down the financial siloes between Medicare and 
Medicaid-covered services to allow for an integrated approach to meeting a D–SNP 
enrollee’s medical needs and LTSS needs, while also making the navigation of bene-
fits more manageable for D–SNP enrollees. The CHRONIC Care Act’s policy provi-
sion to make the Medicare-Medicaid Coordination Office the central contact point 
for aligning Medicare’s Federal grievance and appeals processes with the cor-
responding processes of State Medicaid programs would minimize conflicting overlap 
between the two programs. 

These three policy changes—when combined with other BPC recommendations for 
improving three-way contracting models for the delivery of Medicare and Medicaid 
benefits—can enhance the ability of health plans and providers to meet the medical 
and non-medical needs for dual-eligible beneficiaries. By financially and clinically 
integrating Medicare-covered services with Medicaid social support and LTSS bene-
fits, we can improve health outcomes of dual-eligible beneficiaries through a reduc-
tion in avoidable hospitalizations, emergency department visits, and hospital re-
admissions, particularly for patients with complex chronic conditions, as shown in 
a recent report examining the Senior Health Options program in Minnesota.8 

POLICIES TO BREAK DOWN BARRIERS TO INTEGRATING SOCIAL SUPPORTS IN CARE 
MODELS SERVING MEDICARE-ONLY BENEFICIARIES WITH CHRONIC ILLNESSES 

As a part of an April 2017 report, BPC recommended policies designed to improve 
the ability of MA plans, Accountable Care Organizations (ACOs), and other alter-
native payment model (APM) participants to furnish and finance valuable non- 
Medicare-covered supports and services for frail and chronically ill Medicare-only 
patients.3 

Among other recommendations, BPC recommended the following policy changes 
that are very similar to changes proposed under the CHRONIC Care Act: 

• Modifying the MA ‘‘uniform benefit requirement’’ to allow MA plans to target 
non-Medicare-covered social supports, as MA supplemental benefits, to cer-
tain high-need, high-cost Medicare-only enrollees with chronic conditions; 

• Allowing MA plans that target non-Medicare-covered supports to chronically 
ill enrollees to have an exemption from the MA program rules that limit the 
coverage of supplemental benefits to only those services and items that are 
‘‘primarily health-related’’; and 

• Establishing a prospective voluntary enrollment process in the Medicare 
Shared Savings Program (MSSP) for ACOs, through which beneficiaries can 
actively choose to have their care and spending attributed to a specific ACO. 

These policy changes and others included in BPC’s April 2017 policy recommenda-
tions can help to modernize the Medicare program in response to evidence showing 
that non-Medicare-covered supports can play a critical role in improving health out-
comes.3 A growing body of research demonstrates that the provision of non-medical 
social supports and services, which are not covered under the traditional Medicare 
benefit, can reduce hospitalizations, emergency department visits, and other expen-
sive acute care episodes when the supports are targeted to frail and chronically ill 
patients. Examples include non-emergency transportation to medical appointments 
for frail individuals or home delivery of nutritious, low-sodium and low-sugar meals 
for patients with congestive heart failure, diabetes, and other chronic conditions. In 
pilot programs tested in the community, the provision of these targeted non-medical 
supports resulted in as high as a 27 percent reduction in medical costs and signifi-
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cant reductions in avoidable hospitalizations.9 Other interventions, such as minor 
home modifications to reduce the risk of falls,10 or targeted case management to 
help coordinate a patient’s medical and social support needs, have also been shown 
to improve health outcomes.11 

Despite the clear value of many non-Medicare-covered social supports in reducing 
the risk of avoidable Medicare expenses, the Medicare program has established reg-
ulatory and payment policy barriers that limit the ability of MA plans, ACOs, and 
other APM participants to integrate non-Medicare-covered supports into their care 
models for high-need, high-cost Medicare-only patients. If a health plan or provider 
organization is accountable for the quality of care provided to a beneficiary popu-
lation and is accepting financial risk by working within a spending benchmark, the 
Medicare program should provide flexibility to allow the MA plans and providers 
that meet quality thresholds to furnish non-Medicare-covered supports in a targeted 
way to frail and chronically ill Medicare-only beneficiaries, as a part of a person- 
and family-centered care plan for frail chronically ill Medicare-only patients. Our re-
cent work and policy recommendations from the April 2017 report make clear that 
with these flexibilities, the MA plans, ACOs, and other providers could make these 
non-Medicare-covered supports available to targeted beneficiaries in a manner that 
does not add new costs to the Medicare program. 
Medicare Advantage Policies 

In the MA program, there are two principal regulatory barriers that prevent MA 
plans from financing high-value non-Medicare-covered social supports for targeted 
groups of chronically ill enrollees. First, the Social Security Act requires that if an 
MA plan offers a supplemental benefit that is financed through MA rebate dollars, 
the MA plan must offer that supplemental benefit to all enrollees—and may not, 
in most cases, target the supplemental benefit to subsets of enrollees who meet eli-
gibility criteria. Second, MA program regulations and guidance require that supple-
mental benefits must be ‘‘primarily health-related’’—a distinction that often leads to 
uncertainty for plans seeking to offer non-Medicare-covered social supports as sup-
plemental benefits. These regulations and guidance policies also place specific re-
strictions on the ability of MA plans to offer certain types of supplemental benefits, 
such as a durational limitation on the offer of in-home meal delivery and a limita-
tion on the availability of minor home modification benefits to only include shower 
and bathroom-related modifications. In combination, these two policy barriers can 
often prevent MA plans from tailoring supplemental benefit offerings to meet the 
needs of the specific chronically ill enrollee. 

BPC conducted an analysis of the projected costs of offering an illustrative set of 
non-Medicare-covered social supports to Medicare-only MA enrollees who resided in 
the community and had three or more chronic conditions and functional or cognitive 
impairment. BPC’s recommendations aim to provide the flexibility for patients to re-
ceive non-Medicare-covered supports and services as part of a care plan developed 
by providers and care teams in consultation with patients and their families. For 
this population, BPC recommended allowing coverage of ‘‘any item or service reason-
ably related to improving or maintaining health or functional status, if the services 
are part of that care plan. To facilitate estimating costs of providing these types of 
services and supports, we projected the costs of in-home meal delivery, non- 
emergency medical transportation, minor home modifications, and targeted case 
management services. 

The analysis suggests that if the uniform benefit requirement were waived, in 
conjunction with flexibility on the ‘‘primarily health-related’’ benefit requirement, 
MA plans could offer the four illustrative non-Medicare-covered supports—to chron-
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ically ill enrollees who meet the criteria—as supplemental benefits within current 
budgets that do not require additional Medicare spending. BPC’s analysis indicates 
that if the four non-covered supports were targeted to chronically ill enrollees and 
the costs of providing those services were spread across the entire enrollee popu-
lation, MA plans could provide those four supports for merely $5 per member per 
month. If the provision of these non-Medicare-covered social supports reduced hos-
pitalizations, emergency department visits, and other Medicare spending for the tar-
geted group of enrollees, there is also a potential for savings. 

Accountable Care Organization Policies 
Many ACOs report that the lack of a voluntary enrollment pathway for bene-

ficiaries contributes to significant year-to-year fluctuations in the makeup on an 
ACO’s attributed beneficiary population (for whom the ACO is assuming financial 
risk), while simultaneously impeding improved patient engagement in the care proc-
ess by beneficiaries who ultimately are attributed to the ACO. While the Next Gen-
eration ACO demonstration includes a voluntary enrollment option, voluntary en-
rollment is not currently available for most ACOs operating in the MSSP. This prob-
lem not only inhibits the ability of ACOs to better coordinate the delivery of 
Medicare-covered services that a beneficiary receives, but also provides a strong dis-
incentive for ACOs to invest in non-Medicare-covered supports for attributed bene-
ficiaries with chronic conditions and frailty. While providing these non-covered sup-
ports and services can improve health outcomes over the long-term, beneficiaries 
may not be attributed to the ACO year after year. When a beneficiary is aware that 
he or she is being cared for under an ACO arrangement and actively selects that 
ACO, there is greater potential for coordination between the patient and the care 
team. For these reasons, BPC recommended that CMS establish a voluntary enroll-
ment option for all ACOs, in a manner similar to the proposal included in the 
CHRONIC Care Act. 

Other Policy Options for Both MA Plans and ACOs 
In addition to the policies included in the CHRONIC Care Act, BPC also rec-

ommended policies that could improve financial incentives for both MA plans and 
ACOs to provide non-Medicare-covered supports to their enrolled or attributed bene-
ficiaries. These recommendations could be addressed by CMS, without additional 
statutory changes from Congress, and could augment the great work of the com-
mittee on the CHRONIC Care Act. The recommendations are also similar to options 
that the committee included in its Chronic Care Working Group Options Paper. 
Among other options, BPC recommended that CMS test the potential for incor-
porating a frailty adjustment factor into the Medicare risk adjustment model that 
is used for the MA and ACO programs. Such a frailty factor could address signifi-
cant under-prediction of the actual medical expenses of the highest cost bene-
ficiaries, while also better accounting for the costs of beneficiaries with functional 
impairment. With more accurate risk adjustments for frail patients, MA plans and 
ACOs would have greater incentive to integrate non-Medicare-covered supports into 
care models for chronically ill beneficiaries. BPC also recommended that CMS exam-
ine options for adding a new quality measure to the MA and ACO quality measure-
ment programs that would assess the extent to which the MA plan or ACO actively 
integrates non-Medicare-covered supports into the care model for chronically ill 
beneficiaries. Given that MA quality bonuses and higher ACO sharing rates are tied 
to quality measure performance, MA plans and ACOs could have a strong incentive 
to incorporate non-Medicare-covered supports into their care models, in response to 
the new quality measure. If done well, this could also remove incentives for plans 
to avoid the sickest beneficiaries. 

CONCLUSION 

BPC applauds the hard work that the committee and its Chronic Care Working 
Group have taken to develop thoughtful bipartisan legislation to better address the 
needs of Medicare beneficiaries with complex chronic conditions. Through the policy 
changes included in the CHRONIC Care Act, many frail and chronically ill Medicare 
patients could benefit from improved care coordination, access to care in the home 
and community setting, and availability of non-Medicare-covered social supports. We 
appreciate the opportunity to continue to work with the committee in confronting 
the health care delivery system challenges facing this vulnerable population. 
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PREPARED STATEMENT OF JOHN G. LOVELACE, PRESIDENT, GOVERNMENT PROGRAMS 
AND INDIVIDUAL ADVANTAGE; AND PRESIDENT, UPMC FOR YOU, UPMC INSURANCE 
SERVICES DIVISION, UPMC HEALTH PLAN, UNIVERSITY OF PITTSBURGH MEDICAL 
CENTER 

Chairman Hatch, Ranking Member Wyden, Senator Casey, Senator Toomey, and 
members of the committee, on behalf of UPMC Health Plan and the over 3 million 
people we serve, primarily Pennsylvanians, thank you for the opportunity to testify 
today on S. 870, the Creating High-Quality Results and Outcomes Necessary to Im-
prove Chronic (CHRONIC) Care Act of 2017. We are proud to support this legisla-
tion and grateful for the opportunity to discuss the critical issues of care coordina-
tion and improved health-care services for Medicare beneficiaries with chronic care 
needs. 

By way of background, UPMC Health Plan and the integrated companies of the 
UPMC Insurance Services Division (collectively, ‘‘UPMC’’) are pleased to submit the 
following comments on Medicare policies that improve care for patients with chronic 
conditions, including those advanced by the Creating High-Quality Results and Out-
comes Necessary to Improve Chronic (CHRONIC) Care Act of 2017 (S. 870). 

UPMC Health Plan and the UPMC Insurance Services Division are part of the 
University of Pittsburgh Medical Center health system (the ‘‘UPMC System’’), an In-
tegrated Delivery and Financing System (IDFS) that combines comprehensive 
provider-led clinical practice with a value-driven payer model to align payer- 
provider financial incentives and promote higher quality outcomes for patients. The 
UPMC System includes more than 25 hospitals, 600 affiliated physician and out-
patient office sites, 3,600 employed physicians, and international clinical partner-
ships in 12 countries. UPMC System hospitals were recently named to the U.S. 
News and World Report Honor Roll of America’s Best Hospitals, and are ranked na-
tionally in 15 specialties. The UPMC System is also closely affiliated with the Uni-
versity of Pittsburgh, which has been among the top 10 recipients of National Insti-
tutes of Health research funding since 1998; in collaboration with the University’s 
Schools of Health Sciences, the UPMC System provides ongoing education and 
training to nearly 1,800 medical residents and clinical fellows, as well as an average 
of 500 nurses per academic semester. 

UPMC is pleased to offer a full range of commercial individual and group health 
insurance, Medicare Advantage (MA), Medicare Special Needs Plans (SNP), CHIP, 
Medicaid, behavioral health, dental, vision, employee assistance and workers’ com-
pensation coverage products. Our MA plan, UPMC for Life, serves approximately 
160,000 members combined through the MA Part C/D and SNP programs. Through 
our Medicaid managed care organization, UPMC for You, we provide coverage to 
more than 400,000 enrollees across 40 Pennsylvania counties, and our behavioral 
health managed care organization, Community Care Behavioral Health, manages 
mental health and substance abuse services for almost 1 million Medical Assistance 
enrollees in Pennsylvania. In January 2018, UPMC will expand its portfolio to in-
clude Pennsylvania’s Community HealthChoices, a Managed Long-Term Services 
and Supports (MLTSS) program that is expected to serve more than 360,000 indi-
viduals who are disabled, placed in nursing homes, or dually eligible for Medicare 
and Medicaid. We will be rolling this program out across Pennsylvania through 
2018 and will complete that roll out in 2019. Since beginning operations in 1996, 
UPMC’s Insurance Services division has been recognized multiple times for its dedi-
cation to quality and the provision of outstanding customer services across its prod-
uct lines, which collectively provide commercial or government programs coverage 
to more than 3 million members. 

We thank Chairman Hatch, Ranking Member Wyden, and all the members of the 
Senate Committee on Finance (the committee) for the opportunity to comment on 
ways in which the Medicare program can improve care for patients with chronic ill-
ness. We applaud the Chronic Care Working Group’s ongoing efforts to improve the 
quality and integrity of the Medicare program for those beneficiaries living with 
chronic conditions, and support the recent re-introduction of the CHRONIC Care 
Act in furtherance of those efforts. We previously submitted comments in response 
to the Working Group’s 2015 chronic care ‘‘Policy Options’’ document (see January 
29, 2016 letter), and we sincerely thank the Working Group for both their consider-
ation of our input and their continued dedication to solving the challenges of serving 
chronically ill Medicare beneficiaries. We share the committee’s belief that better 
care coordination, appropriately tailored and aligned incentives, and new and inno-
vative policies designed to improve overall care delivery, manage costs, and foster 
improved outcomes will positively impact both Medicare beneficiaries and our Na-
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tion’s efforts to responsibly control the ever-escalating cost of medical care. It is with 
this support and shared belief in mind that we respectfully offer for the committee’s 
consideration the following comments. 

I. PERMANENT AUTHORIZATION FOR MEDICARE SPECIAL NEEDS PLANS 

Since their creation in 2003, Special Needs Plans (SNPs) have grown significantly 
and now provide targeted coverage and support to more than 2 million of the most 
vulnerable Medicare beneficiaries. While SNPs were originally established on a tem-
porary basis, Congress has repeatedly recognized the value of SNPs as part of the 
Medicare program, and has consistently found cause to extend authorization for 
SNPs over the past 14 years; today, there are more than 500 SNPs operating na-
tionwide. The story of SNPs is one of success for both the Medicare program and 
the beneficiaries it serves, and the fundamentally individualized nature of SNP cov-
erage means that every beneficiary enrolling in the program is likely to receive bet-
ter tailored and more coordinated services than he or she would otherwise have in 
fee-for-service Medicare or the broader Medicare Advantage program. UPMC has 
long been committed to serving beneficiaries in Special Needs Plans (SNPs) by offer-
ing high quality, cost-effective SNP products that place a strong emphasis on care 
management and service coordination. UPMC currently provides coverage to more 
than 22,000 dually eligible Medicare members through UPMC for Life Dual, among 
the largest stand-alone 4-Star dual eligible SNPs (D–SNP) in the Nation and the 
17th largest D–SNP overall. We remain committed to continue serving the vulner-
able SNP population, and we thank the sponsors of the CHRONIC Care Act for once 
again recognizing the critical importance and value of the SNP program. 

Section 201 of the CHRONIC Care Act would permanently authorize I–SNPs, D– 
SNPs, and C–SNPs, and would impose certain additional conditions on SNP con-
tracts to promote service integration and improve coordination. We enthusiastically 
support the permanent authorization of SNPs. Plans and States, and by extension 
beneficiaries, rely upon the continued availability of SNPs when planning for their 
future. States are particularly sensitive to uncertainty in funding or authorization 
for SNPs; the program integration that is necessary to truly realize the value and 
effectiveness of SNPs requires significant administrative effort and long-term invest-
ment in Medicare-Medicaid coordinating activities. Faced with uncertainty regard-
ing continued authorization, some States undoubtedly place otherwise promising in-
tegration initiatives on the shelf for fear that they invest limited resources into con-
structs or models that could be invalidated in a few short years. The elimination 
of the historic uncertainty surrounding continued SNP authorization will improve 
stakeholder confidence, materially reduce the need for contingency planning, and is 
likely to encourage additional State activity and innovation related to Medicare- 
Medicaid integration; each of these results will further the ability of SNPs to reli-
ably serve Medicare’s most vulnerable beneficiaries now and in the future. 

Equally important is that the CHRONIC Care Act takes a thoughtful and 
forward-looking approach to this significant policy change: the Act both establishes 
future requirements to promote integration and provides flexibility to recognize that 
not all States may take the same approach, or move at the same pace, toward full 
integration of regulatory, financial, and delivery system structures between Medi-
care and Medicaid. We believe that both aspects of the Act’s SNP authorization are 
important to ensure the continued quality and evolution of SNPs, while still pro-
viding States and Plans with the tools necessary to continue innovating for the ben-
efit of SNP-eligible beneficiaries. We urge all members of Congress to support this 
policy as part of the CHRONIC Care Act. 

II. OPPORTUNITIES TO FURTHER ENHANCE THE DELIVERY OF HOME- AND 
COMMUNITY-BASED SERVICES THROUGH SNPS 

The provision and coordination of effective, high-quality medical care for seniors 
with multiple chronic conditions is increasingly complex and costly. While many 
beneficiaries with chronic conditions may be able to avoid or delay nursing home 
placement with appropriate home- and community-based services and supports 
(HCBS), coverage of these services has historically been limited. Over time, stake-
holders have increasingly identified the positive outcomes associated with appro-
priate care delivered at home rather than in an institutional setting, and we appre-
ciate the committee’s shared recognition of this premise. Promising programs like 
the Independence at Home (IAH) demonstration evince an important public commit-
ment to pursue the potential savings and quality improvements that can be realized 
through the delivery of tailored, team-based primary care to beneficiaries in their 
homes. 
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III. EXPANDING SUPPLEMENTAL BENEFITS 

The clinical practice of medicine is constantly evolving. This is true not only be-
cause of advances in clinical practice and technology, but also because medical 
science is increasingly recognizing that a ‘‘one size fits all’’ approach to medicine is 
not the most efficient method for delivering effective care. Similarly, our under-
standing of overall health, and how socioeconomic factors contribute to an individ-
ual’s health in both positive and negative ways, continues to evolve and change. 
While clinical practice increasingly incorporates tailored or individualized care, the 
current capacity of our health-care system to address social determinants of health 
is somewhat limited; this is often true even where an individual’s providers, advo-
cates, and payers agree about the adverse health effects of a patient’s barriers to 
things like food, clothing, transportation, and social support. A prerequisite to effec-
tively overcoming these barriers for Medicare beneficiaries is the implementation of 
a financing structure that not only makes appropriate services available (some of 
these services are available through community and social service agencies today), 
but that actually makes them accessible for beneficiaries, whether through addi-
tional administrative coordination or through ‘‘linking’’ services like transportation 
and communication. Historically, Medicare’s flexibility to address these issues has 
been constrained primarily by the program’s ‘‘uniformity’’ requirement, which limits 
the ability of MA and SNP plans to offer beneficiaries tailored support services ex-
cept where those services are made available to all members. Important initiatives 
like the CMS Value-Based Insurance Design (VBID) Model are beginning to incor-
porate more benefit flexibility regarding uniformity requirements, but we believe 
that there is still a significant opportunity to advance the concept of targeted, non- 
traditional services and supports for the benefit of a broader MA population. 

We applaud the committee’s Chronic Care Working Group for formally recognizing 
one such opportunity in its 2015 ‘‘Options Paper,’’ and we support the adoption of 
supplemental benefit flexibility as provided by section 302 of the CHRONIC Care 
Act. This provision of the Act offers tremendous potential to positively impact not 
only the lives and overall health of chronically ill MA beneficiaries, but also long- 
term expenditures in the MA program, particularly with respect to avoidable acute 
care. The act’s approach to expanding allowable supplemental benefits for chron-
ically ill MA beneficiaries provides critical authority for CMS to establish the details 
of implementation within well-considered statutory guidelines; it will promote a col-
laborative approach between CMS, MA plans, and other stakeholders. The Act’s im-
plementation date of 2020 provides for an appropriate implementation schedule, and 
it will likely allow implementation to be informed by early results from the current 
VBID Model demonstration. We look forward to working with CMS on this impor-
tant initiative following the CHRONIC Care Act’s enactment. 

The CHRONIC Care Act’s expansion of supplemental benefits is a significant step 
forward for the MA program, and we hope that CMS will continue to work with MA 
plans and stakeholders to provide maximal flexibility related to the provision of 
unique supplemental benefits as part of a beneficiary’s individualized health-care 
plan. While a risk-bearing ACO or MA plan today has financial incentives to effi-
ciently and effectively manage a beneficiary’s care, current Medicare rules create 
marked gaps in the ability of these entities to address social determinants of health 
that may be significantly contributing to a beneficiary’s health and care utilization. 
For example, a beneficiary suffering from COPD might repeatedly present to the 
emergency department for breathing difficulty during the summer. After exhausting 
medication and other clinical interventions, the beneficiary’s primary care team or 
care manager might reasonably conclude that the most effective intervention is in 
fact a window air conditioning unit. While we recognize that this type of purchase 
is well outside the boundaries of traditional Medicare program reimbursement, the 
use of a risk bearing entity’s rebate dollars in this scenario would be money well 
spent in support of beneficiary health and a reduction in emergency department uti-
lization. We believe that this level of flexibility is appropriately balanced with CMS 
authority to adopt this approach exclusively in the future for risk-bearing entities 
without altering the existing MA bid structure, ACO cost methodology, fee-for- 
service reimbursement rules, or approved supplemental benefits. This approach 
would allow the agency to collaborate with stakeholders and ensure that such flexi-
bility is carefully implemented, subject to appropriate measurements of success, and 
designed in a manner that will only reduce, not increase, Medicare program costs. 

IV. TELEHEALTH SERVICES 

There is growing recognition among stakeholders that telehealth services have the 
potential to not only add convenience and increase patient access to care, but also 
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to improve the overall quality of care, reduce delivery system inefficiencies, increase 
patient adherence and engagement, and ultimately reduce long-term costs in the 
Medicare program. Unfortunately, current law (SSA section 1834(m)) narrowly lim-
its the types of services for which the Medicare program will provide reimburse-
ment. Even in the MA program, plans are disincentivized from offering telehealth 
services because they must either be paid for through rebate dollars or incorporated 
into an additional enrollee premium charge. Critical to any consideration of tele-
health reimbursement in Medicare is the growing recognition of telehealth as a 
service setting or modality rather than a distinct service; patients access telehealth 
services in place of, rather than as a supplement to, similar face-to-face care. A 2014 
analysis of UPMC’s e-visit program, Anywhere Care, found no evidence that e-visits 
or other telehealth initiatives were additive to UPMC Health Plan members’ care 
costs; in fact, data indicated that members who utilized an e-visit had a lower over-
all cost of care for the conditions treated than members who sought the same care 
in an emergency room, urgent care center, primary care office, or retail clinic. While 
we understand the caution with which policymakers have to date viewed changes 
in law that are necessary for broader Medicare coverage of telehealth, we applaud 
the Working Group and the sponsors of the CHRONIC Care Act for recognizing the 
positive impact that telehealth is likely to have for Medicare beneficiaries. 

With more than 20 distinct telehealth services available through UPMC providers, 
UPMC has and continues to be an ardent supporter of developing and utilizing inno-
vative telehealth and remote monitoring technologies. Our current services include 
tele-primary care, tele-stroke, tele-dermatology, tele-psychiatry, tele-cardiology, re-
mote specialty consultation, and both pre- and post-surgical care, among others. The 
availability of these services allows UPMC to rapidly deliver world class specialty 
care and comprehensive consultations to rural patients who may be several hours 
from the nearest specialty practice or clinic, nursing home residents who do not 
have 24/7 access to many types of care, and chronically ill patients living in home- 
and community-based settings for whom physical travel is often costly, complicated, 
and burdensome. 

As an example, consider a medically complex rural nursing home resident with 
CHF and diabetes who is in need of a sophisticated gastrointestinal surgical proce-
dure. Without access to telehealth services, this patient would likely spend a full 
day traveling to a major metro area for a pre-surgical consultation. Her trip will 
likely be coordinated with those of other residents, all of whom will spend hours on 
highways or in waiting rooms while trying not to significantly deviate from the nec-
essary routine of their medication regime or blood sugar testing. A month later, she 
would repeat the process for her scheduled surgery. In the following weeks, she 
would spend at least another 2 full days traveling back and forth for follow-up care. 
This scenario is disruptive to the patient, increases the risk of complications due 
to the stress of extended post-surgical travel, and includes significant secondary 
costs for travel and associated patient support. By contrast, effective use of pre- and 
post-surgical telehealth services could have limited the patient to a single trip for 
surgery. In this way, telehealth can not only reduce the total cost of care, but also 
makes care like surgical procedures less disruptive, and in many ways less stressful, 
for patients. In addition to post-surgical follow-up care, UPMC’s remote monitoring 
program tracks chronically ill patients who have been identified as ‘‘high risk’’ for 
inpatient readmissions. By example, the system tracks blood oxygen levels and 
blood pressure of patients with congestive heart failure (CHF) to facilitate rapid out-
reach and intervention in the event of any concerning clinical data. In 2014, the pro-
gram reduced 30-day readmission rates for participating CHF patients by 7 percent 
when compared to non-participating CHF patients. 

While UPMC and others have successfully implemented a host of telehealth serv-
ices to support patients’ physical health, the increased patient access associated 
with telehealth may be even more significant for mental and behavioral health 
issues, which disproportionately impact Medicaid-eligible members (and by exten-
sion, dual-eligibles) who face additional structural and socioeconomic barriers to ac-
cessing care. UPMC’s behavioral health managed care organization, Community 
Care Behavioral Health, recently implemented a pilot program to provide telepsychi-
atry services for Medicaid members in rural Pennsylvania. This program resulted 
in a 25% improvement for 30-day patient engagement, and a significant reduction 
in inpatient readmission rates for those patients who were able to access a tele-
psychiatry resource. Given the positive implications for quality and cost savings that 
we have seen through this and other telehealth initiatives, we believe that broader, 
more flexible reimbursement policies for telehealth have real promise to improve 
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overall care costs, quality of care, and patient satisfaction across a range of both 
physical and behavioral health services. 

We appreciate the Working Group’s insightful recognition of telehealth’s potential 
in their 2015 Policy Options document, and are encouraged by the inclusion of ex-
panded telehealth services for Medicare Advantage as provided for by the CHRON-
IC Care Act. We support adoption of the act’s telehealth provisions, and we look for-
ward to continuing to work with the committee and with CMS to identify additional 
opportunities to employ cost-effective telehealth interventions in the future. 

V. VALUE-BASED INSURANCE DESIGN 

As you are aware, UPMC Health Plan is currently participating in the CMS Inno-
vation Center’s VBID Model. The nuances of VBID implementation may vary among 
participating plans, but the Model is fundamentally designed to leverage cost- 
sharing and other plan design elements in order to encourage enrollees’ use of high- 
value clinical services. UPMC Health Plan has extensive experience implementing 
value-based and consumer-driven plan designs in commercial employer group cov-
erage. Our experience with this approach in the commercial insurance market over 
a number of years has been positive, and our data from that experience dem-
onstrates that a thoughtful combination of incentives and enrollee engagement ef-
forts can be combined to produce meaningful cost savings. We are excited to partner 
with CMS in evaluating the expected positive impact of VBID for Medicare bene-
ficiaries, and we look forward to continued collaboration as the Model demonstration 
period continues. 

The VBID Model is currently operating in seven States, with three State expan-
sion scheduled for 2018. Section 301 of the CHRONIC Care Act would expand the 
Model to every State by 2020. As stated above, we believe that the VBID Model 
holds significant promise of positive results in Medicare. We appreciate that the 
committee and the act’s sponsors share our belief in the potential of VBID, and we 
support the act’s proposed expansion thereof. During the demonstration period, we 
will collectively have an opportunity to learn from this innovative initiative and to 
modify guidelines based on these findings. 

VI. CONCLUSION 

We again thank the Senate Finance Committee and the members of the Chronic 
Care Working Group for this opportunity and their consideration of their comments. 
We salute the committee’s continued pursuit of meaningful, cost-effective solutions 
designed to improve the Medicare program for beneficiaries with chronic conditions. 
We would be pleased to engage in further dialogue on this important topic and to 
provide additional information or data on our foregoing statements to support the 
committee’s efforts in this regard. We look forward to continued collaboration in the 
future. 

PREPARED STATEMENT OF STEPHEN ROSENTHAL, SENIOR VICE PRESIDENT FOR 
POPULATION HEALTH MANAGEMENT, MONTEFIORE HEALTH SYSTEM 

Thank you, Mr. Chairman and members of the committee. 
My name is Stephen Rosenthal. I am senior vice president for population health 

management of Montefiore Health System and the chief operating officer of the 
Montefiore Accountable Care Organization. 

I appreciate this opportunity to discuss solutions to one of the most vexing prob-
lems facing the Nation’s health system: how to effectively and efficiently care for 
the growing numbers of Americans who suffer from chronic conditions. I commend 
the committee for its unrelenting focus on this topic. 

Montefiore Health System is a premier academic health system and the Univer-
sity Hospital for Albert Einstein College of Medicine. We serve the 3.1 million peo-
ple living in the New York City region and the Hudson Valley, a combination of 
rural, urban, and suburban communities. Approximately 80 percent of the patients 
discharged from our hospitals are enrolled in Medicare, Medicaid, or both programs, 
or are uninsured. The Health System includes 11 inpatient hospitals and more than 
200 outpatient sites, including a rehabilitation hospital, a State of the art surgical/ 
specialty center campus ‘‘hospital without beds,’’ a multi-county ambulatory net-
work, a skilled nursing facility, a school of nursing, two home health agencies and 
New York State’s first freestanding emergency department. With our new member 
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and affiliate locations in Westchester, Rockland, and Orange counties, our regional 
integrated delivery system focuses on delivering patients highly specialized clinical 
expertise close to their home. 

Our model is unique among our colleagues in that we have for many years com-
bined nationally recognized clinical excellence with accountable, value-based care 
that is delivered where, when and how patients need it most. 

Montefiore has deep roots in treating chronic disease, dating back to our founding 
in 1884 by Jewish philanthropists as a care facility for patients with chronic ill-
nesses. Today, we are one of the largest health systems in the country, and we have 
more than 400,000 patients in risk arrangements across Medicare, Medicaid, and 
commercial insurance. We take a great deal of pride in the role we play as a na-
tional leader in the movement toward value-based care, and in sharing our journey 
and learnings with colleagues and policymakers. 

As early as 1995, Montefiore’s leadership recognized the need for transformational 
change in a health-care delivery system serving a preponderance of government pro-
gram beneficiaries and formed the Montefiore Independent Practice Association 
(MIPA) to enable it to negotiate value-based contracts with health plans. An IPA 
is similar to an ACO. It is an organized group of providers, with its own governing 
body, that come together as an integrated network focused on improving the quality 
of care for individuals and a population while lowering costs. 

A year later, CMO, Montefiore Care Management (CMO) was formed to provide 
the infrastructure to manage the care of the patients covered by those contracts. Be-
fore the term was widely used, we employed a population health management ap-
proach, focusing on identifying and stratifying the at-risk population—primarily 
those with chronic conditions—and engaging them with targeted care management 
interventions. 

More than a year before the passage of the Patient Protection and Affordable Care 
Act, Montefiore’s president and CEO, Dr. Steven M. Safyer, long an outspoken advo-
cate for accountable care, established a high-level planning group in anticipation of 
Federal, State, and private payer opportunities focused on population health man-
agement. 

Montefiore was one of 10 organizations that participated in NCQA’s beta testing 
of its accountable care organization accreditation standards and processes, and we 
eagerly applied to become a Pioneer Model ACO when that initiative was announced 
by CMS in 2011. The Pioneer ACO program, established as part of the Affordable 
Care Act, was a catalyst for the expansion of ACO and risk-based programs. It also 
allowed us to create aggregate-level population health interventions for the Medi-
care fee-for-service population. As one of the original 32 Pioneers, we have achieved 
overall savings for Medicare of nearly $70 million out of a total cost of care of more 
than $2.2 billion. We are now participating in the Next Generation ACO program 
with 55,000 beneficiaries, and we are optimistic that we will continue to achieve 
savings for Medicare and reinvest our share of those savings in our delivery system. 

When we applied to become a Pioneer ACO, Montefiore was a four-hospital sys-
tem serving primarily Bronx County, one of the Nation’s poorest and most dis-
proportionately disease-burdened counties. Today, the Montefiore ACO’s network in-
cludes 13 hospitals and three federally qualified health centers and extends to the 
whole of New York City and to Westchester, Rockland, Orange, and Sullivan coun-
ties in New York State’s Hudson Valley, beyond the Montefiore Health System 
itself, in fact. The network comprises more than 3,800 primary care and specialty 
physicians, almost 30% of whom are in private practices in their communities. 

Yet it is our decades-long experience providing care for the 1.4 million residents 
of the Bronx, 75% of whom receive their health-care services through the Medicare 
and Medicaid programs, that gave us the expertise to successfully manage the care 
of the beneficiaries attributed to our ACO. 

In addition to being the Nation’s poorest urban county (almost one-third of its 
residents live in families with incomes below the Federal poverty line), the Bronx 
is the most disease-burdened county in New York State, ranked last among 62 coun-
ties on both ‘‘health factors’’ and ‘‘health outcomes,’’ and with highly elevated rates 
of diabetes and chronic cardiac and pulmonary conditions. 

CMO has care management teams with expertise in diabetes, chronic kidney dis-
ease, cancer, heart disease, asthma, and COPD, and behavioral health as well as 
one team that specialize in helping patients and their families with care transitions 
and one composed of pharmacists that assists patients with understanding and ad-
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hering to their medication regimens. The CMO’s quality improvement and provider 
relations staff assist physician practices on quality improvement and data reporting 
and transformation of practices into Patient Centered Medical Homes (PCMHs). 

We reach out to our highest risk patients who have multiple chronic and acute 
care problems to conduct comprehensive health assessments that cover both medical 
and behavioral problems and socioeconomic challenges including housing, employ-
ment, nutrition, and access to health care. We identify all of the providers they are 
seeing to develop with them a comprehensive care plan and to help them coordinate 
their care. 

We appreciate that our patients need access to high quality providers, who under-
stand their language and culture, are available when needed and are willing to co-
ordinate with the other providers our patients see. Our patients need information 
about their conditions, help in learning self-management skills and linkages to com-
munity and government sponsored social service agencies to resolve their socio-
economic challenges. 

And that is why we applaud the committee’s focus on helping health-care systems 
care for their patients with chronic conditions, which are difficult to deal with under 
the best of circumstances and often require multiple providers to properly control. 

If you have any doubts about the importance of this concentration—for the health 
of the patients as well as the Nation’s health system, consider this. In our experi-
ence, 5% of the 400,000 individuals covered by Montefiore’s value-based contracts, 
including the 55,000 Medicare beneficiaries currently attributed to our NextGen 
ACO, account for 65% of the total cost of care—and that is largely because of chron-
ic conditions. 

As I said, Montefiore has enjoyed success in managing value-based contracts, in-
cluding the ACO model. But we have learned that to be continually successful an 
ACO has to continually evolve and build its arsenal of interventions and incentives 
that promote primary care, and adherence to personalized care plans, as well as effi-
ciently use scarce financial resources. To that end, I applaud the ACO provisions 
included in the CHRONIC Care Act, some of which build upon provisions included 
in the NextGen ACO program, and offer you our support for them. 

In our experience, prospective attribution is one of, if not the most critical compo-
nent to success in two-sided risk models. While retrospective assignment of patients 
may be appropriate in one-sided risk models, in two-sided risk arrangements, pro-
spective attribution allows us to quickly identify those beneficiaries with a history 
of high costs and high utilization of services, as well as those whose medical records 
indicate the potential for becoming high cost and high utilizers. Without prospective 
attribution, it is difficult to effectively deploy resources to generate savings, because 
patients that the ACO provides care coordination services during the performance 
period may not be attributed to the ACO for a sufficient period of time to have an 
impact on their care, or be attributed to the ACO at the end of the year. 

(As an aside, when we send out the notification letter to our newly attributed 
beneficiaries each year, it is not unusual for us to be asked by some beneficiaries 
if their spouse, who did not have the claims history with a particular provider to 
merit attribution, could also become part of the ACO so they could benefit from our 
care coordination services.) 

Another component to an ACO’s success is increasing patient access to services 
necessary to manage chronic disease. Your proposal to expand the ability of ACOs 
to employ telehealth solutions is an estimable way of doing that. To serve our urban 
population that faced challenges getting to office appointments, Montefiore initially 
focused its attention on a home visiting program. But as the evidence has built that 
telehealth technology can be as successful in urban settings as it is in rural areas— 
and as our service area has expanded beyond the high rise neighborhoods of the 
Bronx—we have begun to investigate solutions that we believe will be cost effective 
and contribute to improved quality of care, including telehealth and other 
technology-based interventions. 

In fact, we are presenting a paper at a session of the annual meeting of the Amer-
ican Psychiatric Association next week that describes preliminary results from a 
pilot of a smartphone behavioral care management platform. The data indicate a 
threefold increase in the number of contacts Montefiore’s care managers were able 
to make with behavioral health patients and enables them manage caseloads of up 
to 120 patients, a significant measure of efficiency given the low-income, ethnically 
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diverse population in the pilot. This application does not fit the traditional definition 
of telehealth but it is typical of the innovative approach you are looking to advance. 

I urge you to contemplate an expansion of the definition of telehealth to include 
audio-only and all modalities that allow communication between providers, care 
managers and patients in a seamless fashion, especially in low-income communities 
that may not have access to videoconferencing technology. The potential for tech-
nology to improve patient engagement and care is not only applicable to chronic 
care, but to the vulnerable elderly as well. 

Finally, I am intrigued by your proposal to ACOs to offer beneficiaries incentives 
to obtain primary care services from its network providers. We—and I suspect, most 
other ACOs—already offer incentives to our providers for meeting both quality and 
cost metrics. Why not allow us to offer similar incentives to their patients? While 
there may be a cost to developing the infrastructure to administer the benefit, it 
seems to me to have the potential to be a win-win-win-win proposition. It could ben-
efit the patient directly, both financially and in terms of improved health; the pro-
vider, by improving his or her quality scores; the ACO itself by increasing its poten-
tial for shared savings; and the Medicare program by lowering the total cost of care 
to the system. Such an incentive may be especially effective in a low-income, price- 
sensitive population like the one we serve. We know that patient outcomes are sig-
nificantly improved if they access their providers regularly and when needed. Pro-
viding an incentive to promote compliance is likely to encourage that. 

Research demonstrates, and our actual experience shows, that patients who regu-
larly fail to keep scheduled appointments with their physicians or other providers 
are at higher risk for complications and deterioration of their health status. While 
it is difficult to track with exactitude, the no-show rate among the population that 
Montefiore has care management responsibilities for is in the neighborhood of 20%, 
a rate that potentially endangers the health of the individuals and our ability to 
meet quality metrics and cost saving targets associated with the value-based con-
tracts covering them. 

An added benefit to an incentive is the potential to encourage patients in the fee- 
for-service program to stay within the ACO network, without limiting their choice 
in anyway. Keeping patients within the network is a fundamental challenge for 
ACOs in a fee-for-service environment, and you have proposed an innovative solu-
tion to this issue. 

It is exactly that kind of creative thinking that has led Montefiore to continually 
evaluate and modify its approach to population health. The result for us has been 
an increased focus on the socioeconomic determinants of health; partnerships with 
government agencies, community organizations and businesses to provide the full 
range of services our patients require; and special arrangements with providers such 
as skilled nursing facilities to ensure that our patients are ensured the highest qual-
ity, most cost-effective care across the continuum of care. 

On behalf of the Montefiore ACO and the entire Montefiore Health System, I 
thank you for your efforts to advance accountable care with proposals that I believe 
have the potential to improve quality and lower costs. I look forward to working 
with you to achieve our shared goal of a better health system for all Americans. 

Thank you. I will be happy to answer any questions you have. 

PREPARED STATEMENT OF LEE SCHWAMM, M.D., PROFESSOR OF NEUROLOGY, HAR-
VARD MEDICAL SCHOOL; EXECUTIVE VICE CHAIRMAN OF NEUROLOGY, CHIEF OF THE 
STROKE DIVISION, AND DIRECTOR OF THE PARTNERS TELESTROKE NETWORK, MAS-
SACHUSETTS GENERAL HOSPITAL; ON BEHALF OF THE AMERICAN HEART 
ASSOCIATION/AMERICAN STROKE ASSOCIATION 

Chairman Hatch, Ranking Member Wyden, and other members of the committee, 
thank you for the opportunity to testify on behalf of the American Heart 
Association/American Stroke Association at today’s hearing about the CHRONIC 
Care Act (Creating High-Quality Results and Outcomes Necessary to Improve 
Chronic Care Act, S. 870). I commend you for your bipartisan work to strengthen 
and improve health outcomes for Medicare beneficiaries living with chronic condi-
tions. Your legislation, if enacted, would help patients receive care that meets their 
unique chronic health-care needs, as well as create incentives for the provision of 
coordinated care services to high-cost Medicare beneficiaries. This represents an im-
portant step forward in moving the Medicare program away from a system based 
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on episodic care to a more responsive and comprehensive health care program. The 
American Heart Association is pleased to offer our support for this legislation. 

We recognize that implementing policies that facilitate increased care coordina-
tion, incentivize high quality care, and increase the Medicare program’s efficiency 
while improving health-care outcomes and reducing costs is a considerable challenge 
with no single policy solution. We applaud the committee for including several provi-
sions in this legislation that take significant steps forward to improving care coordi-
nation for individuals with cardiovascular disease and stroke. We support policies 
that would allow Medicare Advantage (MA) plans to use additional, clinically appro-
priate telehealth technologies. We also support proposals that would give MA Plans 
more flexibility to vary benefit structures based on chronic conditions and offer a 
wider array of supplemental benefits than they currently do. In addition, we support 
the request for studies by the Government Accountability Office on medication syn-
chronization and obesity drugs. These and other provisions in the bill will be ex-
tremely beneficial to individuals suffering from cardiovascular disease and stroke. 

However, we are particularly grateful that Congress included a provision that 
would expand the use of telehealth for individuals with stroke. In addition to being 
a long-time volunteer of the American Heart Association, I am also a member of the 
American Academy of Neurology. The American Heart Association/American Stroke 
Association has been working very closely with the AAN to improve Medicare’s cov-
erage of stroke telemedicine—or ‘‘telestroke’’ care, as it is now commonly called. We 
applaud the Finance Committee for including this common-sense provision in the 
CHRONIC Care Act. 

Stroke takes an enormous toll on families and on our Nation. It is our Nation’s 
No. 5 killer and a leading cause of serious, long-term disability and dementia.1 As 
the Baby Boomers age, it is critically important that we reduce the burden of this 
devastating disease on stroke survivors, their families and on Federal health-care 
programs. According to MedPAC, stroke is the leading Medicare diagnosis for inpa-
tient rehabilitation stays,2 and a leading diagnosis requiring nursing home care. A 
report released by the American Heart Association earlier this year projects that 
this burden is only going to increase: despite better prevention, the number of peo-
ple living with stroke will increase from 7.5 million Americans in 2015, to 11.2 mil-
lion in 2035, a 50 percent increase over the next 20 years. The study also estimates 
that the medical costs of stroke in the U.S. will more than double, from $37 billion 
in 2015, to $94 billion in 2035.3 By improving access to telestroke care, we can ease 
this burden. 

TIME IS BRAIN 

In the treatment of stroke, we often say that ‘‘time is brain.’’ For every minute 
that a stroke goes untreated, 2 million brain cells and 14 billion connections be-
tween them die, and they don’t grow back. The clot-dissolving drug Alteplase (or 
tPA) and mechanical clot-removal devices are highly effective treatments for the 
most common type of stroke—acute ischemic stroke—and significantly reduce dis-
ability from stroke by restoring blood flow to the affected areas of the brain, but 
they must be administered as quickly as possible after stroke symptoms start. Re-
search from the American Stroke Association’s Target: Stroke initiative shows de-
finitively that stroke patients who get treated with tPA within 60 minutes of hos-
pital arrival do significantly better than those treated more slowly. In particular, 
we have found that for every 15 minute reduction in treatment time, 5.1 percent 
more patients recover so completely that they can return directly home from the 
hospital.4 Ischemic stroke patients who are treated with the clot-busting drug with-
in 90 minutes of symptoms starting are nearly three times more likely to recover 
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with little or no disability.5 Similarly, more than 90 percent of patients treated with 
a clot retrieval device within 150 minutes of stroke onset recover with little or no 
disability.6 

I have seen firsthand the miraculous difference these treatments can make for pa-
tients, but unfortunately, only about 3.4 to 5.2 percent of patients receive the clot- 
busting medication 7 and even fewer patients are treated with clot retrievers. Among 
Medicare-eligible patient discharges, the national average tPA treatment rate is 
only 2.4 percent.8 There are a number of reasons why treatment rates have re-
mained so low, including long distances to stroke center hospitals, a shortage of vas-
cular neurologists, and patients not arriving at the hospital within the treatment 
time window.9 The good news, however, is that the use of telestroke has proven to 
be extremely effective in increasing the percentage of stroke patients who receive 
Alteplase and in reducing the time it takes to get the treatment started. 

TELESTROKE IS EFFECTIVE 

Rapid and accurate diagnosis of acute ischemic stroke is a critical first step to en-
suring that these patients receive the optimal care. A variety of conditions can 
mimic acute stroke, but many rural hospitals and even suburban community or 
inner-city hospitals do not have stroke neurologists available in house or on-call 
around-the-clock to examine and diagnose patients in-person. Even in urban or sub-
urban settings, where approximately 94 percent of strokes occur, patients may expe-
rience delays to diagnosis and treatment. To a large extent this is because there is 
a shortage of vascular neurologists, many hospitals do not have any, and in those 
that do neurologists having competing demands on their time that prevent them 
from being in the Emergency Department 24/7 in person. Telemedicine can meet 
this need. We estimate from 2014 data that the number of Medicare beneficiaries 
65 and older who have a stroke and would be newly eligible for a telestroke con-
sultation to be approximately 522,000. This would include individuals in rural areas 
that do not meet the current and fairly narrow definition of ‘‘rural’’ for Medicare 
payment of telestroke services. 

When a patient presents at a hospital that does not have a stroke expert readily 
available, the Emergency Department physician can use a telemedicine network to 
immediately consult with a stroke expert. Using fully interactive and secure audio- 
video systems, the stroke expert can interact with the patient and the bedside phy-
sician and swiftly and accurately obtain the proper history, perform the NIH Stroke 
Scale, (a brief stroke severity scale), review the CAT scan and confirm the diagnosis 
of stroke. The interpretation of the brain imaging is critical to ensure that the pa-
tient is not having a hemorrhagic stroke or other diagnosis that would make use 
of tPA unsafe. 

This use of telemedicine in the acute treatment of stroke has greatly improved 
the percentage of patients who receive the recommended acute stroke treatment, as 
numerous studies have demonstrated. One recent study of four urban hospitals in 
Illinois with low tPA treatment rates found that their utilization of tPA increased 
by two to six times after telestroke was implemented.10 Moreover, the outcomes for 
stroke patients who are cared for in hospitals with telemedicine support have been 
comparable to those achieved in other stroke centers and have surpassed those 
achieved by general hospitals without telemedicine support or stroke units.11 

Despite the proven benefits of telestroke, Medicare’s coverage of it is woefully out-
dated. The current Medicare policy of limiting coverage for telehealth services to 
those patients originating in only rural areas has hampered the development of suf-
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12 The National Institute of Neurological Disorders and Stroke rt-PA Stroke Study Group. 
‘‘Tissue plasminogen activator for acute ischemic stroke,’’ N. Engl. J. Med., 1995;333:1581–1587. 

13 Fagan, S.C., Morgenstern, L.B., Petitta, A., Ward, R.E., et al. ‘‘Cost-effectiveness of tissue 
plasminogen activator for acute ischemic stroke,’’ Neurology, 1998;50:883–890. 

14 Demaerschalk, B.M., Switzer, J.A., Xie, J., Fan, L., Villa, K.F., and Wu, E.Q., ‘‘Cost utility 
of hub-and-spoke telestroke networks from societal perspective,’’ Am. J. Manag. Care, 
2013;19:976–85. 

15 Medicare Payment Advisory Commission. June 2016 Report to the Congress: Medicare and 
the Health Care Delivery System. June 15, 2016. Accessed online at: http://www.medpac.gov/ 
-documents-/reports. 

ficient telestroke coverage. The most significant step Congress could take would be 
to allow Medicare to reimburse for telestroke evaluations for patients regardless of 
their location, as the CHRONIC Care Act would do. 

TELESTROKE SAVES MONEY 

In addition to improving access to the recommended care, we believe that greater 
use of telestroke will also result in health care cost savings by reducing chronic dis-
ability and the need for more extensive and ongoing medical care. Several studies 
have clearly shown that the use of tPA is cost-saving for stroke care. According to 
a study published in the New England Journal of Medicine, stroke patients receiv-
ing clot-busting therapy were at least 30 percent more likely to have minimal or 
no disability at 3 months, compared to patients who did not receive this treatment. 
These patients also have shorter hospital stays and are more frequently discharged 
to their homes rather than to more costly nursing homes.12 Another study found 
that the average cost savings when administering tPA was $4,255.00 in 1996 dollars 
per treated patient, largely as a result of decreased utilization of nursing home and 
rehabilitation care by the patient.13 Yet another study aimed at evaluating the cost 
utility of telestroke networks estimated net savings of $1,436 per patient, even after 
accounting for the costs of implementing the telestroke network and administering 
tPA.14 

In fact, the American Heart Association has estimated that the Medicare and 
Medicaid programs could save as much as $1.2 billion over 10 years, even after the 
costs of providing more telestroke evaluations and more tPA treatments are factored 
in. I understand that the Congressional Budget Office may not allocate the full 
amount of savings to the Federal Medicare and Medicaid programs since some of 
the savings that results from reducing the need for nursing home care accrues to 
State rather than Federal Governments and to patients and their families. I would 
argue, however, that even if the Federal Government’s savings from Medicare and 
its share of Medicaid savings is more modest or takes time to be realized, taking 
this step to improve the quality of stroke care is still highly cost-effective and is the 
right thing to do for patients. 

I believe this change in Medicare law is long overdue, and I am heartened by the 
growing number of lawmakers and organizations that have endorsed telestroke care. 
I want to thank Senators John Thune, Brian Schatz, and Roger Wicker for also in-
troducing stand-alone legislation to expand Medicare’s coverage for telestroke eval-
uations. Companion legislation in the House achieved 171 bipartisan cosponsors in 
the last Congress and is well on its way to exceeding that number this year with 
77 co-sponsors already. In addition, organizations such as AARP, the American Hos-
pital Association, the American Medical Association, and the National Coalition for 
Health Care have also expressed their support for lifting Medicare’s restrictions on 
telestroke coverage. Finally, the Medicare Payment Advisory Commission, in its 
June 2016 report to Congress, found telestroke to be one of the most beneficial and 
cost-effective applications of telehealth and suggested that policymakers may want 
to expand Medicare coverage of telestroke to urban settings,15 as the CHRONIC 
Care Act would do. 

In conclusion, telestroke is supported by a wealth of evidence and is a common- 
sense, cost-effective step that the committee can take to reduce the burden of stroke 
as a chronic disease. I am convinced that expanding the use of telestroke will great-
ly improve the quality of care that stroke patients receive, increase the utilization 
of effective acute stroke treatments, reduce stroke-related disability for many Amer-
icans, and save the health-care system money. These win-win opportunities are rare 
in health care, and I urge the Senate Finance Committee to act quickly on the 
CHRONIC Care Act and to send it to the full Senate and then the House for ap-
proval. Thank you again for addressing the challenging issues related to caring for 
Medicare patients with multiple chronic conditions. We greatly appreciate the 
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thought and deliberations that went into the development of this bill and for the 
opportunity to express our strong support at today’s hearing. 

PREPARED STATEMENT OF HON. RON WYDEN, 
A U.S. SENATOR FROM OREGON 

Thank you, Chairman Hatch. I have looked forward to this morning for many 
years. That’s because the Finance Committee is beginning to tackle to the premier 
challenge of American health-care policy—specifically, by updating the guarantee of 
Medicare to better serve seniors with chronic illness. 

When I was director of the Oregon Gray Panthers, Medicare had two parts—A 
and B. If you broke your ankle and had surgery in the hospital, you used Part A. 
If you got a bad case of the flu, and you saw the doctor in the office, you used Part 
B. 

That is not Medicare today. Today, Medicare is about cancer, diabetes, heart dis-
ease, strokes, and other chronic conditions. Seniors who have two or more of these 
chronic conditions account for more than 90 percent of Medicare spending. And 
today, seniors get their care in a variety of different ways. There’s still fee-for- 
service, but there is also Medicare Advantage, Accountable Care Organizations, and 
other innovations being tested today. 

Because Medicare is a guarantee of defined benefits, it’s past time to update this 
promise so as to deliver to patients with chronic conditions the best possible care 
in the most efficient manner. The legislation we will discuss today begins this trans-
formations: more care at home and less in institutions. Expanded use of life-saving 
technology. A stronger focus on primary care. In my view, still to come, is ensuring 
that each senior with multiple chronic conditions has an advocate to guide them 
through what can be a teeth-gnashing experience of navigating American health 
care. 

I’d like to make two final points. First is to contrast this with the partisan han-
dling of the debate over the future of the Affordable Care Act. In this instance, the 
doors were open, not closed. There has been bipartisan cooperation, not partisan rec-
onciliation. And the public was asked to help improve the bill, rather than being 
taken for granted. 

Finally, I’d like to thank my colleagues, especially Chairman Hatch and Senators 
Isakson and Warner. We’ll hear later this morning about how this process has been 
a model for bipartisanship and regular order, and it’s been an honor to be a part 
of that process. 

I look forward to hearing from our witnesses. 
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7 FHN Trial Group, et al.: ‘‘In-center hemodialysis six times per week versus three times per 
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COMMUNICATIONS 

ALLIANCE FOR HOME DIALYSIS 
1341 G Street, NW, 6th Floor 

Washington, DC 20005 

Chairman Hatch. Ranking Member Wyden, and members of the Finance Com-
mittee, on behalf of the Alliance for Home Dialysis (Alliance), we are pleased to sup-
port the Creating High-Quality Results and Outcomes Necessary to Improve Chron-
ic (CHRONIC) Care Act of 2017, which seeks to improve the care and treatment of 
Medicare beneficiaries with multiple chronic conditions. 
The Alliance represents patients, clinicians, providers, and industry working to pro-
mote policies that facilitate treatment choice for individuals in need of dialysis, and 
to address systemic barriers that limit access to the many benefits of home dialysis. 
These issues are particularly important given the nearly half million Americans who 
are currently living with End Stage Renal Disease (ESRD) and depend on dialysis 
for survival. 
Home dialysis—peritoneal dialysis (PD) and home hemodialysis (HHD)—is an im-
portant treatment option that offers patients significant quality of life advantages, 
including clinically meaningful improvements in physical and mental health. Cur-
rently, 10.2 percent of incident dialysis patients and 11.5 percent of prevalent dialy-
sis patients receive treatment at home.1 However, a recent report by the Govern-
ment Accountability Office found that home dialysis could be clinically appropriate 
for at least half of ESRD patients.2 Patients who choose home dialysis have shown 
improved clinical outcomes, including reduced cardiovascular death and hospitaliza-
tion 3, 4 lower blood pressure,5 reduced use of antihypertensive agents,6 and reduced 
serum phosphorus.7 Studies have also shown that patients have better mental 
health outcomes, including social function, which is vitally important for overall 
well-being.8 The Alliance believes that more patients than are currently receiving 
home dialysis are suitable for, and could benefit from, home dialysis. 
The CHRONIC Act would expand access to quality care in the home by authorizing 
home dialysis patients’ clinical assessments via telehealth. Providing access to phy-
sicians and practitioners through telehealth may encourage more patients to adopt 
home dialysis as a treatment option. In addition, with this change, patients cur-
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rently on home dialysis would no longer have to travel as frequently to a hospital 
or facility-qualifying site to interface with an approved practitioner, which can in-
crease quality of life and facilitate employment options. 
As the Committee looks to further expand and improve access to quality care in the 
home for ESRD patients, we encourage the examination of the scope of telehealth 
services under the law. The Alliance supports permitting patients and their physi-
cians the option to participate in telehealth encounters that include not only video 
interaction, but also the transmission of clinical data through technologies like re-
mote patient monitoring. 
The Alliance appreciates and agrees with the testimony and work Senator Wicker 
and Senator Schatz have done on the CONNECT Act. Senator Wicker testified. 
‘‘Imagine the incredible impact that this technology could have if Medicare would 
allow its most vulnerable beneficiaries to use something like remote patient moni-
toring. I am confident that the success we have seen in Mississippi can be replicated 
for patients across the United States upon enactment of the CHRONIC Care Act 
and ultimately enactment of CONNECT for Health.’’ We could not agree more. 
The CHRONIC Act will make a meaningful difference for patients with ESRD, and 
we thank you for the significant effort that went into this legislative accomplish-
ment. We look forward to continuing to work with you to further this work. If you 
have any questions, please contact Michael Spira at michael@homedialysisalliance. 
org or 202–466–8700. 
Participating Organizations (2017) 
American Association of Kidney Patients 
American Nephrology Nurses Association 
American Society of Nephrology 
American Society of Pediatric Nephrology 
Baxter 
Cleveland Clinic 
DaVita 
DEKA Research and Development 
Dialysis Clinic, Inc. 
Dialysis Patient Citizens 
Fresenius Medical Care 
Greenfield Health Systems 
Home Dialyzors United 
International Society for Peritoneal Dialysis, North American Chapter 
Medical Education Institute 
National Kidney Foundation 
Northwest Kidney Centers 
NxStage Medical 
Outset Medical, LLC 
Renal Physicians Association 
Satellite Healthcare 
Southwest Kidney Institute 
The Rogosin Institute 
TNT Moborg International Ltd. 

AMERICAN COLLEGE OF PHYSICIANS (ACP) 
25 Massachusetts Avenue, NW, Suite 700 

Washington, DC 20001–7401 
202–261–4500, 800–338–2746 
https://www.acponline.org/ 

190 N. Independence Mall West 
Philadelphia, PA 19106–1572 
215–351–2400, 800–523–1546 

The American College of Physicians (ACP) applauds Chairman Hatch and Ranking 
Member Wyden for holding this hearing concerning Medicare policies that will im-
prove care for patients with chronic conditions. The College appreciates the sus-
tained commitment of the Senate Finance Committee to address reforms that would 
provide physicians and patients with additional tools needed to treat chronic illness. 
ACP is the largest medical specialty organization and the second largest physician 
group in the United States. ACP members include 148,000 internal medicine physi-
cians (internists), related subspecialists, and medical students. Internal medicine 
physicians are specialists who apply scientific knowledge and clinical expertise to 
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the diagnosis, treatment, and compassionate care of adults across the spectrum from 
health to complex illness. 
Two years ago, the Chairman and Ranking Member of this Committee established 
a bipartisan chronic care working group led by Senators Johnny Isakson and Mark 
Warner to analyze current law, discuss alternative policy options, and develop bipar-
tisan legislation that would be presented to the full Finance Committee for consider-
ation. The Chronic Care Working Group has accomplished this goal with the release 
of a bipartisan policy options document and subsequently the introduction of bipar-
tisan legislation, the Creating High Quality Results and Outcomes Necessary to Im-
prove Chronic (CHRONIC} Care Act. We also commend the Committee for the proc-
ess that it developed for the consideration of chronic care legislation as it was recep-
tive to the input of stakeholders, including ACP, as we provided the Committee with 
our expertise and the real world experience of our internists who treat individuals 
with chronic conditions on a daily basis 
S. 870, The Creating High-Quality Results and Outcomes Necessary to Im-
prove Chronic (CHRONIC) Care Act 
ACP was pleased to offer a letter of support, along with our recommendations for 
improvement, for S. 870, The Creating High-Quality Results and Outcomes Nec-
essary to Improve Chronic (CHRONIC) Care Act that was introduced in the Senate 
earlier this year. This bipartisan legislation sponsored by the Chairman and Rank-
ing Member of the Finance Committee along with members of the Chronic Care 
Working Group, would implement a broad array of reforms to Medicare to provide 
physicians with additional flexibility and resources to treat patients with chronic 
conditions. 
Many of the sections of the CHRONIC Care Act were consistent with ACP’s rec-
ommendations to the Committee on policies to include in this legislation. The spe-
cific sections of the legislation that we support are listed below: 
ACP Supports the Following Sections of S. 870, as Introduced 

• Section 101—Extending the Independence at Home Model of Care 
The Independence at Home Model of Care is a demonstration project under 
Medicare to test a payment incentive and service delivery model that uses phy-
sician and nurse practitioner-directed home-based primary care teams for Medi-
care beneficiaries with multiple chronic illness. This section would extend this 
demonstration for an additional 2 years. ACP is supportive of this model of care 
and supports expanding this demonstration project if results continue to be 
positive. 

• Section 303—Increasing Convenience for Medicare Advantage Enrollees 
Through Telehealth 
This section would allow a Medicare Advantage plan to offer additional, clini-
cally appropriate, telehealth benefits in its annual bid amount beyond the serv-
ices that currently receive payment under Part B. ACP is supportive of this pol-
icy as it would expand the role of telemedicine as a method of health-care deliv-
ery that may enhance patient care. 

• Section 305—Expanding Use of Telehealth for Individuals With Stroke 
This section would expand the ability of Medicare beneficiaries presenting with 
stroke symptoms to receive a timely consultation via telehealth to determine 
the best course of treatment, beginning in 2018. ACP is supportive of this policy 
as we support lifting the geographic restriction for the purposes of identifying 
and diagnosing strokes through telehealth. 

• Section 401—Providing Flexibility for Beneficiaries to Be Part of an Ac-
countable Care Organization 
This section would give Accountable Care Organizations (ACOs) in the Medi-
care Shared Savings Plan the choice to have their beneficiaries assigned pro-
spectively at the beginning of a performance year. ACP is supportive of this sec-
tion as we encourage giving ACOs the choice to have retrospective or prospec-
tive assignment of beneficiaries and allowing beneficiaries to voluntarily align 
with their main doctor for ACO assignment. 

ACP Recommendations for Improvement 
We would also like to provide our recommendations for two additional sections that 
we respectfully request that you add to the bill that will improve care management 
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codes for individuals with chronic conditions and encourage the use of chronic care 
management services. 

Improving Care Management Codes for Individuals with Multiple 
Chronic Conditions 
This legislation does not address the issue of new chronic care management 
codes, as was initially referenced in the Chronic Care Working Group Options 
Document. While we acknowledge this was likely due to the fact that CMS did 
address it in the FY 2017 Final Rule on the Physician Fee Schedule, we believe 
this warrants attention by the committee within legislation because there is a 
40 minute time gap for chronic care management services not recognized by the 
existing CCM codes in the final rule. 
As you are aware, the 2017 Medicare Physician Fee Schedule Final rule estab-
lished a new Complex Chronic Care Management code for doctors that provide 
Complex Chronic Care Management services to patients that last at least 60 
minutes in length and for each additional 30 minutes thereafter, which ACP 
supports. CMS currently provides a code for Chronic Care Management services 
that last at least 20 minutes but has failed to initiate any new codes for these 
services that last between 20–40 and 40–60 minutes. ACP remains concerned 
that the fee schedule fails to adequately value chronic care services between 20– 
60 minutes, which could lead to more barriers to care for chronic care patients. 
ACP Recommendation 
We urge the Committee to include a section on Improving Care Management 
for Individuals with Multiple Chronic Conditions that would require CMS to es-
tablish two new codes (perhaps initially as G codes) that would recognize the 
value of care for clinicians who treat patients with chronic care conditions be-
tween 20–40 minutes and 40–60 minutes. 
Encouraging Beneficiary Use of Chronic Care Management Services 
ACP is disappointed that this legislation does not address the issue of bene-
ficiary cost sharing, as was initially referenced in the Chronic Care Working 
Group Options Document. This proposed policy would waive the beneficiary co- 
payment associated with the current chronic care management code as well as 
the complex chronic care management code that was recently approved by CMS. 
We believe waiving this beneficiary co-payment is critical in the effort to im-
prove care to individuals with chronic conditions and it would require a legisla-
tive remedy to do it, as explained by CMS. 
Waiving beneficiary cost-sharing, both the co-insurance and deductible, will 
incentivize beneficiaries to receive these CCM services. Currently, physicians 
are required to get authorization from patients to initiate CCM services—this 
is a means of ensuring that these patients are aware of these services and re-
main engaged partners. As a part of the discussion around this authorization, 
physicians notify patients that they will be responsible for the co-payment 
amount associated with CCM. At the time of this discussion, the physician is 
likely unaware of any supplemental coverage that the patient may have so they 
must inform the patient that he or she may be required to pay the copayment 
amount. If the discussion of a co-payment were no longer required because of 
the elimination of beneficiary cost-sharing, physicians would be more likely to 
have the discussion with beneficiaries about providing the CCM services that 
the patient needs. Further, waiving cost-sharing would eliminate any unin-
tended discriminatory impact on beneficiaries of modest means, who more likely 
will not have any supplemental coverage. 
ACP Recommendation 
We urge the Committee to include a section that would move chronic care man-
agement services to the preventive services category under Medicare FFS to 
eliminate any beneficiary cost sharing associated with these services. Alter-
natively, you could insert a provision in this bill that would allow CMS to give 
physicians the option of routinely waiving the copay for chronic care manage-
ment codes for patients with chronic conditions. 

We are pleased that this legislation has been marked-up and approved by the Sen-
ate Finance Committee with a unanimous vote, and urge Senators to include our 
suggested recommendations as this bill moves toward consideration in the Senate. 
We appreciate the sustained commitment of the Chronic Care Working group to im-
prove the health of our patients with chronic conditions. 
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ACP Supports S. 1016, The CONNECT for Health Act 
ACP is pleased that the Committee has recognized the expansion of telehealth serv-
ices in Medicare as an additional tool to improve the health of patients with chronic 
conditions. We recently submitted a letter of support for S. 1016, The CONNECT 
for Health Act, that would substantially expand the use of telemedicine and remote 
patient monitoring (RPM) services by physicians and other clinicians to improve 
care of patients enrolled in Medicare. We support the expanded role of telemedicine 
as a method of health-care delivery that will improve the health of patients with 
chronic conditions by enhancing patient-physician collaborations, increasing access 
to care and members of a patient’s health-care team, and reducing medical costs 
when used as a component of a patient’s longitudinal care. 
The CONNECT for Health Act implements reforms to Medicare to improve the serv-
ices offered to patients with chronic conditions by: 

• Giving Accountable Care Organizations (ACOs) in the Medicare Shared Savings 
Program (MSSP) with two-sided risk the ability to furnish telemedicine and 
RPM services to their Medicare patients not subject to geographic restrictions 
and originating site requirements under current law. ACP would prefer broad-
ening this to allow all MSSP tracks (including those ACOs with one-sided risk) 
to remove those restrictions to expand the use of telehealth services. 

• Allowing Medicare Advantage plan to offer additional, clinically appropriate, 
telehealth benefits in its annual bid amount beyond the services that currently 
receive payment under Part B. ACP is pleased that this provision is consistent 
a section in the CHRONIC Care Act that would implement this policy. 

• Requiring that Medicare cover the use of RPM services by Medicare providers 
for certain Medicare beneficiaries with chronic conditions. ACP believes that the 
use of RPM services for patients with chronic conditions could help control and 
manage those conditions and improve the health outcomes for those patients 
while lowering costs. 

• Lifting geographic-site restrictions for telestroke evaluation and management 
sites where the Medicare beneficiary is located. ACP believes that expanding 
the use of telemedicine for Medicare stroke is an area where evidence supports 
cost-effectiveness, safety, and positive health outcomes associated with tele-
medicine. Additionally ACP has previously supported stroke telehealth-services 
in the CHRONIC Care Act. 

We are grateful that the sponsors of the CONNECT for Health Act, Senators Brian 
Schatz (D–HI) and Roger Wicker (R–MS) offered their testimony on the role that 
this legislation would serve in improving the health of seniors with chronic condi-
tions at the recent Finance Committee hearing regarding bipartisan policy options 
to improve chronic care. We look forward to working with the Committee to imple-
ment these reforms in Medicare and help our physicians transform their practices 
to expand on the use of telehealth services to improve the care provided to patients 
with chronic conditions. 
Conclusion 
We appreciate the steadfast commitment of the Finance Committee to address the 
urgent need to reform Medicare to improve the care of individuals with multiple 
chronic conditions. We respectfully urge Congress to incorporate our suggested re-
forms to the Chronic Care Act by requiring CMS to establish two new codes to im-
prove the value of care for physicians who treat patients with multiple chronic con-
ditions and eliminating the beneficiary co-payment associated with the chronic care 
management code. We look forward to working with the Senate to improve and ad-
vance legislation to improve the health of seniors with chronic conditions and wel-
come this opportunity to provide our views on this issue. 

CENTER FOR MEDICARE ADVOCACY 
1025 Connecticut Avenue, N.W., Suite 709 

Washington, DC 20036 
http://www.medicareadvocacy.org/ 

The Center for Medicare Advocacy, founded in 1986, is a national, non-partisan edu-
cation and advocacy organization that works to ensure fair access to Medicare and 
to quality health care. At the Center, we educate older people and people with dis-
abilities to help secure fair access to necessary health-care services. We draw upon 
our direct experience with thousands of individuals to educate policy-makers about 
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1 The full set of recommendations is available at http://www.medicareadvocacy.org/center- 
comments-to-senate-finance-committee-regarding-chronic-care-reform/. 

2 See, for example, 42 CFR § 409.32(c) (‘‘Even if full recovery or medical improvement is not 
possible, a resident may need skilled services to prevent further deterioration or preserve cur-
rent capabilities’’) and 42 CFR § 409.33(c)(5) (Maintenance rehabilitation therapy is a covered 
service ‘‘. . . when the specialized knowledge of a qualified therapist is required to design and 
establish a maintenance program based on an initial evaluation and periodic assessment of a 
resident’s needs . . .’’). 

how their decisions affect the lives of real people. Additionally, we provide legal rep-
resentation to ensure that people receive the health-care benefits to which they are 
legally entitled and the quality health care they need. 
Many Medicare beneficiaries have chronic conditions and need a range of health- 
care services in a variety of health-care settings in order to maintain their func-
tional status and to avoid unnecessary and costly hospitalizations. As discussed 
below, the Center for Medicare Advocacy submitted recommendations on chronic 
care reform to the Senate Finance Committee on June 22, 2015, which we summa-
rize below. We focus in this Statement on Jimmo v. Sebelius, a nationwide class ac-
tion lawsuit addressing Medicare coverage of maintenance nursing and maintenance 
therapy, an issue of particular concern to Medicare beneficiaries who have chronic 
conditions. 
Finance Committee’s Request for Comments on Chronic Care Reform 
In response to the Committee’s request for comments on chronic care reform, the 
Center for Medicare Advocacy submitted a number of recommendations on June 22, 
2015.1 Among the Center’s key recommendations were the need to assure full imple-
mentation of Jimmo; integration of oral health into covered and coordinated health- 
care services; removing current barriers to medically necessary care, such as ther-
apy caps and the 3-day prior hospitalization requirement for coverage of post-acute 
care in a skilled nursing facility (SNF); integration of prescription drug coverage 
into traditional Medicare; streamlining payment systems to provide incentives for 
appropriate care; opposing site-neutral payments for different types of care; pro-
tecting Medicare beneficiaries from cost-shifting; improving access to care in Medi-
care Advantage and Part D plans by improving the administration of utilization 
management tools and beneficiary appeals processes; and assuring high quality care 
in all settings. 
Jimmo and the Maintenance Level of Care and Services 
Despite the Medicare program’s long-standing recognition that Medicare coverage is 
appropriate to maintain a patient’s functioning,2 a myth developed among health- 
care providers and Medicare adjudicators that Medicare covers care and services 
only if a beneficiary is expected to improve. 
On January 18, 2011, the Center for Medicare Advocacy and Vermont Legal Aid 
filed a nationwide class action lawsuit to dispel the myth and to assure that pa-
tients in both traditional Medicare and Medicare managed car—in skilled nursing 
facilities, home care, and outpatient therapy—receive medically necessary nursing 
and therapy services to maintain their function and to prevent or slow their decline 
or deterioration. Jimmo v. Sebelius, Civ. No. 11–cv–17 (D. Vt. Jan. 18, 2011). Six 
organizations representing beneficiaries with chronic conditions—Alzheimer’s Asso-
ciation, National Multiple Sclerosis Society, National Committee to Preserve Social 
Security and Medicare, Paralyzed Veterans of America, Parkinson’s Action Network, 
and United Cerebral Palsy—were also plaintiffs, illustrating the particularly harsh 
effects of the myth of improvement on people with chronic conditions. Although Par-
kinson’s, for example, will not ‘‘go away,’’ as an acute condition might, patients with 
Parkinson’s may need nursing care or therapy services in order to slow the inevi-
table course of their disease and to keep them functioning at the highest level pos-
sible. 
Jimmo was settled by the parties in October 2012. Chief Judge Christina Reiss of 
the Federal District Court in Vermont approved the Settlement on January 24, 
2013. Relevant language from the settlement confirms Medicare coverage for medi-
cally necessary maintenance therapy services at skilled nursing facilities, home 
health, and outpatient therapy: 

[U]nder the SNF, HH, and OPT maintenance coverage standards, skilled ther-
apy services are covered when an individualized assessment of the patient’ s 
clinical condition demonstrates that the specialized judgment , knowledge, and 
skills of a qualified therapist (‘‘skilled care’’) are necessary for the performance 
of a safe and effective maintenance program. Such a maintenance program to 
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3 Jimmo v. Sebelius, Civ. No. 11–cv–17, ¶IX 6 (D.Vt. January 18, 2011), http:// 
www.medicareadvocacy.org/wp-content/uploads/2012/12/Jimmo-Settlement-Agreement-000117 
64.pdf. 

4 Id., ¶IX 8. 
5 Editorial, ‘‘A Humane Medicare Rule Change,’’ The New York Times (October 24, 2012), 

http://www.nytimes.com/2012/10/24/opinion/a-humane-medicare-rule-change.html. 
6 82 Fed. Reg. 21014, 21048–21049 (May 4, 2017), https://www.gpo.gov/fdsys/pkg/FR-2017- 

05-04/pdf/2017-08521.pdf. 
7 OEI–04–09–00540 (December 2010), https://oig.hhs.gov/oei/reports/oei-04-09-00540.pdf. 

maintain the patient’s current condition or to prevent or slow further deteriora-
tion is covered so long as the beneficiary requires skilled care for the safe and 
effective performance of the program. When, however, the individualized assess-
ment does not demonstrate such a necessity for skilled care, including when the 
performance of a maintenance program does not require the skills of a therapist 
because it could safely and effectively be accomplished by the patient or with 
the assistance of non-therapists, including unskilled caregivers, such mainte-
nance services will not be covered under the SNF, HH, or OPT benefits.3 

Similar maintenance language addresses nursing services.4 
The New York Times heralded the settlement in an editorial as a ‘‘humane Medicare 
rule change’’ that may even lead to savings.5 
That prediction has indeed proven true. The Center for Medicare Advocacy spoke 
with the director of rehabilitation at a home care agency based in Michigan that 
has provided maintenance home care services to its clients since the Jimmo settle-
ment. The company reports that the rate of hospitalization of its patients declined 
from 32.0% to 14.2% over the past 3 years. 
If Medicare beneficiaries with chronic conditions receive medically necessary and ap-
propriate maintenance nursing care and therapy services and are able to avoid some 
hospitalizations as a result, both beneficiaries and the Medicare program benefit. 
Beneficiaries can receive medically necessary nursing care and therapy without 
being hospitalized and the Medicare program can achieve substantial savings. There 
is no question that many home health visits, outpatient therapy services, and even 
days in a SNF can be covered for the cost of a single day in the hospital. 
Barriers to Full Implementation of Jimmo 
Proper implementation of the Jimmo settlement should lead to improved Medicare 
coverage of care for all Medicare beneficiaries, including those who have chronic 
conditions. Unfortunately, we continue to hear regularly from beneficiaries who are 
denied maintenance coverage because they ‘‘are not improving’’ or have ‘‘plateaued.’’ 
Some of these inappropriate denials of coverage and care occur because of public 
policies that limit the effectiveness of the settlement. These policies include Medi-
care payment policies, quality reporting measures, and fraud investigations that tar-
get appropriate maintenance activities, among other activities. 
For example, proposed quality reporting measures for SNFs, as required by the IM-
PACT Act, reflect solely an expectation of improvement. (The May 4, 2017 Notice 
of Proposed Rulemaking contains such language as ‘‘Residents receiving care in 
SNFs include those whose illness, injury, or condition has resulted in a loss of func-
tion, and for whom rehabilitative care is expected to help regain that function’’).6 
Although many individuals go to SNFs with an expectation of improvement, im-
provement is not the sole purpose of therapy in a SNF. Jimmo also recognizes that 
many residents may need physical, occupational, or speech therapy in order to 
maintain their function and to prevent or slow their decline. By evaluating, meas-
uring, and reporting SNFs’ performance solely on an improvement scale, however, 
the proposed quality measures undermine Medicare beneficiaries’ ability to receive 
therapy for necessary and legitimate maintenance purposes. Maintenance goals 
must be included as additional appropriate quality measures for SNFs. 
Similarly, audits may have targeted legitimate maintenance goals. In 2010, the In-
spector General issued a report, Questionable Billing for Medicare Outpatient Ther-
apy Services, which was based on the premise that outpatient therapy is intended 
solely ‘‘to improve a beneficiary’s functional level.’’ 7 ‘‘Questionable’’ billing practices 
identified by the Inspector General included billing for therapy services throughout 
a year, rather than for a limited period of time, and billing that exceeded the annual 
therapy caps—factors that could reflect ongoing, legitimate, and appropriate mainte-
nance therapy. Following issuance of the national report, which was based on the 
language of the pre-Jimmo Medicare Manual, the Inspector General conducted a se-
ries of audits of therapy providers who provide outpatient therapy services to Medi-
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8 HHS Inspector General, A South Texas Physical Therapy Practice Claimed Unallowable 
Medicare Part B Reimbursement for Outpatient Therapy Services, A–06–14–00064, page 1 (June 
2016), https://oig.hhs.gov/oas/reports/region6/61400064.pdf. 

9 Id. 4. 

care beneficiaries under Part B. In one such report, for example, the Inspector Gen-
eral describes as the sole purpose of physical therapy—‘‘to restore maximal func-
tional independence to each individual patient by providing services that aim to re-
store function, improve mobility, and relieve pain.’’ 8 The audit found fault with the 
therapist’s billing for a patient for whom ‘‘There was no expectation of significant 
improvement within a reasonable and predictable period of time.’’ 9 The audits’ fail-
ure to recognize the legality of maintenance therapy as appropriate for Medicare 
Part B coverage undermines the provision of medically necessary and appropriate 
maintenance therapy. 
Thank you for the opportunity to submit comments on Medicare policies to improve 
care for patients with chronic conditions. As a final comment, we urge Congress to 
add any new benefits and opportunities for improved care and coordination to tradi-
tional Medicare that are added to Medicare Advantage. 
Toby S. Edelman 
Senior Policy Attorney 
Center for Medicare Advocacy 
TEdelman@MedicareAdvocacy.org 

COLLEGE OF HEALTHCARE INFORMATION MANAGEMENT EXECUTIVES (CHIME) AND 
ASSOCIATION FOR EXECUTIVES IN HEALTHCARE INFORMATION TECHNOLOGY (AEHIT) 

The College of Healthcare Information Management Executives (CHIME) and the 
Association for Executives in Healthcare Information Technology (AEHIT) are 
pleased to submit a statement for the record of the May 16, 2017, Committee on 
Finance hearing entitled, ‘‘Examining Bipartisan Medicare Policies that Improve 
Care for Patients with Chronic Conditions.’’ We appreciate the committee’s interest 
in this timely issue and welcome the opportunity to offer perspective from the na-
tion’s healthcare chief information officers and chief technology officers on how tech-
nology can be leveraged to improve care for patients with chronic conditions. 
CHIME is an executive organization serving more than 2,300 CIOs and other senior 
health information technology leaders at hospitals and clinics across the nation. 
CHIME members are responsible for the selection and implementation of clinical 
and business technology systems that are facilitating health-care transformation. 
Within CHIME is AEHIT, an organization launched in 2014 which represents more 
than 300 chief technology officers and provides education and networking for senior 
technology leaders in health care. CHIME and AEHIT members represent some of 
the earliest and most prolific adopters of electronic health records (EHRs) and other 
health IT resources, such as telehealth as a means to improve patient care and out-
comes. 
Several converging factors present federal regulators and congressional leaders with 
a unique opportunity to pursue and implement policies to bolster the digital infra-
structure that will play a pivotal role in transforming care delivery for patients, es-
pecially those with chronic conditions. The committee’s consideration of the Creating 
High-Quality Results and Outcomes Necessary to Improve Chronic (CHRONIC) 
Care Act of 2017 is timely, as opportunities exist to enhance care delivery by mod-
ernizing federal policies to enable existing technology to augment the current care 
delivery paradigm. 
Expanding Access to Telehealth for the Chronically Ill 
Telehealth technologies offer a multitude of benefits to patients and clinicians alike. 
Telehealth and remote monitoring services are being leveraged in a variety of ways 
to meet patient care needs, especially those with chronic conditions. For instance, 
disease monitoring services can be less expensive, more efficient and more conven-
ient for patients with chronic conditions or multiple co-morbidities to stay connected 
with their care team. 
Adequate reimbursement for hospitals and other health-care providers for employ-
ing such services is a complex and evolving issue and, thus, has been a barrier to 
standardizing the provision of these valuable services. Efforts to revamp the federal 
Medicare telehealth policies have lagged behind both state and private payers as 
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well as within the Department of Veterans Affairs (VA). Federal leadership is nec-
essary as providers and health systems explore alternative care models to accommo-
date and encourage innovation and efficiency in health-care delivery. 
A great deal of innovation is underway to develop health-care technologies that 
meet consumer needs often outside traditional care settings. These and other new 
technologies will be critical for advancing provider success in alternative payment 
models (APMs) and across federal reimbursement programs. Congress must pursue 
opportunities to incent and support the use of new and innovative technologies, 
rather than impede them as some existing federal policies do today. 
The provisions in the CHRONIC Care Act that would enable expanded access to 
telehealth under Medicare Advantage (MA) plans and in Accountable Care Organi-
zations (ACOs) serve as incremental, but important, steps to improving telehealth 
access for patients and revisiting the inadequacies in federal reimbursement for 
services. Further, the expansion of telehealth services for use in home dialysis under 
Section 102 would also be a positive step forward. 
Specifically, Section 305, Expanding Use of Telehealth for Individuals with Stroke, 
would be of value to the industry as access to telestroke services grows. The benefits 
of leveraging telehealth to identify and administer early treatment to individuals 
suffering a stroke are indisputable. While telestroke programs are common, there 
is still room for growth. 
CHIME and AEHIT members support 1 the Creating Opportunities Now for Nec-
essary and Effective Care Technologies (CONNECT) for Health Act 2 (S. 1016). We 
encourage the committee to consider if any of the CONNECT for Health Act provi-
sions could be included in the CHRONIC Care Act or if a broader telehealth bill 
could be considered this Congress. 
The committee should also consider how to address cross-state licensure concerns, 
often imposing troublesome legal barriers to a physician wishing to offer telehealth 
services to a patient in another state. Policies should allow licensed health-care pro-
viders to offer services to patients, using telemedicine, regardless of what state a 
patient resides in, notwithstanding whether the patient is within a traditional care 
setting or in one’s home. 
Improving Chronic Care Through Interoperability 
A high degree of data fluidity is imperative for reducing waste and improving qual-
ity within the U.S. health-care system. Chronically ill patients are likely treated by 
numerous health-care providers across the continuum, making the need for policies 
that foster interoperability and meaningful data exchange even more critical. The 
adoption and use of electronic health records (EHRs) has resulted in the mass 
digitization of patient data, and with proper policies to enhance health data ex-
change, can revolutionize a provider’s timely access to a patient’s health history. Im-
portant policy goals such as advancement of team-based care, identifying chronically 
ill populations and empowering individuals and caregivers, will not be possible un-
less we are able to confidently and consistently identify patients. 
The 21st Century Cures Act 3 declared Congress’s interest in an interoperable 
health IT infrastructure. The committee should encourage the Office of the National 
Coordinator for Health IT (ONC) to include chronic care as they establish and set 
the agenda for the new Health Information Technology Advisory Committee. Under-
standing how current technology can be used to improve chronic care as well as to 
evaluate current shortcomings, such as the lack of ubiquitous interoperability and 
meaningful data exchange, should be an area of work for the new advisory com-
mittee. 

Patient Identification for Chronic Care 
Robust health histories and the ability to track patients who could be at risk to de-
velop a chronic condition will be invaluable for prevention and treatment. The con-
cept of a longitudinal health-care record should reflect the patient’s experience 
across episodes of care, payers, geographic locations and stages of life. It should con-
sist of provider-, payer-, and patient-generated data, and be accessible to all mem-
bers of an individual’s care team, including the patient, in a single location, as an 
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invaluable resource in care coordination. Without a standard patient identification 
solution, the creation of a longitudinal care record is simply not feasible. 
Congress acknowledged the lack of a national solution to identifying patient is an 
interoperability and patient safety issue in the FY17 Omnibus Committee Report.4 
Congress then went on to clarify that the ONC and the Centers for Medicare and 
Medicaid Services (CMS) can provide technical assistance to private-sector patient 
identification efforts. 
Health-care technology has, and undoubtedly will continue to, alter how health care 
is delivered. As the committee considers how to improve the quality and efficiency 
of care for the chronically ill, we urge members to ensure that the federal policies 
in place enhance rather than hinder care delivery. CHIME and AEHIT members 
look forward to working with committee members, Congress, the Administration 
and all other stakeholders to explore how we can better prevent chronic illness, and 
treat those with chronic disease, with technology. 

CONNECTED HEALTH INITIATIVE (CHI) 
1401 K Street NW, Suite 501 

Washington, DC 20005 
202–331–2130 

http://www.connectedhi.com/ 

May 16, 2017 

Hon. Orrin Hatch Hon. Ron Wyden 
Chairman Ranking Member 
Committee on Finance Committee on Finance 
U.S. Senate U.S. Senate 
Washington, DC 20510 Washington, DC 20510 

Dear Chairman Hatch and Ranking Member Wyden: 
The Connected Health Initiative (CHI) represents a broad consensus of stakeholders 
spanning the health care and technology sectors who seek your partnership in real-
izing the benefits of an information and communications technology-enabled Amer-
ican health-care system. We commend your progress, including convening a hearing 
to examining bipartisan Medicare policies that improve care for patients with chron-
ic conditions. We applaud your leadership in bringing forward the Creating High- 
Quality Results and Outcomes Necessary to Improve Chronic (CHRONIC) Care Act 
of 2017, which would take crucial steps to remove barriers to the use of telehealth, 
and we commit to work with you to move the country towards a more efficient and 
effective health-care system. 
Today, more than 133 million Americans suffer from chronic conditions such as dia-
betes, chronic obstructive pulmonary disease, and mental illness. This population is 
expected to increase to approximately 171 million by 2030. America’s health-care 
spending is expected to reach $3.5 trillion in 2017, representing 18 percent of the 
entire U.S. economy, and this spending number is projected to reach 20 percent of 
the economy by 2025. A strong and growing body of evidence has clearly dem-
onstrated that the wide array of connected health technologies available today im-
prove patient care, reduce hospitalizations, help avoid complications, and improve 
patient engagement, particularly for the chronically ill. Further, the integration of 
these connected health technologies has been proven to reduce health-care costs sig-
nificantly. Today, these connected health innovations represent a main driver in an 
Internet of things (IoT) marketplace valued at over $250 billion in the United 
States. These tools, including wireless remote patient monitoring health and well-
ness products, mobile medical device data systems, converged medical devices, and 
cloud-based patient portals, are revolutionizing the health-care care industry by al-
lowing the incorporation of patient-generated health data (PGHD) into the con-
tinuum of care. Further, these advanced products and services present the ability 
to improve research and bring about the faster development of new therapies and 
cures and to improve meaningfully the lives of the American populations most in 
need today, such as veterans and those who live in rural areas. A 21st-century 
health-care system must integrate and embrace these innovative technologies to im-
prove patient care and lower costs. 
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1 The Health Care Transformation Task Force (Task Force) is a consortium of private-sector 
stakeholders that to accelerate the pace of delivery system transformation. Representing a di-
verse set of organizations from various segments of the industry—currently including patients, 
payers, providers, and purchasers—we share a common commitment to transform our respective 
business and clinical models to deliver the high quality, person-centered care at a lower cost. 
Our organizations aspire to put 75 percent of their business into value-based arrangements that 
focus on the Triple Aim of better health, better care and lower costs by 2020. We hope to provide 
a critical mass of policy, operational, and technical support from the private sector that, when 
combined with the work being done by CMS and other public and private stakeholders, can in-
crease the momentum of delivery system transformation. 

As a community, we believe that any legislation aimed at improving the American 
health-care system should reflect the benefits today’s technology offers by permit-
ting caregivers and patients to flexibly utilize innovations already used in many 
other facets of their lives to improve patient health care and lower costs. Despite 
the proven benefits of connected health technology to the American health-care sys-
tem, U.S. government policies have largely ignored these solutions. For example, 
due to Centers for Medicare and Medicaid Services (CMS) policies that have re-
mained unchanged for over 16 years, Medicare ‘‘telehealth’’ reimbursements are 
minuscule (e.g., $14 million in 2014), and remote monitoring technologies are ig-
nored. You can move away from the backward-facing and outdated policies regard-
ing the use of connected health technology in place today. We seek a partnership 
with you in revisiting these policies, and we are confident that our unique view-
points and experiences can lend practical and innovative insights. 
We also urge you to consider further opportunities to improve the lives of countless 
Americans with chronic conditions by leveraging connected health innovations. Spe-
cifically, we urge you to consider incorporating key provisions of the recently re-
introduced Creating Opportunities Now for Necessary and Effective Care Tech-
nologies (CONNECT) for Health Act, which has been spearheaded by Senators 
Schatz, Wicker, Cochran, Thune, Cardin, and Warner, into the CHRONIC Care Act. 
The CONNECT for Health Act provides a carefully crafted approach to helping 
countless Medicare recipients realize the benefits of connected health technology by 
lifting arduous limitations on the use of telehealth, as well as empowering Medicare 
physicians to utilize remote monitoring technologies. While we support the passage 
of the CONNECT for Health Act as standalone legislation, incorporating all provi-
sions from it into the CHRONIC Care Act would augment the latter, and would en-
sure that responsible and secure connected health solutions may be incorporated 
more broadly throughout the continuum of care to improve patient health outcomes. 
Led by you, the 115th Congress has a historic opportunity to make the American 
healthcare system the greatest in the world by leveraging the wide array of con-
nected health technologies available today, as well as paving the way for future in-
novations, through the CHRONIC Care Act. We are dedicated to realizing the poten-
tial of use of connected health technology solutions to improve the U.S. healthcare 
system, and we welcome the opportunity to assist you in any way. 
Sincerely, 
Morgan Reed 
Executive Director 
Connected Health Initiative 
mreed@actonline.org 

HEALTH CARE TRANSFORMATION TASK FORCE 
601 New Jersey Avenue, NW, Suite 450 

Washington, DC 20001 

June 9, 2017 
U.S. Senate 
Committee on Finance 
Dirksen Senate Office Bldg. 
Washington, DC 20510–6200 
The Health Care Transformation Task Force 1 applauds the Chronic Care Working 
Group for its efforts in advancing bipartisan Medicare policies to improve care for 
beneficiaries with chronic conditions. In particular, the Task Force supports the re-
cently reintroduced Creating High-Quality Results and Outcomes Necessary to Im-
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prove Chronic (CHRONIC) Care Act of 2017 (S. 870) as a stepping stone to im-
proved quality of care through value-based payment arrangements. 
In previous correspondence with the Working Group (February 2016),2 the Task 
Force indicated its support for refinement of the CMS-Hierarchical Conditions Cat-
egory (HCC) model to account for interactions between behavioral and mental 
health conditions and physical health outcomes. The Task Force is encouraged by 
the implementation of this policy as well as the implementation of additional provi-
sions of the Working Group’s Discussion Draft. 
The following comments focus on our priority policy options within the CHRONIC 
Care Act of 2017, with a particular focus on efforts that advance our members’ col-
lective goal of putting 75 percent of our business into value-based payment arrange-
ments by 2020, and promote the broader private sector movement toward value- 
based care. We encourage the Committee to continue this important work and look 
forward to additional legislation that would provide for more impactful improve-
ments to Accountable Care Organizations than the provisions included in the cur-
rent bill. 
I. Expanding Innovation and Technology 

a. Adapting Benefits to Meet the Needs of Chronically Ill Medicare Ad-
vantage Enrollees 

Provider networks and Medicare Advantage plans should be able to tailor care to 
beneficiaries who are chronically ill in ways that best meet their needs. These types 
of flexibilities will improve clinical outcomes, slow disease progression, and mini-
mize barriers to quality care. We support the Committee’s proposal to expand the 
testing of the CMMI VBID Model to allow a MA plan in any state to participate 
in the model by 2020, and also ask that this expansion apply to Employer Group 
Waiver Plans (EGWPs) within Medicare Advantage. Achieving savings without neg-
atively impacting quality is a core goal of the transformation to value-based pay-
ment arrangements, and the VBID Model shows promise in this space. The testing 
phase will be important to determine if the supplemental benefits offered under the 
VBID model not only reduce barriers to care for high need individuals, but stimu-
late positive health outcomes while reducing overall costs. To that end, the Task 
Force also supports increased flexibility within the VBID model to allow MA plans 
to make positive benefit changes mid-year in order to best meet the needs of their 
chronically ill beneficiaries. 

b. Expanding Supplemental Benefits to Meet the Needs of Chronically 
Ill Medicare Advantage Enrollees 

The use of supplemental benefits for chronically ill Medicare Advantage enrollees 
is a patient-centered approach to care that the Task Force supports. Enhanced bene-
fits that would be especially beneficial include those that address barriers to effec-
tive treatment. Many of these benefits are not currently covered under the Medicare 
program given that they are not primarily health-related services (i.e., social serv-
ices). Important examples of supplemental benefits that address the social deter-
minants of health and reduce barriers to care include transportation, meal services, 
and exercise and wellness programs. All of these approaches have been known to 
improve health and overall function as specified by the proposal. We encourage spe-
cific inclusion of these services in the bill as examples of supplemental benefits that 
would be able to be offered in the MA program under the current proposal. 

We also ask that the Committee consider allowing MA plans to offer ‘‘benefits in 
lieu of benefits’’ (i.e., substituting a needed benefit for an unnecessary one, as al-
ready offered under commercial plans). This type of flexibility would incentivize use 
of VBID within Medicare Advantage, and would allow plans to offer enhanced bene-
fits to targeted enrollees. This policy is well-aligned with the Committee’s proposal 
to expand supplemental benefits in MA, as it encourages plans and providers to 
work together to meet the needs of chronically ill individuals in the most efficient 
and effective way possible. 

c. Providing Accountable Care Organizations the Ability to Expand 
Use of Telehealth 

Telehealth has moved beyond an innovative approach to beneficiary access to pro-
vider services, and has become a part of routine care models. The Task Force there-
fore supports the extension of the NextGen ACO telehealth waiver to all MSSP 
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tracks, so that provision of telehealth services under value-based payment arrange-
ments is not unnecessarily limited. We believe that telehealth payments should not 
be restricted geographically. We also believe that the originating site requirement 
should be eliminated entirely for ACOs and other similar risk bearing entities. With 
the assumption of risk, ACOs and other entities are held accountable for unneces-
sary utilization and waste, and therefore should not be restricted in their ability to 
provide telehealth services. Further, ACOs and other similar entities are held ac-
countable for quality of care of their attributed patient population, and are therefore 
incentivized to provide face-to-face encounters with patients when it is clinically 
necessary. 

The Task Force also supports the provision of telehealth services to patients in 
their home, as this reduces barriers to care for many patients who have mobility 
or transportation limitations. Bringing care to patients where they are follows a 
patient-centered approach that will likely improve clinician-patient relationships 
and increase adherence to treatment/therapy plans, all while lowering the cost of 
care. We recommend that the CHRONIC Care Act reference the language and prin-
ciples included in the CONNECT for Health Act (S. 2484/H.R. 4442), which was in-
formed by the experiences of multiple provider organizations. 

II. Identifying the Chronically Ill Population 
a. Providing Flexibility for Beneficiaries to Be Part of an Accountable 

Care Organization 
Allowing Medicare FFS beneficiaries to voluntarily elect to be assigned to the 

ACO, or other similar risk-bearing entity, in which their main provider is partici-
pating will increase the number of beneficiaries participating in the program, and 
the amount of care subject to value based payment arrangements. Given that Task 
Force members are committed to transitioning away from fee-for-service, we support 
increased participation in ACOs and other risk models. Voluntary alignment is an 
important component of a robust attribution model, which itself is necessary for ac-
cepting accountability for a population of patients. A robust attribution model is one 
that reflects a patient declaration of ‘‘Yes, this is my provider group’’ and a provider 
group declaration of ‘‘Yes, this is our patient.’’ Robust attribution makes a popu-
lation ‘‘more known,’’ and if ACO attribution is maintained and shared by a payer 
(including Medicare), it can be used to support information exchange, optimize care 
coordination, and align incentives across all providers. Simply allowing patients to 
voluntarily elect to be part of an ACO is not enough, however. ACOs must actively 
engage in outreach and education that will help patients better understand the ben-
efits and implications of participation. 

III. Empowering Individuals in Care Delivery 
a. Eliminating Barriers to Care Coordination Under Accountable 

Care Organizations 
The Task Force emphasizes that meaningfully engaging beneficiaries as partners 

in care and delivering patient-centered care that meets the needs of patients and 
families is the best way to encourage beneficiaries to consistently seek care within 
their ACO and access preventive care or disease management as needed. As pro-
posed, a flat rate payment to Medicare FFS beneficiaries under the ACO Beneficiary 
Incentive Program would not effectively impact the highest-need, highest-cost popu-
lation. The Task Force supports policies that lower the out-of-pocket cost burden for 
beneficiaries, but believes that these supports should reflect the amount and level 
of acuity of care. For example, a previous proposal by the Chronic Care Working 
Group contemplated waiving cost-sharing for items/services that treat a chronic con-
dition or prevent the progression of a chronic disease. The Task Force is supportive 
of this approach, as it more directly addresses the needs of those with chronic ill-
ness by correlating with each patient’s out-of-pocket burden. 

Thank you for the opportunity to provide this comment. Please contact Task Force 
Executive Director Jeff Micklos ( jeff.micklos@hcttf.org, 202–774–1415) or Caitlin 
Sweany, Director of Transformation Facilitation and Support (caitlin.sweany 
@hcttf.org, 510–506–8972) with any questions. 
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JUNIPER COMMUNITIES 
400 Broadacres Drive 
Bloomfield, NJ 07003 

973–661–8300 
973–661–8333 Fax 

http://www.junipercommunities.com/ 

May 23, 2017 
U.S. Senate 
Committee on Finance 
Dirksen Senate Office Bldg. 
Washington, DC 20510–6200 
Dear Mr. Chairman, 
I’m pleased to submit for the record the results of a study we commissioned exam-
ining the impact of integrated care for chronically ill, functionally impaired seniors 
living in seniors housing. 
Background 
According to the Partnership to Fight Chronic Disease, more than 190 million Amer-
icans, or about 59 percent of the population, are affected by one or more chronic ill-
ness. Over the next 15 years (between 2016 and 2030), 80 percent of the U.S. popu-
lation will experience one or more chronic conditions, costing more than $42 trillion 
in medical care spending and losses in employment productivity. The frail elderly 
population in the United States suffers from multiple chronic conditions, uses the 
most health-care services and, not surprisingly, drives most of the costs in our 
health-care system. As baby boomers continue to age, millions more Americans will 
join this vulnerable population, adding additional pressure to deliver quality out-
comes at the lowest cost. 
Findings 
Bloomfield, NJ-based Juniper Communities—an owner and operator of senior com-
munities in New Jersey, Pennsylvania, Florida, and Colorado—developed a model 
called Connect4Life, which promotes the integration of housing and supportive serv-
ices with clinical care to prevent illness and restore well-being. New research by 
Anne Tumlinson Innovations demonstrates that Connect4Life contributed 
to better clinical outcomes for frail seniors and suggests the potential for 
Medicare cost savings. 
Compared to the 2012 Medicare Beneficiaries Survey (MCBS), Juniper Commu-
nities’ population is older, frailer and more cognitively impaired than the research 
study’s cohorts: all Medicare beneficiaries, frail individuals living in the community 
and similarly frail individuals in other seniors housing communities. Nevertheless, 
Juniper’s performance on key clinical measures was determined to be significantly 
better than the performance of a similarly frail Medicare population: 
• The hospitalization rate was 50% lower. 
• The re-hospitalization rate was over 80% lower. 
• Emergency department use was 15% lower. 
• Juniper’s residents also used fewer services. 
The Connect4Life model features three key components, each of which contributed 
to these results: 
1. Co-located services. Connect4Life provides on-site delivery of primary care and 
other clinical services, such as comprehensive therapy, pharmacy, and lab services, 
which fosters prevention and cost savings. 
2. Coordinated record keeping. The model utilizes one electronic health record 
that must be used by all providers to share clinical data and performance on various 
quality metrics. This allows common access to real-time information, increased 
transparency, and better care coordination. 
3. Human touch. A human navigator connects patients to caregivers and drives 
communication between all providers. The navigator also ensures seamless access 
to and coordination with other services provided through strategic partnerships and 
alliances. 
Research Implications 
Juniper Communities’ Connect4Life model affirms the value of integrating clinical 
care and supportive services in a seniors housing environment to manage population 
health—in this case, Medicare beneficiaries with chronic conditions, functional limi-
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1 The National Association of Specialty Pharmacy recently defined both Specialty Drug and 
Specialty Pharmacy: http://naspnet.org/wp-content/uploads/2017/02/NASP-Defintions-final- 
2.16.pdf. 

tations and complex social needs. Connect4Life presents a unique opportunity to 
create value for frail seniors and their families, government, and seniors housing 
operators. 
For the full white paper, visit http://www.junipercommunities.com/. 

NATIONAL ASSOCIATION OF SPECIALTY PHARMACY (NASP) 

The National Association of Specialty Pharmacy (NASP) appreciates the hard 
work of the Chronic Care Working Group and thanks the Committee on Finance for 
holding this important hearing to improve care for patients with chronic conditions; 
we submit the following written testimony for the record. NASP is a 501(c)(6) non- 
profit trade organization serving as the unified voice of specialty pharmacy in the 
United States and dedicated to education, national policy advocacy, and engagement 
of all stakeholders in the specialty pharmacy industry. Our focus is on specialty 
drugs, or medications, which are more clinically complex than most prescription 
medications and are used to treat patients with serious, chronic and often life 
threatening or life altering conditions including cancer, hepatitis C, rheumatoid ar-
thritis, HIV/AIDS, multiple sclerosis, cystic fibrosis, organ transplantation, human 
growth hormone deficiencies, hemophilia, and other bleeding disorders.1 

A specialty drug may be classified as such due to the way it is administered, the 
side effect profile, the disease or condition it is used to treat, special access condi-
tions required by the manufacturer, payer authorization or benefit requirements, 
patient financial hardship, special handling, or any combination of these. Based on 
these characteristics, the payer, provider, specialty pharmacy and/or the manufac-
turer can or will identify the therapy as requiring specialized services. As a result, 
specialty prescription medications cannot be routinely dispensed at a typical retail 
community pharmacy because the typical retail pharmacy does not have the re-
quired infrastructure to provide the patient care or other support services that spe-
cialty medications require. Specialty drugs are often confused as being only a ‘‘lim-
ited distribution drugs (LDD).’’ This is not the case as there are specialty drugs that 
are not part of a limited distribution network. 

Historically, the cost of a medication has been used to designate a medication as 
specialty. Cost should not be the only reason a medication is classified as ‘‘spe-
cialty.’’ In fact, there are many low-cost medications that are classified as specialty 
because of the unique and labor intensive services required to assure proper utiliza-
tion and maximize the clinical outcome. For example, select generic oral chemo-
therapy medications and certain generic immunosuppressant medications require 
special handling processes and a comprehensive, coordinated care approach to en-
sure successful therapeutic outcomes similar to those of higher cost therapies. Even 
though these medications are low cost, they are still considered specialty therapies 
by plan sponsors. A medication’s classification should be based on the services pro-
vided in support of the drug and/or disease state and not just its cost. 

The wide range of current specialty drugs require specialized services to ensure 
appropriate utilization, access and maximize patient outcomes. As a result of this 
growth and the emerging, evolving and expansive specialty drug pipeline, the prac-
tice of specialty pharmacy has also evolved. As more and more patients are living 
with chronic diseases for which just a few short years ago there were no effective 
treatment options available, the expert services that specialty pharmacies provide 
drive adherence and persistency, proper drug and disease management, mitigation 
of side effects, and dosing optimization ensuring clinically appropriate and safe 
medication use. The specialty pharmacy’s patient-centric model is designed to pro-
vide a comprehensive and coordinated model of care for Medicare beneficiaries suf-
fering from chronic illnesses and complex medical conditions achieve superior clin-
ical outcomes, expedite patient access to care and positively impact the total cost 
of care for these most vulnerable of beneficiaries. 

Specifically, many specialty drugs require significant patient education on both 
the disease and the prescribed drug therapy. Many specialty pharmacists have spe-
cialized areas of clinical expertise, which the prescribing physician relies upon to 
help explain the nature of the disease and manage the patient’s journey. Further-
more, this pharmacist then explains to the patient the prescribed regimen for the 
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prescribed drug. It is through these services that the specialty pharmacist acts as 
an extension of the physician’s office to educate the patient on his/her disease and 
empowers the patient to use the medication appropriately. This education is a very 
important part of improving beneficiary outcomes and reducing unnecessary drug 
spend. 

A specialty pharmacy is a state-licensed pharmacy that solely or largely provides 
medications for people with serious health conditions often chronic in nature requir-
ing complex treatment plans and medications. In addition to being state-licensed 
and regulated, NASP believes that specialty pharmacies should also be accredited 
by independent third parties. Accreditation represents a commitment to quality, 
safety, accountability and the consistent delivery of quality, cost effective health 
care. Plan sponsors, health plans and other payors recognize the value of inde-
pendent, third party accreditation and most often require this as a condition of par-
ticipating pharmacy network provider participation. Accreditation organizations 
help pharmacies develop their specialty pharmacy capacity and verify their capabili-
ties to manufacturers and third-party payers. Accreditation organizations create 
standards that are designed to create a consensus around the practice of specialty 
pharmacy and generally address four primary areas of specialty pharmacy practice, 
which encompass the overall provision of pharmacy care for patients receiving these 
medications. These areas of focus include the organizational infrastructure to sup-
port the provision of specialty pharmacy care, patient access to medications via 
manufacturer requirements and benefits investigation, clinical management of the 
patient, and quality. 

Specialty pharmacies serve a critical role in the healthcare delivery system be-
cause they connect patients who are chronically and often seriously ill with the 
medications that are prescribed for their conditions, provide the patient care support 
services that are required for these medications, and assist patients who are facing 
reimbursement challenges for these highly needed but also frequently expensive 
medications. Specialty pharmacies do not establish the price of the specialty drug, 
but are a significant partner in driving the value of the drug towards a successful 
therapeutic outcome. 

At present, these valuable patient-focused services are under substantial threat 
due to the assessment of fees that select pharmacy benefit managers and Medicare 
Part D Plan Sponsors began in 2015 for pharmacies participating in Medicare Part 
D networks. These fees, termed Direct and Indirect Remunerations (DIR) are 
charged against specialty pharmacies based on their performance in a number of 
primary-care focused ‘‘quality metric’’ categories, which are totally unrelated and ir-
relevant to specialty pharmacies and patients they serve. The DIR fees have there-
fore morphed away from reflecting post point of sale price concessions (i.e., rebates) 
to the application of percentage based network participation fees being assessed 
against specialty pharmacies retroactively for performance with respect to quality 
metrics which do not apply to the specialty pharmacy nor does the specialty phar-
macy have the ability to influence. This transition is threatening the specialty phar-
macies’ ability to continue to provide the high touch patient care support services 
that these patients and mediations require. This transition is so dramatic that in 
January 2017, the Centers for Medicare and Medicaid Services (CMS) recognized 
the impact of these DIR fees,2 which have upended the overall pharmacy industry, 
clawing back the resources that fund comprehensive, coordinated patient care and 
support services, and stand to threaten the continued ability of independent spe-
cialty pharmacies to provide Medicare beneficiaries services critical to prescription 
drug adherence for complex medications. CMS and Congress should protect Medi-
care beneficiaries, and the Medicare budget, by ensuring that any DIR or other fees 
apply quality or performance measures that are reasonable and valid-until such is 
determined DIR fees should be suspended. 

In addition, to ensure optimal access to advanced clinical management services, 
NASP believes that each plan sponsor should disclose the specialty pharmacies that 
it has in-network for each of the formulary drugs within the oncology, immuno-
modulators, multiple sclerosis, HIV/AIDS, HepC and immunosuppressant classes. 
By doing so, CMS and Medicare beneficiaries will know which specialty pharmacies 
are in-network by drug and can therefore truly determine if each Medicare bene-
ficiary has access to each of the formulary’s specialty drugs. By adopting this proc-
ess, the agency will also have greater visibility into the network adequacy of each 
plan. This visibility will help CMS ensure that each Medicare beneficiary will truly 

VerDate Sep 11 2014 16:31 May 30, 2018 Jkt 000000 PO 00000 Frm 00074 Fmt 6601 Sfmt 6621 R:\DOCS\30207.000 TIM



71 

have access to their needed specialty medications regardless of the plan he or she 
chooses. 

Thank you again for holding this important hearing. We look forward to working 
with you on developing improvements to address barriers to high-value chronic care 
medical management via specialty pharmacy services. For more information please 
contact our Executive Director, Sheila Arquette, sarguette@naspnet.org. 

Æ 
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