
 
 
 

 
 

November 20, 2017 

 

The Honorable Seema Verma  

Administrator  

Centers for Medicare & Medicaid Services  

U.S. Department of Health and Human Services  

200 Independence Ave, SW  

Washington, DC 20201  

 

RE:  Centers for Medicare & Medicaid Services: Innovation Center New 

Direction 

 

Dear Administrator Verma:  

 

The National Health Council (NHC) is pleased to respond to the Center for 

Medicare and Medicaid Innovation (CMMI) Request for Information (RFI) 

entitled, “Centers for Medicare & Medicaid Services: Innovation Center New 

Direction.”   

The NHC is the only organization that brings together all segments of the health 

community to provide a united voice for the more than 133 million people with 

chronic diseases and disabilities and their family caregivers. Made up of more 

than 100 national health-related organizations and businesses, the NHC's core 

membership includes the nation’s leading patient advocacy organizations, which 

control its governance and policy-making process. Other members include 

professional and membership associations; nonprofit organizations with an interest 

in health; and representatives from the pharmaceutical, generic drug, health 

insurance, device, biotechnology, and communications industries. 

We are encouraged that CMS has clearly and explicitly affirmed that “fostering an 

affordable, accessible health care system that puts patients first” is one of the 

Agency’s most important goals.  We applaud CMS for maintaining transparency 

in charting a “new direction” for the CMMI and engaging stakeholders in its 

ongoing effort to: promote patient-centered care and test market-driven reforms 

that empower beneficiaries as consumers, provide price transparency, increase 

choices and competition to drive quality, reduce costs, and improve outcomes.1  

We submit our comments as a starting point toward increased, meaningful patient 

engagement that furthers our shared goal of high-value, patient-centered care. We 

address the following questions from the RFI: 

• Do you have comments on the guiding principles or focus areas? 

(Question #1)  

• How can CMS further engage beneficiaries in development of these 

models and/or participate in new models? (Question #5) 

                                                           
1 Centers for Medicare & Medicaid Services: Innovation Center New Direction, 
https://innovation.cms.gov/Files/x/newdirection-rfi.pdf. 
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RFI Question #1(a):  Do you have any comments on the guiding principles? 

The NHC shares CMS’s goal of improving outcomes while reducing costs. As such, we worked last 

year with our Board of Directors to analyze nearly 200 current policies and policy proposals designed 

to reduce health care costs. Just as CMMI has set forth guiding principles for its future direction, the 

NHC’s evaluation of cost-containment policies and proposed policies led us to a patient-centered 

framework with three core domains, principles, and 18 specific patient-centered values.2 

The NHC appreciates CMMI’s transparency in engaging stakeholders as it defines its direction going 

forward. We generally support the guiding principles articulated in the RFI, and offer our specific 

recommendations below for CMMI’s consideration as you refine your mission and priorities.  

First, we urge the Center to adopt as a guiding principle that models protect patient safety and 

access to care, while improving quality. This is particularly important for individuals with chronic 

diseases and disabilities, for whom access hurdles can have enormous, and potentially life-

threatening, consequences.  

Choice and competition in the market – The NHC shares CMMI’s goal of promoting choice and 

competition in the market. We ask that this principle be refined to promote “value” rather than focus 

on “cost,” and that CMMI approach its assessment of quality, outcomes, and value from the patient 

perspective.  

The NHC has, on behalf of its member community, been engaged throughout the various initiatives 

to create value frameworks in health care. Our message through these processes has been clear and 

consistent – the patient community must be involved in defining value as the end recipient of care.3 

Patients, like other stakeholders, are eager to take part in the value discussion because the cost of and 

access to medical care have a direct impact on their health and well-being. We urge CMMI to 

operationalize this guiding principle to include patient engagement initiatives that: 

• Focus on subpopulations with care deficits potentially leading to poor outcomes for which 

models could enhance care;  

• Identify outcomes that patients care about to inform structure, design, and patient-centered 

outcomes for model evaluation; 

• Encourage early and continuous engagement of patients with chronic conditions and 

disabilities throughout the model selection and testing continuum; 

• Promote competition to drive lower-cost and higher-quality products and services;  

• Further the development and use of patient-reported and patient-identified outcomes; and   

• Ensure that economic inputs are considered in the context of the patient’s experience. 

 

Development of demonstration projects that use cost as a proxy for value will move CMMI off-

course in achieving its goal of a patient-centric approach and can also compromise the broader health 

system benefits of treatment advances and innovations. 

 

 

 

 

                                                           
2http://www.nationalhealthcouncil.org/sites/default/files/Health%20Care%20Costs%20Domains%20and%20Value
s%20FINAL.pdf. 
3 Manuscript: Perfetto EM, Oehrlein EM, Boutin M, Reid S,  Gascho E. Value to Whom? The Patient Voice in the 
Value Discussion. VALUE HEALTH. 2017 Feb; 20(2):286-291. doi: 10.1016/j.jval.2016.11.014. 

http://www.nationalhealthcouncil.org/sites/default/files/Health%20Care%20Costs%20Domains%20and%20Values%20FINAL.pdf
http://www.nationalhealthcouncil.org/sites/default/files/Health%20Care%20Costs%20Domains%20and%20Values%20FINAL.pdf
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We also seek clarity on the last sentence of the principle’s description that reads: 

“Give beneficiaries and health care providers the tools and information they need to 

make decisions that work best for them.”  

We urge CMMI to clarify this sentence to state that the intention is to make decisions that work best 

for the beneficiaries, specifically, rather than a broad statement of “them.” 

Provider Choice and Incentives – We share CMMI’s belief that a fully functioning, competitive 

market is one that affords choice and enables win/win solutions across all stakeholders. We also 

agree that models should be small, targeted, and voluntary. The concept of voluntary models should 

include making them voluntary for beneficiaries as well. This means that patients must be informed 

of the existence, contours, and potential impact that a particular model may have on their health care 

goals, and have the opportunity to opt-out of participation without the fragmentation of care that 

accompanies switching providers.   

The Agency has historically attempted to incorporate patient safeguards to ensure continued access to 

medically necessary services as the Agency evaluates a model’s effectiveness in improving care 

quality while reducing costs. We urge the Agency to continue and strengthen such safeguards.  

We urge CMMI to include bi-directional choice and incentives in its guiding principles to: 

• Ensure that models have sufficient guardrails that do not disadvantage high-risk patients with 

chronic conditions or their treating providers; and 

• Enable patients to share in health systems savings, including drug rebates, discounts, and 

price concessions. 

 

Patient-centered care – The NHC applauds CMMI for embracing patient-centered care as a guiding 

principle in its innovation initiatives.  

For individuals with chronic diseases and disabilities, care coordination is an essential part of patient-

centered care. We urge CMMI to explore models grounded in the principles that improve health at 

both the individual and population levels, and that include care coordination, health promotion, 

treatment adherence, prevention strategies, and disease management. 

Similarly, for individuals with chronic conditions, any innovation initiative must consider patient-

specific health status, outcomes, and goals. It is also important to acknowledge that some patients, by 

virtue of their health status, may experience worsening of their condition despite receiving high-

quality care that is consistent with their individual goals and perception of “value.” A critical element 

of the informed decision-making process for patients is the ability to understand their treatment 

options and have the opportunity to provide feedback on the type of care they receive. Providers 

should not be penalized for decisions patients make on their preferred course of care based on their 

overall treatment goals.  

Benefit design and price transparency – The NHC agrees with CMMI’s goal of transparency with 

respect to benefit design and associated costs of care. For transparency to be meaningful, it must be 

system-wide, with clear communication of information to patients and providers. We urge CMMI to 

maintain transparency with respect to its selection of models, including the Center’s goal(s) and how 

it will evaluate progress toward its goals.  
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The NHC believes that a system-wide culture of patient engagement will also illuminate the risk of 

unintended consequences that models may have on patient access to care, safety, or outcomes during 

the proposal phase when they can be avoided or mitigated.  

Transparent model design and evaluation – The NHC agrees with CMMI on the importance of 

transparency in model design and evaluation. CMS has clearly and consistently stated its 

commitment to a continuing dialogue with the stakeholder community as a key component of 

payment and care delivery innovation initiatives. As further detailed in our response to CMMI’s RFI 

question on beneficiary engagement below, we urge the Center (and CMS) to implement a structural, 

system-wide, and well-defined stakeholder engagement process. We believe that transparency must 

be accompanied by engagement and the opportunity to participate throughout the model development 

process, as well as model implementation and evaluation.  

The NHC further encourages CMMI to rely on a variety of credible data sources that allow for timely 

incorporation of new information and account for the diversity of patient populations and patient-

centered outcomes, especially those from real-world settings and reported by patients directly. The 

data sources included in selection and evaluation of models should reflect the outcomes most 

important to patients and capture their experiences to the extent possible, and evaluations should 

assess total health care costs (and value) over the long term, rather than short term. 

RFI Question #1(b): Do you have any comments on the focus areas? 

CMMI Proposed Focus Area:  Expanded Opportunities for Participation in Advanced APMs  

The NHC supports CMMI’s focus on increasing the development of and participation in APMs, and 

we urge the Center to incorporate meaningful, actionable patient protections such as quality 

measures, notification, and “opt out” opportunities that have previously been used in demonstration 

projects conducted or funded by CMMI. While increasing incentives for Advanced APM 

participation may facilitate a more rapid shift from paying for volume to paying for value, the NHC 

remains concerned that clinicians may manage their increased financial risk by limiting patient 

access. We, therefore, urge close monitoring of APMs and recommend that CMS consider 

implementing new Advanced APMs that initially require less provider risk and more incentives for 

caring for high-cost patients. 

The NHC also urges CMMI to explore additional APMs that address patient care more holistically. 

Disease-specific models (e.g., the Oncology Care Model) should evolve to take into consideration 

how a patient’s other health care needs can be met either through the participating provider or 

through care coordination with other providers and settings. Additionally, CMS should focus on 

qualifying disease-agnostic APMs that can apply to a broader population of people with chronic 

conditions. For example, APMs should address treatment of patients with multiple chronic conditions 

and integration of behavioral health into medical care.  

Additionally, we ask that as CMMI focuses on incorporating greater flexibility into APMs, it do so 

without compromising on the evaluation measures required for all CMMI models. Section 1115A of 

the Social Security Act requires that models be evaluated on patient-specific outcomes and include 

patient-centered quality measures. While CMS’ further development of patient-centered quality 

measures will be an important step toward this goal, the NHC recommends that CMS continue to 

engage the patient community to incorporate the patient voice in APM assessments, and ensure that 

any negative impacts on patient access or quality of care are rapidly identified and adequately 

addressed.  
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One potential method to achieve this goal is to incorporate patient participation into CMMI activities 

by configuring a patient and caregiver subcommittee within the Physician Focused Payment Model 

Technical Advisory Committee. While this action represents one way to bring the patient perspective 

to one aspect of CMS’ work, we also call for more opportunities for patients to engage with CMS, 

which we highlight in our answer to Question #6.  

CMMI Proposed Focus Area:  Consumer-Directed Care & Market-Based Innovation Models 

The NHC applauds CMS’ interest in pursuing consumer-directed care and market-based models, and 

agrees that informed consumers can be a strong force driving change in the health system. However, 

we also recognize that consumers currently often lack the information they need to make informed 

decisions. More must be done to increase transparency around how much products and services cost 

and how much the consumer is expected to pay in out-of-pocket expenses.  

Additionally, the NHC has identified value-based insurance design (VBID) as a top priority. Under a 

VBID model, beneficiaries are incentivized to choose high-value care by reducing cost-sharing 

requirements for services that are deemed to be of higher value. We encourage CMMI to continue its 

VBID demonstration and consider expanding the model to more geographic regions and conditions, 

and consider VBID models to address multiple chronic conditions.4 

Finally, the NHC encourages CMMI to develop and test new models that further put patients at the 

center of their care by rewarding providers to co-develop individualized care plans based on patients’ 

unique goals, aspirations, and circumstances. This care planning activity, while time-consuming, can 

greatly improve patients’ outcomes. Because of the added time required for this activity, we 

recommend that providers be compensated for the time spent doing these activities.   

CMMI Proposed Focus Area:  Prescription Drug Models 

The NHC supports CMS’ proposed focus on Models “that better align incentives and engage 

beneficiaries as consumers” and “contemplate novel arrangements between plans, manufacturers, and 

stakeholders across the supply chain.” Innovative strategies such as outcomes-based contracting for 

prescription drugs could, if appropriately selected and implemented, provide a valuable tool toward 

reducing health care costs, particularly for individuals with chronic conditions requiring high-cost 

therapies.  

The NHC appreciates CMS’ commitment to ensure that any prescription drug model(s) be designed 

to encourage competition while protecting patient access to treatment options. We urge CMS to 

ensure that any savings from such a model are passed on to patients, and that patients are informed 

on the existence and structure of any incentives potentially driving clinician treatment decisions. 

CMMI Proposed Focus Area:  Medicare Advantage (MA) Innovation Models  

As previously mentioned, the NHC has identified innovation in value-based insurance design as one 

of the high-priority policy initiatives with a strong potential for delivering value to patients with 

chronic conditions. We strongly support expansion of the Medicare Advantage (MA) VBID 

demonstrations within CMMI. 

                                                           
4 National Health Council, Policy Proposals for Reducing Health Care Costs Summary of Draft Recommendations, 
http://www.nationalhealthcouncil.org/sites/default/files/HCC%20Onepager_Updated_FINAL.pdf. 
 

http://www.nationalhealthcouncil.org/sites/default/files/HCC%20Onepager_Updated_FINAL.pdf
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Additionally, we support efforts to better coordinate and integrate the variety of services that patients 

need. For example, models can be tested that have increased flexibility for plans to include ancillary 

services that can be particularly meaningful to patients, such as transportation and social services. 

CMMI should also consider an MA based model testing intensive care management services, similar 

to the fee for service based Care Management for High-Cost Beneficiaries Demonstration, that would 

offer patients a dedicated interdisciplinary team to help ensure they’re getting the right care at the 

right time. 

RFI Question #5:  How can CMS further engage beneficiaries in development of 

these models and/or participate in new models? 

The NHC appreciates CMS’ interest in improving engagement with beneficiaries to inform its 

selection, design, and evaluation of innovation models. As CMMI explores innovative strategies to 

incentivize value-based care, the threshold question of how “value” is defined cannot be addressed 

without the patient voice. Patient perspectives on value will often differ significantly from that of 

payers and their providers. Patients want clinically effective treatment options that are relevant given 

their personal circumstances and individual goals.5 The definition of value, therefore, varies among 

different patient populations; value also evolves with disease trajectory and is highly dependent on 

individual preferences.   

We have previously expressed to CMS our continuing belief that the Agency should work with the 

stakeholder community to create a shared and agreed-upon definition of value in terms of clinical 

effectiveness as well as relevance to patients and their family caregivers. Failing to address this 

fundamental informational gap could deprive the Agency, providers, and the patients they serve, of 

core information that should drive payment and care delivery innovation, and could ultimately 

undermine our shared goal of improving flexibility, patient-centeredness, and quality while reducing 

costs.  

Section 1115A’s reliance on patient-centeredness in evaluating models similarly underscores the 

importance of the patient perspective in initial model selection and design. Meaningful patient 

engagement is essential to patient centeredness, and requires direct interaction with patients, family 

caregivers, and patient organizations that is bidirectional, reciprocal, and continuous. 

Communications are open, honest, and clear. Engagement goals, participants, methods, desired 

impacts, and actual impacts are clearly outlined and transparent. We believe CMMI can improve 

upon the CMS patient-engagement process overall, and recommend: 

• Convening an Administrator-level Patient-Engagement Advisory Panel to inform, advise, and 

guide the Center on improving the patient centeredness of CMS activities in general and 

CMMI models in particular; 

• Appointing patient representatives to all CMS committees, technical advisory panels, and 

similar groups, and creating training and tools to optimize their engagement;  

• Including patients and caregivers in the measure-development processes; 

• Involving patients and other stakeholders in the creation of all APMs and other CMMI-

developed Models; and 

• Embedding patient centeredness into the DNA of CMS by establishing and reporting on 

metrics for achieving patient centeredness throughout the Agency. 

                                                           
5 Boutin, Marc. “The Patient Trifecta: A Basis for Truly Patient-Centric Health System.” American Journal of 
Pharmacy Benefits. http://www.ajpb.com/journals/ajpb/2015/ajpb_septemberoctober2015/the-patient-trifecta-
a-basis-for-a-truly-patient-centric-healthsystem.   
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We also urge CMMI to consider the six key domains of patient centricity identified in the NHC’s 

Patient-Centered Value Model Rubric, which was created in conjunction with its member 

organizations. These domains are: patient partnership; transparency to patients; inclusiveness of 

patient; diversity of patient populations; outcomes that matter to patients; and patient-centered data 

sources.6  

Conclusion 

The NHC appreciates the opportunity to submit comments on this CMMI RFI. As the voice for 

individuals with chronic diseases and disabilities and their family caregivers, the NHC encourages 

CMS in general, and CMMI specifically, to ensure that the patient voice is included in its selection 

and implementation of innovative approaches to strengthen our nation’s health systems. We are 

committed to working with CMS to ensure that patients receive quality care that improves the 

outcomes about which they care. 

Please do not hesitate to contact Eric Gascho, Vice President of Policy and Government Affairs, if 

you or your staff would like to discuss these issues in greater detail. He is reachable by phone at 202-

973-0545 or via e-mail at egascho@nhcouncil.org. 

 

Sincerely, 

 

 

Marc Boutin, JD 

Chief Executive Officer 

                                                           
6 The Patient Voice in Value: The National Health Council Patient-Centered Value Model Rubric. 
http://www.nationalhealthcouncil.org/sites/default/files/Value-Rubric.pdf. 


