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	Title/Agency Action/Regulation Link
	Agency release date; due date for comments 
	Agency’s Summary of Action
	Notes:

	PRIORITY REGULATIONS

	340B Drug Pricing Program Ceiling Price and Manufacturer Civil Monetary Penalties Regulation
AGENCY: HRSA
Final rule; further delay of effective date

	Published:
9/29/2017

Effective:
7/1/2018
	The Health Resources and Services Administration (HRSA) administers section 340B of the Public Health Service Act (PHSA), known as the ‘‘340B Drug Pricing Program’’ or the ‘‘340B Program.’’ HRSA published a final rule on January 5, 2017, that set forth the calculation of the ceiling price and application of civil monetary penalties. The final rule applied to all drug manufacturers that are required to make their drugs available to covered entities under the 340B Program. On August 21, 2017, HHS solicited comments on further delaying the effective date of the January 5, 2017, final rule to July 1, 2018 (82 FR 39553). HHS proposed this action to allow a more deliberate process of considering alternative and supplemental regulatory provisions and to allow for sufficient time for additional rulemaking. After consideration of the comments received on the proposed rule, HHS is delaying the effective date of the January 5, 2017, final rule, to July 1, 2018.
	

	HHS Draft Department Strategic Plan for FY 2018-2022

AGENCY: HHS
https://s3.amazonaws.com/public-inspection.federalregister.gov/2017-20613.pdf

	Published:
9/27/2017

Due Date:
10/26/2017
	The Department of Health and Human Services (HHS) is seeking public comment on its draft Strategic Plan for Fiscal Years 2018–2022.
This document articulates how the Department will achieve its mission through five strategic goals. These five strategic goals are (1) Reform, Strengthen, and Modernize the Nation’s Health Care System, (2) Protect the Health of Americans Where They Live, Learn, Work, and Play, (3) Strengthen the Economic and Social Well-Being of Americans across the Lifespan, (4) Foster Sound, Sustained Advances in Sciences, and (5) Promote Effective and Efficient Management and Stewardship. Each goal is supported by objectives and strategies.
https://www.hhs.gov/ about/strategic-plan/index.html 
	


	Request for Public Comment: 60 Day Notice for Extension of Fast Track Generic Clearance for the Collection of Qualitative Feedback on Agency Service Delivery: IHS Customer Service Satisfaction and Similar Surveys

AGENCY: IHS
Request for Comments and Request for Extension of Approval

https://www.gpo.gov/fdsys/pkg/FR-2017-09-27/pdf/2017-20606.pdf

	Published:
9/27/2017

Due Date:
11/27/2017
	Generic Clearance for the Collection of Qualitative Feedback on Agency Service Delivery: IHS Customer Service Satisfaction and Similar Surveys. Type of Information Collection Request: Three year extension approval of this information collection. 
 The proposed information collection activity provides a means to garner qualitative customer and stakeholder feedback in an efficient, timely manner, in accordance with the Administration’s commitment to improving service delivery. Qualitative feedback is information that provides useful insights on perceptions and opinions, but is not statistical surveys that yield quantitative results that can be generalized to the population of study. This feedback will provide insights into customer or stakeholder perceptions, experiences and expectations, provide an early warning of issues with service, or focus attention on areas where communication, training or changes in operations might improve delivery of products or services. These collections will allow for ongoing, collaborative and actionable communications between the Agency and its customers and stakeholders. It will also allow feedback to contribute directly to the improvement of program management. The solicitation of feedback will target areas such as: Timeliness, appropriateness, accuracy of information, courtesy, efficiency of service delivery, and resolution of issues with service delivery. Responses will be assessed to plan and inform efforts to improve or maintain the quality of service offered to the public. If this information is not collected, vital feedback from customers and stakeholders on the agency’s services will be unavailable.
	

	CMS Innovation Center New Direction
Request for Information (RFI)

AGENCY: CMS
https://innovation.cms.gov/initiatives/direction/

https://innovation.cms.gov/Files/x/newdirection-rfi.pdf


	Published: 9/20/2017

Due Date:
11/20/2017
	One of the most important goals at CMS is fostering an affordable, accessible healthcare system that puts patients first. Through this informal Request for Information (RFI) the CMS Innovation Center (Innovation Center) is seeking your feedback on a new direction 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. The Innovation Center welcomes stakeholder input on the ideas included here, on additional ideas and concepts, and on the future direction of the Innovation Center.
While existing partnerships with healthcare providers, clinicians, states, payers and stakeholders have generated important value and lessons, CMS is setting a new direction for the Innovation Center. We will carefully evaluate how models developed consistent with the new directions can complement what we are learning from the existing initiatives. In particular, the Innovation Center is interested in testing models in the following eight focus areas:
1. Increased participation in Advanced Alternative Payment Models (APMs);
2. Consumer-Directed Care & Market-Based Innovation Models;
3. Physician Specialty Models;
4. Prescription Drug Models;
5. Medicare Advantage (MA) Innovation Models;
6. State-Based and Local Innovation, including Medicaid-focused Models;
7. Mental and Behavioral Health Models; and
8. Program Integrity.
However, the Innovation Center may also test models in other areas.
	Submit comments online:
https://survey.max.gov/429625

Email comments:
CMMI_NewDirection@cms.hhs.gov


	Notice of Availability of Final Policy Document

AGENCY: HRSA
Notice
https://www.gpo.gov/fdsys/pkg/FR-2017-09-20/pdf/2017-19938.pdf

	Published:
9/20/2017

Effective:
8/28/2017

	The Health Center Program Compliance Manual (Compliance Manual) has been developed as a comprehensive, significantly streamlined, and web-based guidance document to assist health centers in understanding and demonstrating compliance with Health Center Program requirements. As such, this guidance document will reduce burden for current and prospective health centers and look-alikes and further strengthen HRSA’s oversight of the Health Center and Health Center Federal Tort Claims Act (FTCA) Programs. It also responds to recommendations contained within the Government Accountability Office report, Health Center Program: Improved Oversight Needed to Ensure Grantee Compliance with Requirements, GAO–12–546, for increased transparency, clarity, and consistency in Health Center Program oversight. The Bureau of Primary Health Care (BPHC) released a draft Compliance Manual on August 23, 2016, for a 90-day public comment period. Individuals and groups submitted over 700 comments regarding the draft Compliance Manual. After thorough review and consideration of all comments received, HRSA made a substantial number of updates to the Compliance Manual to incorporate suggestions and requests for further clarification.
HRSA Health Center Program Compliance Manual
	

	Proposed Data Collection Submitted for Public Comment and Recommendations; Effective Communication in Public Health Emergencies- Developing Community-Centered Tools for People with Special Health Care Needs

Docket No. CDC-2017-0071

AGENCY: CDC
Notice with comment period
https://www.gpo.gov/fdsys/pkg/FR-2017-09-20/pdf/2017-19959.pdf

	Published:
9/20/2017

Due Date:
11/20/2017
	This notice invites comment on a proposed information collection project titled  ”Effective Communication in Public Health Emergencies—Developing Community-Centered Tools for People with Special Health Care Needs” Office of Public Health Preparedness and Response (OPHPR), Centers for Disease Control and Prevention (CDC).
The data resulting from this study will be used to develop specific tools, protocols, and message templates that can be used for communicating during emergencies and disasters with families with CYSHCN and ASD. CDC plans to begin the information collection one month after OMB approval and continue for twenty two months.
	

	
Solicitation of Nominations for Appointment to the Healthcare Infection Control Practices Advisory Committee (HICPAC)

AGENCY: CDC
Notice
https://www.gpo.gov/fdsys/pkg/FR-2017-09-18/pdf/2017-19743.pdf

	Published:
9/18/2017

Due Date: 
11/30/2017
	The Centers for Disease Control and Prevention (CDC) is seeking nominations for membership on the HICPAC. The HICPAC consists of 14 experts in fields including but not limited to, infectious diseases, infection prevention, healthcare epidemiology, nursing, clinical microbiology, surgery, hospitalist medicine, internal medicine, epidemiology, health policy, health services research, public health, and related medical fields. Nominations are being sought for individuals who have expertise and qualifications necessary to contribute to the accomplishments of the committee’s objectives. Nominees will be selected based on expertise in the fields of infectious diseases, infection prevention, healthcare epidemiology, nursing, environmental and clinical microbiology, surgery, internal medicine, epidemiology, health policy, health services research, and public health. Federal employees will not be considered for membership. Members may be invited to serve for four-year terms.
	

	Agency Information Collection: State Medicaid HIT Plan and Limitations on Provider Related Donations and Health Care Related Taxes.

AGENCY: CMS
Notice
https://www.gpo.gov/fdsys/pkg/FR-2017-09-18/pdf/2017-19787.pdf

	Published:
9/18/2017

Due Date:
10/18/2017
	1. Extension of a currently approved collection; Title of Information Collection: State Medicaid HIT Plan, Planning Advance Planning Document, and Implementation Advance Planning Document for Section 4201 of the Recovery Act; Use: To assess the appropriateness of state requests for the administrative Federal financial participation for expenditures under their Medicaid Electronic Health Record Incentive Program related to health information exchange, our staff will review the submitted information and documentation to make an approval determination of the state advance planning document. Form Number: CMS–10292 
2. Extension of a currently approved collection; Title of Information Collection: Limitations on Provider Related Donations and Health Care Related Taxes; Limitation on Payment to Disproportionate Share Hospitals; Medicaid and Supporting Regulations; Use: States may request a waiver of the broad based and uniformity tax program requirements. Each state must demonstrate that its tax program(s) do not violate the hold harmless provision. Additionally, state Medicaid agencies must report (quarterly) on health care related taxes collected and the source of provider related donations received by the state or unit of local government. Each state must maintain, in readily reviewable form, supporting documentation that provides a detailed description of each donation and tax program being reported, as well as the source and use of all donations received and collected. Without this information, the amount of Federal financial participation payable to a state cannot be determined; Form Number: CMS–R–148.
	

	Agency Information Collection: CMS-437 Psychiatric Unit Criteria Work Sheet and CMS-10515 Payment Collections Operations Contingency Plan

AGENCY: CMS
Notice
https://www.gpo.gov/fdsys/pkg/FR-2017-09-18/pdf/2017-19795.pdf

	Published:
9/18/2017

Due Date:
11/17/2017
	1. Reinstatement with Change of a currently approved collection; Title of Information Collection: Psychiatric Unit Criteria Work Sheet; Use: Certain specialty hospitals and hospital specialty distinct-part units may be excluded from the Inpatient Medicare Prospective Payment System (IPPS) and be paid at a different rate. These specialty hospitals and distinct-part units of hospitals include Inpatient Rehabilitation Facilities (IRFs) units, Inpatient Rehabilitation Facilities (IRFs) hospitals and Inpatient Psychiatric Facilities (IPFs).
2. Extension of a currently approved collection; Title of Information Collection: Payment Collections Operations Contingency Plan; Use: Section 1402 of the PPACA provides for the reduction of cost sharing for certain individuals enrolled in a QHP through an Exchange, and section 1412 of the PPACA provides for the advance payment of these reductions to issuers. The data collection will be used by HHS to make payments or collect charges from SBE issuers under the following programs: advance payments of the premium tax credit, advanced cost-sharing reductions, and Exchange user fees. The workbook template was used to make payments in January 2014 and will continue through December 2020, as may be required based on HHS’s operational progress. Form Number: CMS–10515
	

	Social Security Ruling, SSR 17-3pl Titles II and XVI: Evaluating Cases Involving Sickle Cell Disease (SCD)

AGENCY: Social Security Administration
Notice
https://www.gpo.gov/fdsys/pkg/FR-2017-09-15/pdf/2017-19551.pdf

	Published:
9/15/2017

Effective:
9/15/2017
	We consider all medical evidence when we evaluate a claim for disability benefits. The following information is in a question and answer format that provides guidance about SCD and how to consider evidence regarding this impairment. Questions 1 and 2 provide basic background information about SCD and its variants. Question 3 clarifies that sickle cell trait is not a variant of SCD. Question 4 discusses the complications and symptoms of SCD.
	

	Agency Information Collection; Medicare Geographic Classification Review Board Procedures and Disclosure Requirement for the IN-Office Ancillary Services Exception


AGENCY: CMS
Notice
https://www.gpo.gov/fdsys/pkg/FR-2017-09-15/pdf/2017-19521.pdf

	Published:
9/15/2017

Due Date:
10/16/2017
	1. Extension of a currently approved collection; Title of Information Collection: Medicare Geographic Classification Review Board Procedures and Criteria; Use: During the first few years of IPPS, hospitals were paid strictly based on their physical geographic location concerning the wage index (Metropolitan Statistical Areas (MSAs)) and the standardized amount (rural, other urban, or large urban). However, a growing number of hospitals became concerned that their payment rates were not providing accurate compensation. The hospitals argued that they were not competing with the hospitals in their own geographic area, but instead that they were competing with hospitals in neighboring geographic areas. At that point, Congress enacted Section 1886(d)(10) of the Act which enabled hospitals to apply to be considered part of neighboring geographic areas for payment purposes based on certain criteria. The application and decision process is administered by the MGCRB which is not a part of CMS so that CMS could not be accused of any untoward action. However, CMS needs to remain apprised of any potential payment changes.
2. Extension of a currently approved collection; Title of Information Collection: Disclosure Requirement for the In-Office Ancillary Services Exception; Use: Section 6003 of the ACA established a disclosure requirement for the in-office ancillary services exception to the prohibition of physician self-referral for certain imaging services. This section of the ACA amended section 1877(b)(2) of the Social Security Act by adding a requirement that the referring physician informs the patient, at the time of the referral and in writing, that the patient may receive the imaging service from another supplier. 
	

	Agency Information Collection; Project: Biannual Infrastructure Development Measures for State Adolescent and Transitional Aged Youth Treatment Enhancement and Dissemination Implementation (SYT–I) and Adolescent and Transitional Aged Youth Treatment Implementation

AGENCY: SAMHSA
https://www.gpo.gov/fdsys/pkg/FR-2017-09-12/pdf/2017-19251.pdf

	Published: 9/12/2017

Due Date:
10/12/2017
	The Substance Abuse and Mental Health Services Administration (SAMHSA), Center for Substance Abuse Treatment has developed a set of infrastructure development measures in which recipients of cooperative agreements will report on various benchmarks on a semi-annual basis. The infrastructure development measures are designed to collect information at the state-level and site-level. The projects were previously named State Adolescent Treatment Enhancement and Dissemination (SAT– ED) and State Youth Treatment Enhancement and Dissemination (SYT– ED) Programs and are now called State Adolescent And Transitional Aged Youth Treatment Enhancement and Dissemination Implementation (SYT–I) and Adolescent and Transitional Aged Youth Treatment Implementation (YT–I) Programs. No changes have been made to the Biannual Infrastructure Development Measures Report. The only revision to the biannual progress report is due to the decrease in the number of respondents. The infrastructure development measures are based on the programmatic requirements.
The purpose of this program is to provide funding to States/Territories/ Tribes to improve treatment for adolescents and transitional age youth through the development of a learning laboratory with collaborating local community-based treatment provider sites.
	

	Medicare Program; Recognition of Revised NAIC Model Standards for Regulation of Medicare Supplemental Insurance

AGENCY: CMS
https://www.gpo.gov/fdsys/pkg/FR-2017-09-01/pdf/2017-18605.pdf

	Published:
9/1/2017

Effective:
1/1/2020
	This notice announces the changes made by the Medicare Access and CHIP Reauthorization of 2015 (MACRA) to section 1882 of the Social Security Act (the Act), which governs Medicare supplemental insurance. This notice also recognizes that the Model Regulation adopted by the National Association of Insurance Commissioners (NAIC) on August 29, 2016, is considered to be the applicable NAIC Model Regulation for purposes of section 1882 of the Act, subject to our clarifications that are set forth in this notice.
	

	Cost-Based and Inter-Agency Billing Rates for Medical Care or Services Provided by the VA
AGENCY: VA
https://www.gpo.gov/fdsys/pkg/FR-2017-08-29/pdf/2017-18219.pdf


	Published: 8/29/2017

Effective:
8/29/2017
	Updates the Cost-Based and Inter-Agency billing rates for medical care or services provided by the Department of Veterans Affairs (VA) that apply in certain circumstances.
Inter-Agency rates apply to medical care and services that are provided by VA to beneficiaries of the Department of Defense (DoD) or other Federal agencies, when the care or services provided is not covered by an applicable sharing agreement, unless otherwise stated. The calculations for the Cost-Based and Inter-Agency rates are the same with two exceptions. Inter-Agency rates are all-inclusive, and are not broken down into three components (Physician; Ancillary; and Nursing, Room and Board), and Inter-Agency rates do not include standard fringe benefit costs that cover government employee retirement, disability costs, and return on fixed assets. When VA pays for medical care or services from a non-VA source under circumstances in which the Cost-Based or Inter-Agency Rates would apply if the care or services had been provided by VA, the charge for such care or services will be the actual amount paid by VA for the care or services. Inpatient charges will be at the per diem rates shown for the type of bed section or discrete treatment unit providing the care.
	

	Agency Information Collection; To Advance State, Tribal, Local and Territorial Governmental Agency and System Performance, Capacity, and Program Delivery. CDC is requesting a 3 year approval

AGENCY: CDC

https://www.gpo.gov/fdsys/pkg/FR-2017-08-25/pdf/2017-18035.pdf

	Published: 8/25/2017
 
	Information Collections to Advance State, Tribal, Local and Territorial (STLT) Governmental Agency and System Performance, Capacity, and Program Delivery. CDC is requesting a three-year approval for a generic clearance to collect information related to domestic public health issues and services that affect and/or involve state, tribal, local and territorial (STLT) government entities.
CDC and HHS seek to accomplish its mission by collaborating with partners throughout the nation and the world to: Monitor health, detect and investigate health problems, conduct research to enhance prevention, develop and advocate sound public health policies, implement prevention strategies, promote healthy behaviors, foster safe and healthful environments, and provide leadership and training
	

	Eligibility for Supplemental Service-Disabled Veterans’ Insurance

AGENCY: VA
Proposed Rule
https://www.gpo.gov/fdsys/pkg/FR-2017-08-23/pdf/2017-17587.pdf

	Published: 8/23/2017

Due Date:
10/23/2017
	The Department of Veterans Affairs (VA) proposes to amend its regulations governing the Service Disabled Veterans’ Insurance (S–DVI) program in order to explain that a person who was granted S–DVI as of the date of death under is not eligible for supplemental S–DVI because the insured’s total disability did not begin after the date of the insured’s application for insurance and while the insurance was in force under premium paying conditions.
Under 38 U.S.C. 1922(a), a veteran ‘‘suffering from a disability or disabilities for which compensation would be payable if 10 per centum or more in degree and except for which such person would be insurable according to the standards of good health’’ is eligible for S–DVI up to a maximum of $10,000 upon ‘‘application in writing made within two years from the date service connection of such disability is determined by the Secretary and payment of premiums as provided in this subchapter.’’
A grant of supplemental S–DVI is precluded if S– DVI was granted under section 1922(b). This would reflect the Veterans Court’s conclusion that the insured cannot qualify for a waiver of premiums under 38 U.S.C. 1912(a) because the insured’s total disability did not begin after the date of the insured’s application for insurance and while the insurance was in force under premium-paying conditions.
	

	Medicare Program; Hospital Inpatient Prospective Payment Systems for Acute Care Hospitals and the Long Term Care Hospital Prospective Payment System and Policy Changes and Fiscal Year 2018 Rates; Quality Reporting Requirements for Specific Providers; Medicare and Medicaid Electronic Health Record (EHR) Incentive Program Requirements for Eligible Hospitals, Critical Access Hospitals, and Eligible Professionals; Provider-Based Status of Indian Health Service and Tribal Facilities and Organizations; Costs Reporting and Provider Requirements; Agreement Termination Notices

AGENCY: CMS
Final Rule
https://www.gpo.gov/fdsys/pkg/FR-2017-08-14/pdf/2017-16434.pdf

	Published: 8/14/2017

Effective:
10/1/2017



	CMS is revising the Medicare hospital inpatient prospective payment systems (IPPS) for operating and capital related costs of acute care hospitals to implement changes arising from our continuing experience with these systems for FY 2018. Some of these changes implement certain statutory provisions contained in the Pathway for Sustainable Growth Rate (SGR) Reform Act of 2013, the Improving Medicare Post-Acute Care Transformation Act of 2014, the Medicare Access and CHIP Reauthorization Act of 2015, the 21st Century Cures Act, and other legislation. CMS is also are making changes relating to the provider-based status of Indian Health Service (IHS) and Tribal facilities and organizations and to the low-volume hospital payment adjustment for hospitals operated by the IHS or a Tribe. In addition, we are providing the market basket update that will apply to the rate-of-increase limits for certain hospitals excluded from the IPPS that are paid on a reasonable cost basis subject to these limits for FY 2018. CMS is updating the payment policies and the annual payment rates for the Medicare prospective payment system (PPS) for inpatient hospital services provided by long-term care hospitals (LTCHs) for FY 2018.

	


It doesn’t appear that any of our comments were accepted. But for several comments CMS has stated that they will consider for future rulemaking.

	
	
	
	

	
	
	DEAR TRIBAL LEADER LETTERS

	

	
	
	
	

	IHS Tribal Consultation and Urban Confer on the IHS Strategic Plan
https://www.ihs.gov/newsroom/includes/themes/responsive2017/display_objects/documents/2017_Letters/58653-1_IHS_StrategicPlan_09152017.pdf

	Published:
9/15/2017

Due Date:
10/31/2017
	IHS is initiating a Tribal Consultation and Urban Confer on the IHS Strategic Plan. IHS is beginning a process for the development of a 5-year IHS Strategic Plan 2018-2022. This coincides with the development of the HHS Strategic Plan for 2018-2022.
IHS Strategic Plan Consultation Timeline and Draft Framework for IHS Mission, Goals, and Objectives
	Listening Session scheduled for Wednesday, October 18 3:00-4:00PM ET


	IHS is Accepting Applications for the Small Ambulatory Program
 https://www.ihs.gov/newsroom/includes/themes/responsive2017/display_objects/documents/2017_Letters/58580-1_DTLL_SAP_OEHE_08252017.pdf

	Published: 
8/25/2017

Due Date:
12/1/2017
	The fiscal year (FY) 2017 budget includes $5 million for the Small Ambulatory Program (SAP). The Indian Health Service (IHS) is accepting applications for the SAP. The authorization for the SAP is in Title 25 U.S.C. Section 1636. Under the SAP, American Indian and Alaska Native Tribes or Tribal organizations who are operating an Indian health care facility pursuant to a health care services contract or compact entered into under the Indian Self-Determination and Education Assistance Act, Public Law (P.L.) 93-638, may competitively obtain funding for the construction, expansion, or modernization of small ambulatory health care facilities. If your Tribe is interested in participating in the FY 2017 SAP, please download and complete the application available online at https://www.ihs.gov/dfpc/ or http://www.fedbizopps.gov by December 1, 2017.

	

	
	
	
	

	
	
	FUNDING OPPORTUNITIES
	

	
	
	
	

	Native Elder Abuse Innovation Awards 2018
National Indigenous Elder Justice Initiative

https://www.nieji.org/innovation-grant/awards

	Published:
9/15/2017

Due Date:
11/14/2017

Award Notification:
1/2/2018
	These grants are intended to provide American Indian Tribes, Alaskan Natives, and Native Hawaiians with funds to focus on awareness, policy development, and infrastructure building for reporting, investigation, and intervention of elder abuse and neglect for Indigenous elders or other innovative elder abuse projects. NIEJI Innovation plans to award between 8-12 awards, up to $20,000 to each grantee.
	

	Zero Suicide Initiative Support

IHS Division of Behavioral Health; Office of Clinical and Preventative Services

https://www.gpo.gov/fdsys/pkg/FR-2017-08-21/pdf/2017-17599.pdf

	Published:
8/21/2017

Due Date:
10/12/2017

Start Date:
11/1/2017
	The Indian Health Service (IHS), Office of Clinical and Preventive Service, Division of Behavioral Health (DBH), is accepting applications for cooperative agreements for Zero Suicide Initiative (ZSI)—to develop a comprehensive model of culturally informed suicide care within a system of care framework. This program was first established by the Consolidated Appropriations Act of 2017, Public Law 115–31, 131 Stat. 135 (2017).

The purpose of this cooperative agreement is to improve the system of care for those at risk for suicide by implementing a comprehensive, culturally informed, multi-setting approach to suicide prevention in Indian health systems. This award represents a continuation of IHS’s efforts to implement the Zero Suicide approach in Indian Country. Existing efforts have focused on training, technical assistance, and consultation for several ‘pilot’ AI/AN Zero Suicide communities. As a result of these efforts, both the unique opportunities and challenges of implementing Zero Suicide in Indian Country have been identified.

The total amount of funding identified for the current fiscal year (FY) 2018 is approximately $2,000,000. Individual award amounts are anticipated to be approximately $400,000. The amount of funding available for non-competing and continuation awards issued under this announcement is subject to the availability of appropriations and budgetary priorities of the Agency. IHS is under no obligation to make awards that are selected for funding under this announcement. 

Approximately five (5) awards will be issued under this program announcement.

Project Period The project period is for three years and will run consecutively from November 1, 2017, to October 31, 2020.
	

	
	
	
	

	
	
	115th CONGRESS LEGISLATION
	

	
	
	
	

	H.R. 3823 Disaster Tax Relief and Airport and Airway Extension Act
Sec. 301 Extension of Certain Public Health Programs - SDPI

House Ways and Means Committee
House Transportation and Infrastructure Committee
House Energy and Commerce Committee
House Committee on Financial Services
House Budget Committee 

Sponsor: Rep. Kevin Brady (R-TX-8)
https://www.congress.gov/bill/115th-congress/house-bill/3823/text?q=%7B%22search%22%3A%5B%22HR+3823%22%5D%7D&r=1

	Introduced:
9/25/2017
	To amend title 49, United States Code, to extend authorizations for the airport improvement program, to amend the Internal Revenue Code of 1986 to extend the funding and expenditure authority of the Airport and Airway Trust Fund, to provide disaster tax relief, and for other purposes.

EXTENSION OF SPECIAL DIABETES PROGRAM FOR INDIANS.—Section 330C(c)(2) of the Public Health Service Act (42 U.S.C. 254c–3(c)(2)) is amended—
	2 cosponsors
Not agreed to in House
Roll Call: 245-171 

	S. 1827 KIDS Act of 2017

Senate Finance Committee

Sponsor: Sen. Orrin Hatch (R-UT)
https://www.congress.gov/bill/115th-congress/senate-bill/1827/text?q=%7B%22search%22%3A%5B%22S+1827%22%5D%7D&r=1

	Introduced
9/18/2017
	To extend funding for the Children's Health Insurance Program, and for other purposes.

SEC.2. FIVE_YEAR FUNDING EXTENSION OF THE CHILDREN’S HEALTH INSURANCE PROGRAM
(21) for fiscal year 2018, $21,500,000,000;
“(22) for fiscal year 2019, $22,600,000,000;
“(23) for fiscal year 2020, $23,700,000,000;
“(24) for fiscal year 2021, $24,800,000,000; and
“(25) for fiscal year 2022, for purposes of making 2 semi-annual allotments—
“(A) $2,850,000,000 for the period beginning on October 1, 2021, and ending on March 31, 2022; and
“(B) $2,850,000,000 for the period beginning on April 1, 2022, and ending on September 30, 2022.”.

	

	S.1804 Medicare For All

Senate Finance Committee

Sponsor: Sen. Bernie Sanders (I-VT)
https://www.congress.gov/bill/115th-congress/senate-bill/1804/text?q=%7B%22search%22%3A%5B%22medicare+for+all%22%5D%7D&r=1

	Introduced:
9/13/2017
	To establish a Medicare-for-all national health insurance program.
TITLE I—ESTABLISHMENT OF THE UNIVERSAL MEDICARE PROGRAM; UNIVERSAL ENTITLEMENT; ENROLLMENT

Sec. 101. Establishment of the Universal Medicare Program.
Sec. 102. Universal entitlement.
Sec. 103. Freedom of choice.
Sec. 104. Non-discrimination.
Sec. 105. Enrollment.
Sec. 106. Effective date of benefits.
Sec. 107. Prohibition against duplicating coverage.
TITLE II—COMPREHENSIVE BENEFITS, INCLUDING PREVENTIVE BENEFITS AND BENEFITS FOR LONG-TERM CARE

Sec. 201. Comprehensive benefits.
Sec. 202. No cost-sharing.
Sec. 203. Exclusions and limitations.
Sec. 204. Coverage of long-term care services under Medicaid.
Sec. 205. State standards.
TITLE III—PROVIDER PARTICIPATION

Sec. 301. Provider participation and standards.
Sec. 302. Qualifications for providers.
Sec. 303. Use of private contracts.
TITLE IV—ADMINISTRATION
Subtitle A—General Administration Provisions

Sec. 401. Administration.
Sec. 402. Consultation.
Sec. 403. Regional administration.
Sec. 404. Beneficiary ombudsman.
Sec. 405. Complementary conduct of related health programs.
Subtitle B—Control Over Fraud And Abuse

Sec. 411. Application of Federal sanctions to all fraud and abuse under Universal Medicare Program.
TITLE V—QUALITY ASSESSMENT

Sec. 501. Quality standards.
Sec. 502. Addressing health care disparities.
TITLE VI—HEALTH BUDGET; PAYMENTS; COST CONTAINMENT MEASURES
Subtitle A—Budgeting

Sec. 601. National health budget.
Subtitle B—Payments To Providers

Sec. 611. Payments to institutional and individual providers.
Sec. 612. Ensuring accurate valuation of services under the Medicare physician fee schedule.
Sec. 613. Office of primary health care.
Sec. 614. Payments for prescription drugs and approved devices and equipment.
TITLE VII—UNIVERSAL MEDICARE TRUST FUND

Sec. 701. Universal Medicare Trust Fund.
TITLE VIII—CONFORMING AMENDMENTS TO THE EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974

Sec. 801. Prohibition of employee benefits duplicative of benefits under the Universal Medicare Program; coordination in case of workers’ compensation.
Sec. 802. Repeal of continuation coverage requirements under ERISA and certain other requirements relating to group health plans.
Sec. 803. Effective date of title.
TITLE IX—ADDITIONAL CONFORMING AMENDMENTS

Sec. 901. Relationship to existing Federal health programs.
Sec. 902. Sunset of provisions related to the State Exchanges.
TITLE X—TRANSITION
Subtitle A—Transitional Medicare Buy-In Option And Transitional Public Option

Sec. 1001. Lowering the Medicare age.
Sec. 1002. Establishment of the Medicare transition plan.
Subtitle B—Transitional Medicare ReForMs

Sec. 1011. Medicare protection against high out-of-pocket expenditures for fee-for-service benefits and elimination of parts A and B deductibles.
Sec. 1012. Reduction in Medicare part D annual out-of-pocket threshold and elimination of cost-sharing above that threshold.
Sec. 1013. Coverage of dental and vision services and hearing aids and examinations under Medicare part B.
Sec. 1014. Eliminating the 24-month waiting period for Medicare coverage for individuals with disabilities.
TITLE XI—MISCELLANEOUS

	

	H.R. 3706 Native Health and Wellness Act of 2017

House Energy and Commerce Committee 

Sponsor: Rep. Raul Ruiz (D-CA-36)
https://www.congress.gov/bill/115th-congress/house-bill/3706/text?q=%7B%22search%22%3A%5B%22American+Indian%22%5D%7D&r=38

	Introduced:
9/7/2017
	To amend the Public Health Service Act to improve the public health system in tribal communities and increase the number of American Indians and Alaska Natives pursuing health careers, and for other purposes.

“SEC. 317U. TRIBAL HEALTH BLOCK GRANT.
“(a) In General.—To the extent and in the amounts made available in advance by appropriations, the Secretary, acting through the Director of the Centers for Disease Control and Prevention, shall award a grant, in an amount determined pursuant to the formula developed under subsection (e), to each eligible Indian tribe or tribal organization for the purposes of promoting health, preventing disease, and reducing health disparities among American Indians and Alaska Natives.
“(b) Consultation.—The Secretary shall carry out this section, including the development of the formula required by subsection (e), in consultation with eligible Indian tribes and tribal organizations.
“(c) Eligibility.—To be eligible for a grant under this section for a fiscal year, an Indian tribe or tribal organization shall submit to the Secretary a plan at such time, in such manner, and containing such information as the Secretary may require.
“(d) Use Of Funds.—Each grantee under this section shall use the grant funds—
“(1) to establish or support preventive health service programs that facilitate the achievement of health-status goals;
“(2) to establish or support public health services that reduce the prevalence of chronic disease among American Indians and Alaska Natives; or
“(3) to strengthen public health infrastructure to facilitate the surveillance and response to infectious disease and foodborne illness outbreaks.
“(e) Formula.—The Secretary shall develop a formula to be used in allocating the total amount of funds made available to carry out this section for a fiscal year among the eligible Indian tribes and tribal organizations.
“(f) Reports.—Each grantee under this section shall submit reports at such time, in such manner, and containing such information as the Secretary may require.

“SEC. 779. RECRUITMENT AND MENTORING OF AMERICAN INDIAN AND ALASKA NATIVE YOUTH AND YOUNG ADULTS.
“(a) In General.—The Secretary shall make grants to Indian tribes and tribal organizations for the purpose of recruiting and mentoring American Indian and Alaska Native youth and young adults in health professions.
“(b) Use Of Funds.—An Indian tribe or tribal organization receiving a grant under subsection (a) shall use the grant funds—
“(1) to expose American Indian and Alaska Native adolescent youth or young adults to health professions;
“(2) to promote science education;
“(3) to establish mentoring relationships between—
“(A) American Indian and Alaska Native youth or young adults; and
“(B) health professionals;
“(4) to provide hands-on learning experiences in a health care setting;
“(5) to establish partnerships with institutions of higher education (including tribal colleges), local educational agencies, and other community-based entities to develop a larger and more competitive applicant pool for health professional careers; or
“(6) to provide counseling, mentoring, and other services designed to assist American Indian and Alaska Native youth or young adults in the pursuit of higher education with respect to health professions.

	1 cosponsor

	H.R. 3704 Native Health Access Improvement Act of 2017

House Energy and Commerce Committee
House Natural Resources Committee
House Ways and Means Committee

Sponsor: Rep. Frank Pallone, Jr. (D-NJ-6)
https://www.congress.gov/bill/115th-congress/house-bill/3704/text?q=%7B%22search%22%3A%5B%22American+Indian%22%5D%7D&r=33

	Introduced:
9/7/2017
	To amend the Public Health Service Act to improve behavioral health outcomes for American Indians and Alaskan Natives, and for other purposes.

SEC. 506B. SPECIAL BEHAVIORAL HEALTH PROGRAM FOR INDIANS.
“(a) In General.—The Director of the Indian Health Service, in coordination with the Assistant Secretary for Mental Health and Substance Use, shall award grants for providing services in accordance with subsection (b) for the prevention and treatment of mental health and substance use disorders.
“(b) Services Through Indian Health Facilities.—For purposes of subsection (a), services are provided in accordance with this subsection if the services are provided through any of the following entities:
“(1) The Indian Health Service.
“(2) An Indian health program operated by an Indian tribe or tribal organization pursuant to a contract, grant, cooperative agreement, or compact with the Indian Health Service pursuant to the Indian Self-Determination and Education Assistance Act (25 U.S.C. 5301 et seq.).
“(3) An urban Indian health program operated by an urban Indian organization pursuant to a grant or contract with the Indian Health Service pursuant to title V of the Indian Health Care Improvement Act (25 U.S.C. 1651 et seq.).
“(c) Reports.—Each grantee under this section shall submit reports at such time, in such manner, and containing such information as the Director of the Indian Health Service may require.
“(d) Technical Assistance Center.—
“(1) ESTABLISHMENT.—The Director of the Indian Health Service, in coordination with the Assistant Secretary for Mental Health and Substance Use, shall establish a technical assistance center (directly or by contract or cooperative agreement)—
“(A) to provide technical assistance to grantees under this section; and
“(B) to collect and evaluate information on the program carried out under this section.
“(2) CONSULTATION.—The technical assistance center shall consult with grantees under this section for purposes of developing evaluation measures and data submission requirements for purposes of the collection and evaluation of information under paragraph (1)(B).
“(3) DATA SUBMISSION.—As a condition on receipt of a grant under this section, an applicant shall agree to submit data consistent with the data submission requirements developed under paragraph (2).
“(e) Funding.—
“(1) IN GENERAL.—For the purpose of making grants under this section, there is authorized to be appropriated, and there is appropriated, out of any money in the Treasury not otherwise appropriated, $150,000,000 for each of fiscal years 2018 through 2022.
“(2) TECHNICAL ASSISTANCE CENTER.—Of the amount made available to carry out this section for each of fiscal years 2018 through 2022, the Director of the Indian Health Service shall allocate a percentage of such amount, to be determined by the Director in consultation with Indian tribes, for the technical assistance center under subsection (d).

	1 cosponsor

	H.R. 3473
Native American Suicide Prevention Act of 2017

House Energy and Commerce Committee

Sponsor: Rep. Raul M. Grijalva (D-AZ-3)

https://www.congress.gov/bill/115th-congress/house-bill/3473/text?q=%7B%22search%22%3A%5B%22American+Indian%22%5D%7D&r=1

	Introduced:
7/27/2017
	To amend section 520E of the Public Health Service Act to require States and their designees receiving grants for development and implementation of statewide suicide early intervention and prevention strategies to collaborate with each Federally recognized Indian tribe, tribal organization, and urban Indian organization in the State.


	

	H.R. 3495 Opioid and Heroin Abuse Crisis Investment Act of 2017

House Energy and Commerce Committee 
Sponsor: Rep. Ben Ray Lujan (D-NM-3)
https://www.congress.gov/bill/115th-congress/house-bill/3495/text?q=%7B%22search%22%3A%5B%22opioid%22%5D%7D&r=2

	Introduced:
7/27/2017
	To amend the 21st Century Cures Act to appropriate funds for the Account for the State Response to the Opioid Abuse Crisis through fiscal year 2023, and for other purposes.

“(C) APPROPRIATIONS AFTER FISCAL YEAR 2018.—There is authorized to be appropriated, and there is appropriated, out of any monies in the Treasury not otherwise appropriated, to the Account For the State Response to the Opioid Abuse Crisis $500,000,000 for each of fiscal years 2019 through 2023.”;
	15 cosponsors

	H.R. 3254 Heroin and Opioid Abuse Prevention and Treatment Act of 2017

House Ways and Means Committee
House Energy and Commerce Committee
House Budget Committee

Sponsor: Rep. Michelle Lujan Grisham (D-NM-1)
https://www.congress.gov/bill/115th-congress/house-bill/3254/text?q=%7B%22search%22%3A%5B%22opioid%22%5D%7D&r=3

	Introduced:
7/14/2017
	To amend the Internal Revenue Code to impose an excise tax on opioid manufacturers, to make the funds collected through such tax available for opioid (including heroin) abuse prevention and treatment programs, and for other purposes.
SEC. 3. GRANTS TO STATES FOR PREVENTION AND TREATMENT OF OPIOID (INCLUDING HEROIN) ABUSE.
(a) In General.—The Public Health Service Act is amended by inserting after section 399V–6 (42 U.S.C. 280g–17) the following new section:
(b) 
“SEC. 399V–7. PREVENTION AND TREATMENT OF OPIOID (INCLUDING HEROIN) ABUSE.
“(a) In General.—The Secretary shall provide—
“(1) grants to States for research on opioids (including heroin); and
“(2) grants to States for opioid abuse prevention and treatment, which may include—
“(A) establishing new addiction treatment facilities for opioid addicts;
“(B) establishing sober living facilities for recovering opioid addicts;
“(C) recruiting and increasing reimbursement for certified mental health providers providing opioid abuse treatment in medically underserved communities or communities with high rates of opioid abuse;
“(D) expanding access to long-term, residential treatment programs for opioid addicts and recovering addicts;
“(E) establishing or operating support programs that offer employment services, housing, and other support services for recovering opioid addicts;
“(F) establishing or operating housing for children whose parents are participating in opioid abuse treatment programs;
“(G) establishing or operating facilities to provide care for babies born with neonatal abstinence syndrome;
“(H) establishing or operating controlled opioid take-back programs; and
“(I) other opioid abuse prevention and treatment programs, as the Secretary determines appropriate.

	4 cosponsors

	H.R. 2662 Restoring Accountability in the Indian Health Service Act of 2017

House Natural Resources Committee
House Energy and Commerce Committee
House Ways and Means Committee
House Oversight and Government Reform Committee

Sponsor: Rep. Kristi Noem (R-SD-At Large)
https://www.congress.gov/bill/115th-congress/house-bill/2662/text?q=%7B%22search%22%3A%5B%22American+Indian%22%5D%7D&r=24

	Introduced: 5/25/2017
	To amend the Indian Health Care Improvement Act to improve the recruitment and retention of employees in the Indian Health Service, restore accountability in the Indian Health Service, improve health services, and for other purposes.
Sec. 1. Short title.
Sec. 2. Table of contents.
TITLE I—INDIAN HEALTH SERVICE IMPROVEMENTS
Sec. 101. Incentives for recruitment and retention.
Sec. 102. Medical credentialing system.
Sec. 103. Liability protections for health professional volunteers at Indian Health Service.
Sec. 104. Clarification regarding eligibility for Indian Health Service loan repayment program.
Sec. 105. Improvements in hiring practices.
Sec. 106. Removal or demotion of Indian Health Service employees based on performance or misconduct.
Sec. 107. Standards to improve timeliness of care.
Sec. 108. Tribal culture and history.
Sec. 109. Staffing demonstration project.
Sec. 110. Rule establishing tribal consultation policy.
TITLE II—EMPLOYEE PROTECTIONS
Sec. 201. Right of Federal employees to petition Congress.
Sec. 202. Fiscal accountability.
TITLE III—REPORTS
Sec. 301. Definitions.
Sec. 302. Reports by the Secretary of Health and Human Services.
Sec. 303. Reports by the Comptroller General.
Sec. 304. Inspector General reports.
Sec. 305. Transparency in CMS surveys.
	8 cosponsors

Related bill: S.1250 Restoring Accountability in the Indian Health Service Act of 2017

6/21/2017 Hearing held in the House Natural Resources Subcommittee on Indian, Insular and Alaska Native Affairs 

	S. 1250 Restoring Accountability in the Indian Health Service Act of 2017

Senate Committee on Indian Affairs

Sponsor: Sen. John Barrasso (R-WY)
https://www.congress.gov/bill/115th-congress/senate-bill/1250/text?q=%7B%22search%22%3A%5B%22S+1250%22%5D%7D&r=1

	Introduced:
5/25/2017
	To amend the Indian Health Care Improvement Act to improve the recruitment and retention of employees in the Indian Health Service, restore accountability in the Indian Health Service, improve health services, and for other purposes.
TITLE I—INDIAN HEALTH SERVICE IMPROVEMENTS

Sec. 101. Incentives for recruitment and retention.
Sec. 102. Medical credentialing system.
Sec. 103. Liability protections for health professional volunteers at Indian Health Service.
Sec. 104. Clarification regarding eligibility for Indian Health Service loan repayment program.
Sec. 105. Improvements in hiring practices.
Sec. 106. Removal or demotion of Indian Health Service employees based on performance or misconduct.
Sec. 107. Standards to improve timeliness of care.
Sec. 108. Tribal culture and history.
Sec. 109. Staffing demonstration project.
Sec. 110. Rule establishing tribal consultation policy.
TITLE II—EMPLOYEE PROTECTIONS

Sec. 201. Right of Federal employees to petition Congress.
Sec. 202. Fiscal accountability.
TITLE III—REPORTS

Sec. 301. Definitions.
Sec. 302. Reports by the Secretary of Health and Human Services.
Sec. 303. Reports by the Comptroller General.
Sec. 304. Inspector General reports.
Sec. 305. Transparency in CMS surveys.
TITLE IV—TECHNICAL AMENDMENTS

	2 cosponsors

Related bill: H.R. 2662 Restoring Accountability in the Indian Health Service Act of 2017

6/13/2017 Hearing held by the Senate Committee on Indian Affairs

	H.R. 2545 
Special Diabetes Program for Indians Reauthorization Act of 2017

House Energy and Commerce Committee

Sponsor: Rep. Norma J. Torres (D-CA-35)

https://www.congress.gov/bill/115th-congress/house-bill/2545/text?q=%7B%22search%22%3A%5B%22American+Indian%22%5D%7D&r=7

	Introduced:
5/18/2017


	Referred to the Subcommittee on Health 5/19/2017
This Act may be cited as the “Special Diabetes Program for Indians Reauthorization Act of 2017 ”.

Section 330C(c) of the Public Health Service Act (42 U.S.C. 254c–3(c)) is amended by striking paragraph (2) and inserting the following:
“(2) APPROPRIATIONS.—
“(A) IN GENERAL.—For the purpose of making grants under this section, there is appropriated, out of any money in the Treasury not otherwise appropriated—
“(i) $150,000,000 for fiscal year 2018; and
“(ii) the amount specified in subparagraph (B) for each of fiscal years 2019 through 2024.

	17 cosponsors


	S. 747 Special Diabetes Program for Indians Reauthorization Act of 2017

Senate Health, Education, Labor and Pensions Committee

Sponsor: Sen. Tom Udall (D-NM)

https://www.congress.gov/bill/115th-congress/senate-bill/747/text?q=%7B%22search%22%3A%5B%22American+Indian%22%5D%7D&r=8 

	Introduced: 3/28/2017
	This Act may be cited as the “Special Diabetes Program for Indians Reauthorization Act of 2017 ”.

Section 330C(c) of the Public Health Service Act (42 U.S.C. 254c–3(c)) is amended by striking paragraph (2) and inserting the following:
“(2) APPROPRIATIONS.—
“(A) IN GENERAL.—For the purpose of making grants under this section, there is appropriated, out of any money in the Treasury not otherwise appropriated—
“(i) $150,000,000 for fiscal year 2018; and
“(ii) the amount specified in subparagraph
(B) for each of fiscal years 2019 through 2024.

	Related Bills: H.R. 2545 Special Diabetes Program for Indians Reauthorization Act of 2017

	H.R. 1369 Indian Healthcare Improvement Act of 2017

House Natural Resources Committee
House Energy and Commerce Committee 
House Ways and Means Committee
House Budget Committee

Sponsor: Rep. Tom Cole (R-OK-4)

	Introduced:
3/6/2017
	Sec. 101. Reauthorization.
Sec. 102. Findings.
Sec. 103. Declaration of national Indian health policy.
Sec. 104. Definitions.
Subtitle A—Indian Health Manpower

Sec. 111. Community Health Aide Program.
Sec. 112. Health professional chronic shortage demonstration programs.
Sec. 113. Exemption from payment of certain fees.
Subtitle B—Health Services

Sec. 121. Indian Health Care Improvement Fund.
Sec. 122. Catastrophic Health Emergency Fund.
Sec. 123. Diabetes prevention, treatment, and control.
Sec. 124. Other authority for provision of services; shared services for long-term care.
Sec. 125. Reimbursement from certain third parties of costs of health services.
Sec. 126. Crediting of reimbursements.
Sec. 127. Behavioral health training and community education programs.
Sec. 128. Cancer screenings.
Sec. 129. Patient travel costs.
Sec. 130. Epidemiology centers.
Sec. 131. Indian youth grant program.
Sec. 132. American Indians Into Psychology Program.
Sec. 133. Prevention, control, and elimination of communicable and infectious diseases.
Sec. 134. Methods to increase clinician recruitment and retention issues.
Sec. 135. Liability for payment.
Sec. 136. Offices of Indian Men’s Health and Indian Women’s Health.
Sec. 137. Contract health service administration and disbursement formula.
Subtitle C—Health Facilities

Sec. 141. Health care facility priority system.
Sec. 142. Priority of certain projects protected.
Sec. 143. Indian health care delivery demonstration projects.
Sec. 144. Tribal management of federally owned quarters.
Sec. 145. Other funding, equipment, and supplies for facilities.
Sec. 146. Indian country modular component facilities demonstration program.
Sec. 147. Mobile health stations demonstration program.
Subtitle D—Access To Health Services

Sec. 151. Treatment of payments under Social Security Act health benefits programs.
Sec. 152. Purchasing health care coverage.
Sec. 153. Grants to and contracts with the Service, Indian tribes, tribal organizations, and urban Indian organizations to facilitate outreach, enrollment, and coverage of Indians under Social Security Act health benefit programs and other health benefits programs.
Sec. 154. Sharing arrangements with Federal agencies.
Sec. 155. Eligible Indian veteran services.
Sec. 156. Nondiscrimination under Federal health care programs in qualifications for reimbursement for services.
Sec. 157. Access to Federal insurance.
Sec. 158. General exceptions.
Sec. 159. Navajo Nation Medicaid Agency feasibility study.
Subtitle E—Health Services For Urban IndianS

Sec. 161. Facilities renovation.
Sec. 162. Treatment of certain demonstration projects.
Sec. 163. Requirement to confer with urban Indian organizations.
Sec. 164. Expanded program authority for urban Indian organizations.
Sec. 165. Community health representatives.
Sec. 166. Use of Federal Government facilities and sources of supply; health information technology.
Subtitle F—Organizational Improvements

Sec. 171. Establishment of the Indian Health Service as an agency of the Public Health Service.
Sec. 172. Office of Direct Service Tribes.
Sec. 173. Nevada area office.
Subtitle G—Behavioral Health Programs

Sec. 181. Behavioral health programs.
Subtitle H—Miscellaneous

Sec. 191. Confidentiality of medical quality assurance records; qualified immunity for participants.
Sec. 192. Limitation on use of funds appropraited to the Indian Health Service.
Sec. 193. Arizona, North Dakota, and South Dakota as contract health service delivery areas; eligibility of California Indians.
Sec. 194. Methods to increase access to professionals of certain corps.
Sec. 195. Health services for ineligible persons.
Sec. 196. Annual budget submission.
Sec. 197. Prescription drug monitoring.
Sec. 198. Tribal health program option for cost sharing.
Sec. 199. Disease and injury prevention report.
Sec. 200. Other GAO reports.
Sec. 201. Traditional health care practices.
Sec. 202. Director of HIV/AIDS Prevention and Treatment.
TITLE II—AMENDMENTS TO OTHER ACTS AND MISCELLANEOUS PROVISIONS

Sec. 201. Elimination of sunset for reimbursement for all Medicare part B services furnished by certain indian hospitals and clinics.
Sec. 202. Including costs incurred by aids drug assistance programs and indian health service in providing prescription drugs toward the annual out-of-pocket threshold under part D.
Sec. 203. Prohibition of use of Federal funds for abortion.
Sec. 204. Reauthorization of Native Hawaiian health care programs.
	

	S.465 Independent Outside Audit of the Indian Health Service Act of 2017

Senate Committee on Indian Affairs

Sponsor: Sen. Mike Rounds (R-SD)
https://www.congress.gov/bill/115th-congress/senate-bill/465/text?q=%7B%22search%22%3A%5B%22American+Indian%22%5D%7D&r=19

	Introduced:
2/28/2017
	To provide for an independent outside audit of the Indian Health Service.
(d) Areas Of Study.—Each assessment conducted under subsection (b) shall address each of the following:
(1) Current and projected demographics and unique health care needs of the patient population served by the Service.
(2) Current and projected health care capabilities and resources of the Service, including hospital care, medical services, and other health care furnished by non-Service facilities under contract with the Service, to provide timely and accessible care to eligible patients.
(3) The authorities and mechanisms under which the Secretary may furnish hospital care, medical services, and other health care at non-Service facilities, including whether it is recommended that the Secretary have the authority to furnish such care and services at such facilities through the completion of episodes of care.
(4) The appropriate systemwide access standard applicable to hospital care, medical services, and other health care furnished by and through the Service, including an identification of appropriate access standards for each individual specialty and post-care rehabilitation.
(5) The workflow process at each medical facility of the Service for scheduling appointments to receive hospital care, medical services, or other health care from the Service.
(6) The organization, workflow processes, and tools used by the Service to support clinical staffing, access to care, effective length-of-stay management and care transitions, positive patient experience, accurate documentation, and subsequent coding of inpatient services.
(7) The staffing level at each medical facility of the Service and the productivity of each health care provider at such medical facility, compared with health care industry performance metrics, which may include an assessment of any of the following:
(A) The case load of, and number of patients treated by, each health care provider at such medical facility during an average week.
(B) The time spent by such health care provider on matters other than the case load of such health care provider.
(C) The amount of personnel used for administration compared with direct health care in the Service being comparable to the amount used for administration compared with direct health care in private health care institutions.
(D) The allocation of the budget of the Service used for administration compared with the allocation of the budget used for direct health care at Service-operated facilities.
(E) Any vacancies in positions of full-time equivalent employees that the Service—
(i) does not intend to fill; or
(ii) has not filled during the 12-month period beginning on the date on which the position became vacant.
(F) The disposition of amounts budgeted for full-time equivalent employees that is not used for those employees because the positions of the employees are vacant, including—
(i) whether the amounts are redeployed; and
(ii) if the amounts are redeployed, how the redeployment is determined.
(G) With respect to the approximately 3,700 Medicaid-reimbursable full-time equivalent employees of the Service—
(i) the number of those employees who are certified coders; and
(ii) whether that number of employees is necessary.
(8) The information technology strategies of the Service with respect to furnishing and managing health care, including an identification of any weaknesses and opportunities with respect to the technology used by the Service, especially those strategies with respect to clinical documentation of episodes of hospital care, medical services, and other health care, including any clinical images and associated textual reports, furnished by the Service in Service or non-Service facilities.
(9) Business processes of the Service, including processes relating to furnishing non-Service health care, insurance identification, third-party revenue collection, and vendor reimbursement, including an identification of mechanisms as follows:
(A) To avoid the payment of penalties to vendors.
(B) To increase the collection of amounts owed to the Service for hospital care, medical services, or other health care provided by the Service for which reimbursement from a third party is authorized and to ensure that such amounts collected are accurate.
(C) To increase the collection of any other amounts owed to the Service with respect to hospital care, medical services, and other health care and to ensure that such amounts collected are accurate.
(D) To increase the accuracy and timeliness of Service payments to vendors and providers.
(10) The purchasing, distribution, and use of pharmaceuticals, medical and surgical supplies, medical devices, and health care related services by the Service, including the following:
(A) The prices paid for, standardization of, and use by the Service of, the following:
(i) Pharmaceuticals.
(ii) Medical and surgical supplies.
(iii) Medical devices.
(B) The use by the Service of group purchasing arrangements to purchase pharmaceuticals, medical and surgical supplies, medical devices, and health care related services.
(C) The strategy and systems used by the Service to distribute pharmaceuticals, medical and surgical supplies, medical devices, and health care related services to medical facilities of the Service.
(11) The process of the Service for carrying out construction and maintenance projects at medical facilities of the Service and the medical facility leasing program of the Service, including—
(A) whether the maintenance budget is updated or increased to reflect increases in maintenance costs with the addition of new facilities and whether any increase is sufficient to support the growth of the facilities; and
(B) what the process is for facilities that reach the end of their proposed life cycle.
(12) The competency of leadership with respect to culture, accountability, reform readiness, leadership development, physician alignment, employee engagement, succession planning, and performance management, including—
(A) the reasons for a lack in transparency in the culture of the Service, leading tribal leadership to request increased transparency and more open communication between the Service and the people served by the Service; and
(B) whether any checks and balances exist to assess potential fraud or misuse of amounts within the Service.
(13) The lack of a funding formula to distribute base funding to the 12 Service areas, including the following:
(A) The establishment of the current process of funding being distributed based on historical allocations and not on need such as population growth, number of facilities, etc.
(B) How the implementation of self-governance policies has impacted health care delivery.
(C) The communication to area office directors on distribution decisionmaking.
(D) How the tribal and residual shares are determined for each Indian tribe and the amounts of those shares.
(E) The auditing or evaluation process used by the Service to determine whether amounts are distributed and expended appropriately, including—
(i) whether periodic or end-of-year records document the actual distributions; and
(ii) whether any auditing or evaluation is conducted in accordance with generally accepted accounting principles or other appropriate practices.
(14) Whether the Service tracks patients eligible for two or more of either the Medicaid program under title XIX of the Social Security Act (42 U.S.C. 1396 et seq.), health care received through the Service, or any other Federal health care program (referred to in this section as “dual eligible patients”). If so, how dual eligible patients are managed.
(15) The number of procurement contracts entered into and awards made by the Service under section 23 of the Act of June 25, 1910 (commonly known as the “Buy Indian Act”) (25 U.S.C. 47), and a comparison of that number, with—
(A) the total number of procurement contracts entered into and awards made by the Service during the 5 fiscal years prior to the date of enactment of this Act; and
(B) the process used by the Service facilities to ensure compliance with section 23 of the Act of June 25, 1910 (commonly known as the “Buy Indian Act”) (25 U.S.C. 47).
(16) Any other items the reputable private entity determines should be addressed in the independent assessment of the Service.

	2 cosponsors

	H.R. 235 Indian Health Service Advance Appropriations Act of 2017

House Budget Committee
House Natural Resources Committee
House Energy and Commerce Committee 

Sponsor: Rep. Don Young (R-AK-At Large)
https://www.congress.gov/bill/115th-congress/house-bill/235/text?q=%7B%22search%22%3A%5B%22American+Indian%22%5D%7D&r=16

	Introduced:
1/3/2017
	To amend the Indian Health Care Improvement Act to authorize advance appropriations for the Indian Health Service by providing 2-fiscal-year budget authority, and for other purposes.

SEC. 2. ADVANCE APPROPRIATIONS FOR CERTAIN INDIAN HEALTH SERVICE ACCOUNTS.
(a) In General.—Section 825 of the Indian Health Care Improvement Act (25 U.S.C. 1680o) is amended—
(1) by inserting “(a)” before “There are authorized”; and
(2) by adding at the end the following:
“(b) For each fiscal year, beginning with the first fiscal year that starts during the year after the year in which this subsection is enacted, discretionary new budget authority provided for the Indian Health Services and Indian Health Facilities accounts of the Indian Health Service shall include advance discretionary new budget authority that first becomes available for the first fiscal year after the budget year.
“(c) The Secretary shall include in documents submitted to Congress in support of the President’s budget submitted pursuant to section 1105 of title 31, United States Code, for each fiscal year to which subsection (b) applies detailed estimates of the funds necessary for the IndianHealth Services and Indian Health Facilities accounts of the Indian Health Service for the fiscal year following the fiscal year for which the budget is submitted.”.
(b) Submission Of Budget Request.—Section 1105(a) of title 31, United States Code, is amended by adding at the end the following new paragraph:

	

	
	
	
	

	
	
	EXECUTIVE ORDERS & PRESIDENTIAL MEMORANDUMS
	

	
	
	
	

	Presidential Executive Order 13781 on a Comprehensive Plan for Reorganizing the Executive Branch

https://www.gpo.gov/fdsys/pkg/FR-2017-03-16/pdf/2017-05399.pdf

	Issued:
3/13/2017
	· OMB, within 180 days after public comment, is to propose a plan to reorganize government functions and eliminate unnecessary agencies and agency programs
· Each agency must submit a plan to the OMB director to reorganize the agency, if appropriate, in order to improve the efficiency, effectiveness, and accountability of that agency
· OMB will publish a notice in the federal register inviting public comment to suggest improvements in the reorganization and functioning of the executive branch.
· In developing OMB’s plan, things that should be taken into consideration include:
 (i)    whether some or all of the functions of an agency, a component, or a program are appropriate for the Federal Government or would be better left to State or local governments or to the private sector through free enterprise;
(ii)   whether some or all of the functions of an agency, a component, or a program are redundant, including with those of another agency, component, or program; 
(iii)  whether certain administrative capabilities necessary for operating an agency, a component, or a program are redundant with those of another agency, component, or program; 
(iv)   whether the costs of continuing to operate an agency, a component, or a program are justified by the public benefits it provides; and
(v)    the costs of shutting down or merging agencies, components, or programs, including the costs of addressing the equities of affected agency staff.
Recommendations:
Obviously our first concern is keeping IHS.  Once the comment period happens, it’s important to get notice out to Tribes quickly and get template comments out there asking for preservation of IHS.  However we need to be careful about any other suggestions we might make to make the agency more accountable.  
The other thing to take into consideration is that IHS already has a plan to reorganize the agency to do just what this EO is proposing to do that was started under Mary Smith.  It might be prudent to ask IHS to share that plan with Tribes so that they can support it in their recommendations and comments.  
	IHS will be holding All Tribes Calls prior to the final reform plan submission.

https://www.whitehouse.gov/reorganizing-the-executive-branch

Importance to head agencies with office of tribal affairs

OMB Memo: provides agencies guidance to begin immediate actions to reduce the workforce and cost sayings (President’s Budget); submit an agency reform plan to OMB in September 2017.
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	CDC Diabetes Prevention Recognition Program (DPRP) Notice 
Docket No.  CDC-2017-0053
	Published:
7/14/2017

Submitted:
9/13/2017
	NPAIHB applauds the effort of CDC to recognize organizations that deliver preventative services to individuals diagnosed with pre-diabetes through the CDC DPRP.  

CDC must recognize that tribes do not have the infrastructure and capability to implement and monitor the CDC DPP without additional funding to support the operational and logistical components needed to participate. This program is labor intensive and requires a number of individuals to be key leaders as well as educators and alternates that are needed to increase support and beneficiary participation. NPAIHB and our member tribes recommend that CDC create another recognition path to grandfather SDPI programs using the SDPI measurement and reporting criteria through a CDC pilot project.  

NPAIHB and our member tribes believe that the CDC Diabetes Prevention Program (DPP) participation requirements are significant barriers for tribal health programs to pursue recognition, especially small community health centers in Indian Country. The program, in its current form, deters tribal health program participation and will not benefit tribal health programs. NPAIHB recommends that CDC work with IHS and tribes through meaningful tribal consultation to incorporate SDPI and tribal participation in the DPP. Additionally, NPAIHB would like to recommend for CDC to conduct an outreach and education initiative for SDPI and tribal health care programs to become CDC-recognized DPP organizations. 
NPAIHB is concerned about the 12-month data submission to CDC because it is not applicable in our communities to collect the data when there is no support or funding within an already under-served health care community. The CDC recognition process can take up to two years to accomplish full CDC-recognition status. A majority of tribal health care programs are unaware of the process, the criteria, and the period of time it takes programs to become CDC-recognized.

NPAIHB requests that I/T/U health programs not be required to coordinate with an additional federal agency to IHS regarding recognition. It is a burden for tribal health programs to report and participate in three different diabetes prevention recognition programs administered by three federal agencies under the U.S. Department of Health and Human Services (HHS).  We request that CDC work with the SDPI programs and recipients to ensure there is alignment, consistency, and coordination of these programs to receive recognition and reimbursement for diabetes prevention services.  

NPAIHB recommends recognition of other health outcome measures for performance payment because weight loss does not provide an incentive, the goal should be to become a healthier Medicare beneficiary to prevent Type II diabetes. There are various successful evidence-based methods that can be utilized in addition to attendance as performance measures such as reductions in blood sugar levels, lower BMI levels, and increased intake of healthy foods and physical activity.

NPAIHB recommends the utilization of measures that have been successful variables in the SDPI such as reductions in blood sugar levels, reduced hypertension risk, lower BMI levels, increased intake of healthy foods, increased rate of physical activity, or risk reduction factors should be used instead of weight loss. We also recommend that CDC include a mental health measurement as part of integrated care because behavioral health plays a significant role in changing lifestyle behaviors as well as achieving weight loss, especially in Indian Country where patients may struggle with historical trauma. 
NPAIHB appreciates the opportunity to submit comments on the CDC DPRP.  We note, however, that the public notice and comment period is not a substitute for Tribal consultation pursuant to the CDC Tribal Consultation Policy and Executive Order 13175.  

	

	CMS Medicare Diabetes Prevention Program (MDPP) Proposed Rule
CMS-1676-P
	Published
7/21/2017

Submitted:
9/11/2017

	NPAIHB and CRIHB believe that a 1-year core maintenance session is not a realistic time period to see lifestyle behavior changes and weight loss.

[bookmark: _Hlk492480189]NPAIHB and CRIHB applaud the effort of CMS to expand services delivered by community-based organizations to Medicare beneficiaries diagnosed with pre-diabetes through the MDPP.  However, the structure of the MDPP is problematic with respect to I/T/Us participation.

NPAIHB and CRIHB are pleased that CMS will not prevent beneficiaries who develop diabetes from receiving the MDPP services.  However, NPAIHB, CRIHB, and our tribal members believe that the program should not be limited to individuals with pre-diabetes. Medicare beneficiaries who have already been diagnosed with diabetes need assistance and support as well. We recommend that Medicare beneficiaries with type II diabetes be included as eligible beneficiaries. NPAIHB and CRIHB recommend that CMS collaborate with SDPI and recipients to ensure there is alignment, collaboration, and consistency with program eligibility.  

NPAIHB and CRIHB and our member tribes are adamantly against the 5% weight loss goal.  The 5% weight loss program participation requirement is a culturally insensitive measurement for AI/ANs. Weight loss alone does not adequately reflect the overall progress a participant is making toward lasting lifestyle changes and the prevention of diabetes. We recommend separate categories for weight loss goals for men and women. Along with the sedentary lifestyle and metabolism barriers, Native women struggle with weight loss more than Native men because of hormonal body changes and gradual lean muscle loss that come with age. We recommend that CMS also take into consideration medical conditions (ex. Thyroid cancer) of Medicare beneficiaries that could further limit the possibility to meet the 5% weight loss goal. These are factors that can put further restrictions on the types of Medicare beneficiary participants. NPAIHB and CRIHB would like to reiterate our recommendation that Tribal Health Programs be granted the flexibility to determine their own diabetes prevention measures of success.  
NPAIHB and CRIHB recommend revalidation of supplier enrollment every five years. NPAIHB and CRIHB would like to restate that the requirement for SDPI Diabetes Prevention (SDPI DP programs be recognized by the Centers for Disease Control and Prevention (CDC) to provide diabetes prevention (DPP) services in order to be eligible to apply for enrollment as a Medicare supplier is an unnecessary requirement.  

NPAIHB, CRIHB, and our member tribes believe that the MDPP participation requirements are significant barriers for Tribal Health Programs to pursue accreditation in the MDPP, especially small community health centers in Indian Country. The program, in its current form, deters tribal health program participation and will not benefit Tribal Health Programs. NPAIHB and CRIHB propose the creation of another path to grandfather SDPI program recognition using the SDPI measurement and reporting criteria through a CDC pilot project or CMS pilot project. NPAIHB and CRIHB recommend that CMS work with IHS and tribes through meaningful tribal consultation to incorporate SDPI and tribal participation in the MDPP. Additionally, NPAIHB and CRIHB would like to restate our recommendation for CMS and CDC to conduct an outreach and education initiative for SDPI and Tribal health care programs to become CDC-recognized Diabetes Prevention Program organizations in order to enroll in the MDPP beginning on April 1, 2018.  
NPAIHB and CRIHB support the proposal for MDPP lifestyle coaches to obtain an NPI number. The majority of SDPI programs are already designated as Medicare providers and will only have to obtain an NPI number for their lifestyle coaches.  NPAIHB and CRIHB request that more trainings be available to become lifestyle coaches, especially in remote areas.
NPAIHB and CRIHB are concerned about the 12-month data submission to CDC because it is not applicable in our communities to collect the data when there is no support or funding within an already under-served health care community.

NPAIHB and CRIHB recommend that CMS conduct a pilot program for currently operating SDPI Diabetes Prevention programs to be certified as grandfathered in to provide services and receive reimbursement through the MDPP.  
NPAIHB and CRIHB would like to reiterate that the request for I/T/U programs to not be required to coordinate with an additional federal agency, the CDC, regarding recognition. It is a burden for Tribal Health Programs to report and participate in three different federal agencies under the U.S. Department of Health and Human Services (HHS).

Furthermore, while this proposed rule affects only the Medicare program, NPAIHB and CRIHB recommend implementation of a similar program for Medicaid. In the implementation of a Medicaid Diabetes Prevention Program model, NPAIHB and CRIHB would urge that a mechanism be developed to allow Federally Qualified Health Centers (FQHC) and IHS/Memorandum of Agreement (MOA) clinic providers to receive additional reimbursement outside of their all-inclusive rate when providing these preventive services.

.  NPAIHB and CRIHB applaud CMS efforts to include a performance category without the 5% weight loss. However, the total performance payment per beneficiary without the 5% weight loss is $125 compared to $810 for a beneficiary who meets the 5% weight loss goal.  NPAIHB and CRIHB believe that the reimbursement for beneficiaries who do not meet the 5% weight loss is unacceptable and is not cost beneficial for Tribal Health Programs to participate. NPAIHB and CRIHB recommend increased performance payments per beneficiary who do not meet the 5% weight loss goal. We also recommend recognition of other health outcome measures for performance payment because weight loss does not provide an incentive, the goal should be to become a healthier Medicare beneficiary to prevent type II diabetes.

NPAIHB and CRIHB reiterate our recommendation to utilize measures that have been successful variables in the SDPI such as reductions in blood sugar levels, reduced hypertension risk, lower BMI levels, increased intake of healthy foods, increased rate of physical activity, or risk reduction factors should be used instead of weight loss. We also recommend that CMS include a mental health measurement as part of integrated care because behavioral health plays a significant role in changing lifestyle behaviors as well as achieving weight loss, especially in Indian Country where patients struggle with historical trauma in the community. 
NPAIHB and CRIHB applaud CMS efforts to include MDPP virtual make-up services through virtual service capabilities for reimbursement for Tribal health care programs with broadband capabilities.  Tribal health programs that serve patients in rural geographic regions could increase patient access to the Medicare preventive diabetes services if virtual access is expanded.

NPAIHB and CRIHB request that CMS provide related funding opportunities to address rural internet access and information technology infrastructure, which are often barriers for rural tribal health care organizations interested in providing virtual services.
NPAIHB and CRIHB believe that the restrictions on incentives for participation should not be as limiting because incentives such as cooking classes and gym memberships, which may be more expensive than the monetary value outlined can be key incentives to adjust to a new lifestyle.

NPAIHB and CRIHB appreciate the opportunity to submit comments on the Medicare Reimbursement Expansion of the Diabetes Prevention Program.  We note, however, that the public notice and comment period is not a substitute for Tribal consultation pursuant to the CMS Tribal Consultation Policy and Executive Order 13175.  

NPAIHB and CRIHB urge CMS to engage in Tribal consultation with the Indian Health Care system, including I/T/Us, prior to publication of a final rule in addition to consideration of these comments.  


	


	IHS RPMS Electronic Health Record (EHR) DTLL
	Published:
06/27/2017

Submitted:
8/30/2017

Due Date:
Extended to 10/31/2017
	NPAIHB fully supports the modernization and improvement of the RPMS EHR system.  NPAIHB requests that IHS conduct Area consultations prior to the final decision of whether to modernize the current RPMS EHR or move to a new EHR system.

NPAIHB recommends that the RPMS improvements or the new EHR system must revolve around the benefits to patient care by improving the involvement and utilization of providers in the health IT system.

NPAIHB recommends that IHS participate in the forefront of the policy development process for other agencies in the creation of reporting requirements for reimbursement purposes.
NPAIHB recommends that there needs to be a boot camp style training in a classroom environment and then one on one support when you run into a problem back at home using a screen share.  
NPAIHB requests additional training and technical support, especially for smaller tribal health clinics.

NPAIHB recommends that IHS utilize a more user-friendly format to identify to providers if the software system needs to be updated.  NPAIHB recommends that the RPMS system include a preventative care section for providers to report on. It is a barrier for providers to enter in patient group education and documentation for preventative care.
NPAIHB recommends that IHS make operability more of a focus in the modernization of the RPMS or a new EHR system, so that the system is more streamlined and aligned with other EHR systems. 
NPAIHB recommends that the technical support be more timely available for responsiveness to software issues. 
The billing package for RPMS is a barrier because it is not robust enough to handle sites that see non-tribal members. This is a significant issue because tribal providers are the ones providing health care services in these rural areas, therefore this barrier impacts the tribal health system. 
NPAIHB recommends that the RPMS EHR system should allow providers to be able to see the brand name and generic name of medications.  Additionally, there is a need for better maneuvering of the medications that providers are able to view and interact with.
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Introduction 51 


 52 


Mission Statement 53 


The mission of the U.S. Department of Health and Human Services (HHS) is to enhance the 54 


health and well-being of Americans, by providing for effective health and human services and by 55 


fostering sound, sustained advances in the sciences underlying medicine, public health, and 56 


social services. 57 


  58 


Organizational Structure 59 


HHS accomplishes its mission through programs and initiatives that cover a wide spectrum of 60 


activities, serving and protecting Americans at every stage of life, beginning at conception. 61 


Eleven operating divisions, including eight agencies in the U.S. Public Health Service and three 62 


human services agencies, administer HHS’s programs. While HHS is a domestic agency working 63 


to protect and promote the health and well-being of the American people, the interconnectedness 64 


of our world requires that HHS engage globally to fulfill its mission. In addition, staff divisions 65 


provide leadership, direction, and policy guidance to the Department. 66 


Appendix A includes the organizational chart for HHS. Appendix B briefly describes the 67 


functions of all of HHS’s operating and staff divisions (OpDivs and StaffDivs), and provides 68 


links to the divisions' websites for additional information. 69 


 70 


Strategic Plan Development 71 


Every four years, HHS updates its strategic plan, which describes its work to address complex, 72 


multifaceted, and evolving health and human services issues. An agency strategic plan is one of 73 


three main elements required by the Government Performance and Results Act (GPRA) of 1993 74 


(P.L. 103-62) and the GPRA Modernization Act of 2010 (P.L. 111-352). An agency strategic 75 


plan defines its mission, goals, and the means by which it will measure its progress in addressing 76 


specific national problems over a four-year period. 77 


All OpDivs and StaffDivs within HHS contributed to the development of this draft of the HHS 78 


Strategic Plan FY 2018 – 2022 (Strategic Plan), as reflected in its strategic goals, objectives, and 79 


strategies. The Strategic Plan’s content aligns with the priorities of the Administration and HHS. 80 


  81 
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Strategic Goals, Objectives, and Strategies 82 


This Strategic Plan describes HHS’s efforts within the context of five broad strategic goals: 83 


 Strategic Goal 1: Reform, Strengthen, and Modernize the Nation’s Health Care System 84 


 Strategic Goal 2: Protect the Health of Americans Where They Live, Learn, Work, and 85 


Play 86 


 Strategic Goal 3: Strengthen the Economic and Social Well-Being of Americans across 87 


the Lifespan 88 


 Strategic Goal 4: Foster Sound, Sustained Advances in the Sciences 89 


 Strategic Goal 5: Promote Effective and Efficient Management and Stewardship 90 


The strategic goals and associated objectives focus on the major functions of HHS. Primary 91 


strategies for accomplishing HHS’s goals are presented within each objective. Although the 92 


strategic goals and objectives presented in the Strategic Plan are separate sections, they are 93 


interrelated, and successful achievement of one strategic goal or objective can influence the 94 


success of others. The Strategic Plan highlights where strategies relate to each other across 95 


objectives, and points the reader to additional information in other sections. Multiple divisions 96 


within HHS often contribute to successful achievement of a strategic goal or objective; divisions 97 


that make these contributions to strategic goals and objectives are listed within the appropriate 98 


sections of the Strategic Plan. 99 


 100 


The strategies presented are not intended to be an exhaustive list, but a select set of activities that 101 


are intended to lead to good outcomes in each area.  102 


 103 


Stakeholder Engagement 104 


Under the GPRA Modernization Act, federal agencies are required to consult with Congress and 105 


to solicit and consider the views of external parties. HHS will update this section to reflect input 106 


received from public and Congressional consultation conducted in the fall of 2017. 107 
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Strategic Goal 1:  Reform, Strengthen, and Modernize the Nation’s 108 


Health Care System 109 


HHS is dedicated to reforming, strengthening, and modernizing the Nation’s health care system. 110 


By promoting greater affordability and balancing spending, strengthening health care quality and 111 


patient safety, improving access and expanding choices, and investing in the health care 112 


workforce, HHS seeks to improve health care outcomes for people we serve. While we may refer 113 


to the people we serve as beneficiaries, enrollees, patients, or consumers, our ultimate goal is to 114 


improve healthcare outcomes for all people, including the unborn, across healthcare settings.  115 


The four objectives in this strategic goal include a selection of strategies HHS is implementing 116 


related to health care affordability, quality, access, and a stronger workforce. The strategies 117 


presented are not intended to be an exhaustive list, but a curated set of activities that we believe 118 


will positively impact health outcomes.  119 


Within HHS, the following divisions are working to achieve this goal: Administration for 120 


Community Living (ACL), Agency for Healthcare Research and Quality (AHRQ), Centers for 121 


Disease Control and Prevention (CDC), Centers for Medicare & Medicaid Services (CMS), Food 122 


and Drug Administration (FDA), Health Resources and Services Administration (HRSA), Indian 123 


Health Service (IHS), Office for Civil Rights (OCR), Office of the National Coordinator for 124 


Health Information Technology (ONC), Office of Medicare Hearings and Appeals (OMHA), and 125 


Substance Abuse and Mental Health Services Administration (SAMHSA). 126 
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Objective 1.1: Promote affordable health care, while balancing spending on 127 


premiums, deductibles, and out-of-pocket costs 128 


HHS is supporting multiple strategies to reduce healthcare costs and promote more affordable 129 


health care – promoting preventive care to reduce future medical costs, strengthening informed 130 


consumer decision-making and price transparency, strengthening and expanding coverage 131 


options in order to provide greater choice for consumers, promoting the use of lower cost 132 


healthcare options, and incentivizing quality and value-based care. HHS also collects, analyzes, 133 


and applies data to improve access to affordable health care. Below is a selection of strategies 134 


HHS is implementing. 135 


 136 


Contributing OpDivs and StaffDivs 137 


AHRQ and CMS work to achieve this objective. 138 


 139 


Strategies 140 


Promote preventive care to reduce future medical costs 141 


• Reduce downstream costs by implementing high-value, evidence-based prevention 142 


interventions to achieve better health outcomes 143 


• Lower long-term expenditures by promoting evidence-based disease prevention 144 


behaviors, activities, and services, particularly for individuals at high risk for 145 


development of chronic conditions 146 


• Reduce avoidable costs by increasing use of primary and secondary preventive health 147 


services 148 


• Reduce need for avoidable medical costs by increasing use of timely prenatal, maternal, 149 


and postpartum care 150 


• Support availability of preventive health services such as screenings, immunizations, and 151 


vaccinations by healthcare providers and community partners. 152 


Note: additional strategies on immunizations, vaccinations, and screenings can be found in 153 


Objectives 2.2, 2.3, and 3.3. 154 


 155 


 156 


 157 
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Strengthen informed consumer decision-making and transparency about the cost of care 158 


• Enhance comparison and decision-making tools, including online resources, to help 159 


Americans make informed decisions about health insurance coverage options and service 160 


cost options 161 


• Build out and broaden models that allow beneficiaries the option of controlling more of 162 


their healthcare dollars 163 


• Support health literacy tools and partner efforts to promote understanding of health costs 164 


and terminology, so that consumers can choose the most appropriate, affordable health 165 


plan that meets their health needs 166 


• Increase education and awareness of coverage options such as Medicaid, Medicare Fee-167 


For-Service, Medicare Advantage, Prescription Drug Plans, and integrated care options 168 


• Test new payment models on alternative approaches to end-of-life care that incentivize 169 


patient and family-centered preferences, while respecting religious beliefs and moral 170 


convictions, and promote programmatic payment and quality of care options for advance 171 


care planning in support of the physician/patient relationship. 172 


Strengthen coverage options to reduce consumer costs 173 


• Implement policies that increase the mix of younger and healthier consumers purchasing 174 


plans through the individual market 175 


• Pursue policies that foster lower premiums by reducing the rate of healthcare cost growth, 176 


and decrease average individual health insurance market rate increases 177 


• Streamline eligibility and enrollment processes for Medicare, Medicaid, and other 178 


community supports so that all populations, including individuals most in need, have 179 


access to the services they need 180 


Promote higher value and lower cost healthcare options 181 


• Promote the use of high-quality, lower cost healthcare providers, such as community 182 


health workers, dental therapists, and community organizations, where appropriate 183 


• Modify payments to achieve greater site neutrality and facilitate appropriate settings, 184 


including community settings, of care at a lower cost  185 


Incentivize quality and value-based care 186 


• Promote the application of proven clinical preventive services for high impact risk factors 187 


and early stage disease detection, through federal guidelines, quality measurement, and 188 


partnerships with accrediting organizations, including faith-based and other community 189 


organizations 190 
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• Improve return on investment of federal and state spending by encouraging development 191 


of payment models that reward value over volume 192 


• Incentivize better planning, coordination, and management of services across the 193 


continuum of care to improve outcomes for people with chronic conditions 194 


Note: additional healthcare quality strategies are in Objective 1.2 195 


Collect, analyze, and apply data to improve access to affordable health care 196 


• Provide information on the prevalence, causes and consequences of high health care 197 


financial costs, including social factors that exacerbate costs 198 


• Partner with states, community organizations, and the private and nonprofit sectors to 199 


educate Americans about their health insurance coverage options and how they can 200 


identify the best plan for themselves, and to provide information on how Americans can 201 


access and use their benefits  202 


• Track trends in premiums, out-of-pocket payments, deductibles, and out-of-pocket 203 


maximums in health plans 204 


Note: additional surveillance strategies are in Objective 4.1 205 
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Objective 1.2: Expand safe, high-quality healthcare options, and encourage 206 


innovation and competition 207 


HHS works to expand safe, high-quality healthcare options through multiple strategies –208 


preventing adverse health events; incentivizing high-quality care; leveraging technology; 209 


implementing coordinated, team-based approaches to care; and empowering patients. HHS is 210 


working to reduce disparities in healthcare quality and patient safety, focusing on populations at 211 


high risk for poor health outcomes. Research and surveillance efforts also help HHS understand 212 


how better to support safe, high-quality care. Below is a selection of strategies HHS is 213 


implementing. 214 


 215 


Contributing OpDivs and StaffDivs 216 


ACL, AHRQ, CDC, CMS, HRSA, OCR, ONC, and SAMHSA work to achieve this objective. 217 


 218 


Strategies 219 


Improve patient safety and prevent adverse events such as healthcare-associated infections 220 


and medication harms across the healthcare system 221 


• Improve use of public health and health care data to empower decision-making at 222 


national, state, and local levels 223 


• Enhance the connections between public health and health care for early detection and 224 


efficient response to healthcare-associated disease outbreaks 225 


• Align incentives and promote the use of evidence-based guidelines, strategies, 226 


innovation, and public–private partnerships to identify, target, and prevent healthcare-227 


associated infections, antibiotic resistance, and other adverse events in all healthcare 228 


settings 229 


• Support clinicians and other healthcare providers to deliver safer care to their patients 230 


through programs that engage public health, healthcare, and private partners (including 231 


faith-based and other community organizations) to advance patient safety efforts, prevent 232 


healthcare-associated infections, and improve medication prescribing and use 233 


• Conduct applied research to identify and address quality gaps and patient safety risks for 234 


healthcare-associated conditions, and promote the wide-scale implementation and 235 


adoption of this evidence to accelerate improvements  236 







GOAL 1: REFORM, STRENGTHEN, AND MODERNIZE THE NATION’S HEALTH CARE SYSTEM 


 


 


 11 HHS STRATEGIC PLAN, DRAFT, SEPTEMBER 2017 


 


• Support research and innovation to strengthen evidence-based recommendations, address 237 


quality gaps and safety risks for healthcare-associated conditions, develop improved 238 


methods and strategies to prevent healthcare-associated infections and combat antibiotic 239 


resistance, and translate this knowledge and evidence into practical tools, training, and 240 


other resources to accelerate progress to improve quality and patient safety  241 


Incentivize safe, high-quality care 242 


• Develop new payment and service delivery models that speed the adoption of best 243 


practices 244 


• Improve provision of, and access to, clinically appropriate preventive services to patients 245 


in the quality payment program and advanced payment models, through improved 246 


understanding of uptake of preventive benefits, particularly for those patients who are 247 


high risk  248 


• Expand opportunities for Medicare and Medicaid alternative payment models to 249 


incentivize value-based care options  250 


• Help beneficiaries access preventive care in community-based settings, while 251 


encouraging innovation and competition through use of performance-based payment 252 


• Develop methods for value-based purchasing to encourage and incentivize improvement 253 


among all providers while promoting research on how to recognize variation in 254 


performance due to circumstances outside the control of the provider 255 


Leverage technology solutions to support safe, high-quality care 256 


• Advance interoperable clinical information flows so providers can efficiently send, 257 


receive, and analyze data across primary care, acute care, specialty care including 258 


behavioral health care, and post-acute care settings 259 


• Promote implementation of understandable, functional health information technology 260 


tools to support patients in their decision-making, and health care providers and their 261 


workflows 262 


Implement coordinated, team-based approaches to care 263 


• Collaborate with healthcare systems and community partners to facilitate the spread of 264 


evidence-based clinical practices and the appropriate incorporation of innovations, such 265 


as data analytic techniques and clinical decision-support 266 


• Use learning and action networks and training delivery systems to build the capacity of 267 


providers to implement improvement activities that address emerging threats to health 268 


and safety 269 
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• Promote and implement models that connect primary care, acute care, behavioral health 270 


care, and long-term services and supports to facilitate transitions between care settings, 271 


especially for dual Medicare-Medicaid enrollees  272 


• Implement a collaborative model for behavioral health integration with primary care that 273 


is team-driven, population-focused, measurement-guided, and evidence-based 274 


Empower patients, families, and other caregivers to facilitate the delivery and increase the 275 


use of safe, high-quality, person-centered care 276 


• Expand the engagement of patients, families, and other caregivers in developing and 277 


implementing programs that improve the quality of care and increase access to services 278 


available to them 279 


• Promote the development, implementation, and use of experience and outcome measures, 280 


including patient-reported data and price transparency data, as appropriate, for use in 281 


quality reporting 282 


Reduce disparities in quality and safety 283 


• Enhance the use of health information technology among safety net providers and 284 


community-based organizations to inform decision-making, better engage patients in 285 


their care, improve public health outcomes, and increase public health reporting 286 


• Encourage and support workforce solutions that deliver culturally appropriate care, 287 


including through extending needed flexibility to states and partners seeking to 288 


implement these solutions 289 


• Increase capacity to provide patient-centered care by promoting geriatric-competent, 290 


disability-competent, and culturally-competent care 291 


• Promote technical training and assistance to disseminate promising practices around 292 


geriatric-competent, disability-competent, and culturally-competent care 293 


• Increase available information in cultural- and health literacy-appropriate levels, and in 294 


alternate formats, such as in languages other than English, to improve access to health 295 


information 296 


• Conduct, fund, and apply research on the role of social determinants of health, as 297 


appropriate, to improve health outcomes, including access, quality, and safety 298 


Collect, analyze, and apply data to improve access to safe, high-quality health care 299 


• Assist healthcare organizations with implementing approaches to improve quality in 300 


healthcare delivery by using evidence for continuous policy, process, and outcomes 301 


improvement 302 
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• Collect additional data, identify barriers to access, facilitate consumer engagement and 303 


promote evidence-based practices, to improve access to physical and behavioral health 304 


services 305 


• Measure and report on healthcare quality and disparities at the national, state, local, and 306 


individual provider level to facilitate improvement in the healthcare system 307 


• Support rapid communication and coordination between public health practitioners and 308 


clinicians to increase use of evidence-based prevention strategies to address risk factors, 309 


and their underlying causes, for disease and health conditions 310 


Note: additional surveillance strategies are in Objective 4.1 311 
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Objective 1.3: Improve Americans’ access to health care and expand choices of 312 


care and service options 313 


Improving access to health care involves multiple strategies – from improving healthcare 314 


coverage options, to improving consumer understanding of options, to designing options 315 


responsive to consumer demands, while removing barriers for faith-based and other providers. 316 


HHS also is actively working to reduce disparities in healthcare access, creating solutions to 317 


promote access for individuals and populations at highest risk. Below is a selection of strategies 318 


HHS is implementing. 319 


 320 


Contributing OpDivs and StaffDivs 321 


ACL, CMS, HRSA, IEA, IHS, OCR, OGA, and SAMHSA work to achieve this objective. 322 


 323 


Strategies 324 


Expand coverage options  325 


• Expand plan choice in the Medicare Advantage and Part D Prescription Drug Program by 326 


reducing administrative, regulatory, and operational burdens, while protecting the 327 


integrity and soundness of these programs 328 


• Conduct timely, comprehensive and transparent reviews of requests for new or expanded 329 


Medicare Fee-for-Service coverage of items and services, making decision information 330 


readily accessible 331 


• Support consumer choice and transparency by promoting the availability of a range of 332 


individual health insurance plans and other health care payment options, including faith-333 


based options, with different benefit and cost-sharing structures 334 


• Improve access of dual Medicare-Medicaid beneficiaries to fully integrated physical and 335 


behavioral care options 336 


Improve consumer understanding of healthcare options and consumer-directed healthcare 337 


decisions 338 


• Promote information and assistance that is accessible, transparent, and provided in 339 


understandable formats to ensure care and insurance options meet patient needs 340 



https://www.medicare.gov/sign-up-change-plans/medicare-health-plans/medicare-advantage-plans/medicare-advantage-plans.html

https://www.medicare.gov/part-d/index.html
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• Expand communication and coordination within communities to enable communities to 341 


identify community needs and more effective approaches to improve delivery of 342 


healthcare services 343 


• Collaborate across federal agencies and stakeholders to ensure effective and coordinated 344 


implementation of mental health parity, especially as it pertains to substance use 345 


disorders and serious mental illness 346 


• Expand the use of innovative payment and service delivery models, including those to 347 


encourage patients to use high-value clinical services and optimize medication use based 348 


upon their specific healthcare needs 349 


• Provide information through partners, including faith-based and other community 350 


organizations, on how to access and use benefits and avoid situations of falling victim to 351 


fraud or abuse 352 


Design healthcare options that are responsive to consumer demands, while removing 353 


barriers for faith-based and other community-based providers 354 


• Test pilot programs and models that partner HHS with consumer-driven demand 355 


technologies and companies to address patients as consumers 356 


• Allow consumers the opportunity to purchase customizable health insurance plans, with 357 


cost-sharing and out-of-pocket costs commensurate with benefits chosen 358 


• Vigorously enforce laws, regulations, and other authorities, especially Executive Order 359 


13798 of May 4, 2017, Promoting Free Speech and Religious Liberty, to reduce burdens 360 


on the exercise of religious and moral convictions, promote equal and nondiscriminatory 361 


participation by faith-based organizations in HHS-funded or conducted activities, and 362 


remove barriers to the full and active engagement of faith-based organizations in the 363 


work of HHS through targeted outreach, education, and capacity building 364 


• Implement Executive Order 13798 of May 4, 2017, Promoting Free Speech and Religious 365 


Liberty, and identify and remove barriers to, or burdens imposed on, the exercise of 366 


religious beliefs and/or moral convictions by persons or organizations partnering with, or 367 


served by HHS, and affirmatively accommodate such beliefs and convictions, to ensure 368 


full and active engagement of persons of faith or moral conviction and of faith-based 369 


organizations in the work of HHS 370 


• Promote equal and nondiscriminatory participation by persons of faith or moral 371 


conviction and by faith-based organizations in HHS-funded, HHS -regulated, and/or 372 


HHS-conducted activities, including through targeted outreach, education, and capacity 373 


building.  374 



https://www.whitehouse.gov/the-press-office/2017/05/04/presidential-executive-order-promoting-free-speech-and-religious-liberty

https://www.whitehouse.gov/the-press-office/2017/05/04/presidential-executive-order-promoting-free-speech-and-religious-liberty

https://www.whitehouse.gov/the-press-office/2017/05/04/presidential-executive-order-promoting-free-speech-and-religious-liberty
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• Seek ideas, strategies, and best practices from the private sector and not-for-profit faith-375 


based and community organizations that can be introduced to Department-administered 376 


programs, to meet evolving consumer needs 377 


• Engage with global partners to learn about effective health care models and best practices 378 


that could be used domestically for the benefit of the American people 379 


Reduce disparities in access to health care 380 


• Test patient-centered models of care, including patient-centered medical home 381 


recognition and care integration, and support the adoption and evolution of such models 382 


that reduce expenditures and improve quality of care 383 


• Simplify enrollment, eliminate barriers to retention, and address shortages of healthcare 384 


providers who accept Medicare or Medicaid and providers who offer specialized care 385 


• Support research to provide evidence on how to ensure access to affordable, physical, 386 


oral, vision, behavioral, and mental health insurance coverage for children and adults 387 


• Identify individuals and populations at risk for limited health care access and assist them 388 


to access health services, including prevention, screening, linkages to care, clinical 389 


treatment, and relevant support services, including through mobilization of faith-based 390 


and community organizations 391 


• Provide resources and tools to providers and plans to encourage implementation of 392 


activities and strategies to help improve healthcare access  393 


• Remove barriers to inclusion and accessibility for people with disabilities in public health 394 


programs (e.g., communication, physical environment, workforce competencies for 395 


public health and healthcare professionals)396 
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Objective 1.4: Strengthen and expand the healthcare workforce to meet 397 


America’s diverse needs 398 


HHS is investing in a number of strategies to strengthen and expand the healthcare workforce – 399 


from reducing provider shortages, to providing professional development opportunities for the 400 


healthcare challenges of today and tomorrow, to removing barriers for health care providers with 401 


religious beliefs or moral convictions, to collecting and analyzing data for continuous 402 


improvements. Below is a selection of strategies HHS is implementing. 403 


 404 


Contributing OpDivs and StaffDivs 405 


AHRQ, CDC, CMS, HRSA, IHS, and SAMHSA work to achieve this objective. 406 


 407 


Strategies 408 


Reduce provider shortages in underserved and rural communities 409 


• Support the training, recruitment, placement, and retention of primary care providers in 410 


underserved and rural communities through grants, student loan repayment, local 411 


recruitment, and other educational incentives 412 


• Incentivize healthcare providers to work in underserved and rural areas 413 


• Assist primary care practices in integrating services for mental health and substance use 414 


disorders, to expand access in underserved and rural communities 415 


• Improve access to behavioral and oral health services in underserved and rural 416 


communities by supporting the training, recruitment, placement, and retention of 417 


behavioral health, dental health, and primary care providers to address workforce 418 


shortages, reduce disparities and ensure an equitable workforce distribution 419 


• Support development of telehealth models to increase access to care in rural and 420 


underserved areas 421 


Support professional development of the healthcare workforce 422 


• Increase awareness and promote use of clinical decision-support and patient-provider 423 


communication tools; share evidence-based practices and training opportunities to 424 


provide safety and scientific knowledge to the workforce 425 



https://www.ahrq.gov/professionals/prevention-chronic-care/decision/clinical/index.html
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• Expand and transform the healthcare workforce through the training and engagement of 426 


emerging health occupations, such as community health workers and promotores de 427 


salud, and community partners to enhance the provision of culturally-, linguistically-, and 428 


disability-appropriate services, and increase workforce diversity 429 


• Transform clinical training environments to develop a healthcare workforce that 430 


maximizes patient, family, and caregiver engagement and improves health outcomes for 431 


older adults by integrating geriatrics and primary care 432 


• Increase access to quality trainings for public health workers that address cross-cutting 433 


competencies 434 


• Remove any barriers to, and promote, full participation in the health care workforce by 435 


persons and/or organizations with religious beliefs or moral convictions 436 


Collect, analyze, and apply data to better understand opportunities to strengthen the 437 


healthcare workforce 438 


• Evaluate and monitor the workforce to facilitate occupational forecasting, data collection 439 


and analysis, and general research to identify the characteristics, gaps, needs, and trends 440 


of the workforce and where to target resources 441 


• Examine state or tribal models that have allowed providers – such as midwives, nurse 442 


practitioners, and dental health therapists – to practice or provide care outside of a 443 


physician’s or dentist’s practice 444 
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Strategic Goal 2:  Protect the Health of Americans Where They Live, 445 


Learn, Work, and Play 446 


HHS efforts to improve public health involve close partnerships with state, local, tribal, 447 


territorial, and foreign governments and nongovernmental entities, including faith-based and 448 


other community organizations, within and outside the United States. Through advancing health 449 


promotion and wellness, promoting healthcare access, preventing and controlling communicable 450 


and chronic disease, reducing the impact of mental and substance use disorders, and preparing 451 


for and responding to public health emergencies and disasters, HHS seeks to improve public 452 


health outcomes for the Nation.  453 


The four objectives in this strategic goal include a selection of strategies HHS is implementing 454 


related to health promotion, communicable and chronic disease, mental and substance use 455 


disorders, and public health emergencies.  456 


Within HHS, the following divisions are working to achieve this goal: Administration for 457 


Children and Families (ACF), Administration for Community Living (ACL), Agency for 458 


Healthcare Research and Quality (AHRQ), Agency for Toxic Substances and Disease Registry 459 


(ATSDR), Centers for Disease Control and Prevention (CDC), Centers for Medicare & Medicaid 460 


Services (CMS), Food and Drug Administration (FDA), Health Resources and Services 461 


Administration (HRSA), Indian Health Service (IHS), National Institutes of Health (NIH), Office 462 


for Civil Rights (OCR), Office of the Assistant Secretary for Health (OASH), Office of the 463 


Assistant Secretary for Preparedness and Response (ASPR), Office of Global Affairs (OGA), 464 


and Substance Abuse and Mental Health Services Administration (SAMHSA). 465 
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Objective 2.1: Empower people to make informed choices for healthier living 466 


Promoting public health is more than preventing disease; HHS is working on a number of 467 


strategies to help people increase control over and improve their health and well-being, including 468 


through faith-based and other community organizations. Health promotion and wellness 469 


strategies supported by HHS are often focused on populations at risk for poorer health outcomes, 470 


such as older adults, people with disabilities, racial and ethnic minorities, American Indian and 471 


Alaska Native populations, people with low socioeconomic status, children, and people with 472 


limited English proficiency. 473 


HHS seeks to achieve this objective, in part, by removing barriers to, and promoting, 474 


participation in HHS conducted, regulated, and funded programs by persons and organizations 475 


with religious beliefs or moral convictions and other community organizations – who have 476 


historically been the primary funders and deliverers of health care and human services in the 477 


United States. 478 


By supporting individual healthy choices and expanding access to healthier living supports, HHS 479 


is investing in a number of strategies related to health promotion and wellness. Below is a 480 


selection of strategies HHS is implementing. 481 


 482 


Contributing OpDivs and StaffDivs 483 


ACF, ACL, ASPR, ATSDR, CDC, CMS, FDA, HRSA, NIH, OASH, OCR, OGA, and 484 


SAMHSA work to achieve this objective. 485 


 486 


Strategies 487 


Ensure people have the information they need to make healthier living choices 488 


• Communicate culturally competent and linguistically appropriate messages, delivered by 489 


appropriate messengers, including faith-based and other community organizations, in 490 


plain language and in alternate formats for persons with disabilities, using approaches 491 


that leverage new and emerging communications technologies 492 


• Support programs and build partnerships with organizations that build the health literacy 493 


skills of disadvantaged and at-risk populations, and promote proven methods of checking 494 


understanding to ensure individuals understand health and prevention information, 495 


recommendations, and risk and benefit tradeoffs 496 
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• Encourage providers to communicate effectively with patients, families, and caregivers 497 


by offering tools and resources to assist discussions centered around care and healthier 498 


living  499 


• Support development of tools that provide information about potential environmental 500 


hazards in the natural and built environments 501 


• Provide adolescents with information and support to make healthy decisions regarding 502 


their health and well-being 503 


• Develop tools and resources that improve health department and healthcare setting 504 


efficiency in providing education, training, and quality assurance for screening, 505 


treatment, services and prevention messages 506 


• Partner with private organizations, including faith-based and community organizations, to 507 


develop and implement programs to help people make healthy life choices 508 


• Increase awareness of the importance of healthy lifestyle behaviors among patients and 509 


caregivers for risk reduction of chronic conditions and other illnesses, including for those 510 


with or at risk of Alzheimer’s disease and other dementias, across the lifespan  511 


Promote better nutrition and physical activity  512 


• Enhance understanding of how consumers notice, understand, and act on food labeling 513 


and nutrition information, including nutrition facts labels, nutrition product claims, and 514 


dietary recommendations 515 


• Decrease prevalence of obesity by encouraging breastfeeding, promoting healthy food 516 


and healthy beverage consumption and increased physical activity 517 


• Reduce chronic diseases and related health behaviors that impact older adults and people 518 


with disabilities by adapting and implementing evidence-based programs and policies, 519 


such as implementing nutrition standards and guidelines 520 


• Form public-private partnerships to promote health in schools and houses of worship, 521 


such as wellness workshops, physical activity, health literacy, and nutritional excellence 522 


programs 523 


• Increase collaboration with stakeholders, including industry, consumer, and public health 524 


groups, to enhance consumer nutrition education directed towards age and demographic 525 


groups with specific needs 526 


Reduce tobacco-related death and disease 527 


• Reduce the negative health effects of tobacco use, by implementing a comprehensive 528 


approach which includes discouraging people from starting to use tobacco products, 529 
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encouraging tobacco users to quit, educating parents on the potential harm to their 530 


children if the parents smoke and on the availability of smoking cessation programs, and 531 


reducing the harm caused by tobacco use 532 


• Reduce underage access to tobacco products by ensuring tobacco is not sold to 533 


individuals younger than age 18  534 


Expand access to healthier living supports 535 


• Increase access to preventive services, social and supportive services, and care 536 


management in areas and populations with high chronic disease burden 537 


• Increase access to preventive services, to breastfeeding supports, to adaptive 538 


mammography equipment in clinics, to women’s health services that improve the 539 


incidence of healthy childbirth, including prenatal/pregnancy care and supports, and 540 


encourage and support lactation accommodations  541 


• Support patient, consumer, and caregiver involvement in care planning, as appropriate, to 542 


ensure that care is person-centered, responding to the needs and wishes of those being 543 


served, including their religious or conscience needs and wishes 544 


Promote healthcare access and reduce health disparities 545 


• Develop and disseminate the use of culturally and linguistically competent, accessible 546 


approaches to reduce healthcare costs, improve quality of life, and reduce disparities 547 


• Build partnerships across federal and state, territorial and tribal governments as well as 548 


nongovernmental entities, including faith-based and community organizations, to engage 549 


with disadvantaged or at-risk populations in healthcare decision making and healthy 550 


lifestyles 551 


 552 


 553 
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Objective 2.2: Prevent, treat, and control communicable diseases and chronic 554 


conditions 555 


Through research, surveillance, and service delivery, HHS is working on a number of strategies 556 


to prevent, treat, and control communicable diseases and chronic conditions. HHS educates 557 


individuals, their families, and caregivers to prevent and manage communicable and chronic 558 


conditions and to improve health outcomes and well-being. HHS also implements strategies to 559 


make data exchange systems interoperable so that data can be shared between systems, data 560 


collection can be more efficient, and data can be used for evidence-based and cost-effective 561 


health interventions. Below is a selection of strategies HHS is implementing. 562 


 563 


Contributing OpDivs and StaffDivs 564 


ACF, ACL, ASPA, ASPR, CDC, CMS, FDA, HRSA, IHS, NIH, OASH, OGA, and SAMHSA 565 


work to achieve this objective. 566 


 567 


Strategies 568 


Prevent and control infectious diseases 569 


• Increase research on vaccine discovery and implementation science on best approaches 570 


for enhancing dissemination and uptake of effective vaccines domestically and 571 


internationally 572 


• Mobilize resources to support the development, testing, and preparation of vaccines 573 


• Develop a comprehensive portfolio of safe and effective vaccines, therapeutics including 574 


both pharmaceuticals and non-pharmaceuticals, diagnostics, and medical devices against 575 


a broad array of communicable diseases and chronic conditions 576 


• Implement effective and coordinated public health and health care interventions to detect, 577 


prevent, and control environmental, person-to-person, and zoonotic transmission of 578 


infectious diseases in the U.S. and globally 579 


• Respond to outbreaks of infectious diseases to identify their cause, limit their spread, and 580 


identify strategies for preventing future outbreaks 581 


 582 


 583 
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Reduce the emergence and spread of antibiotic-resistant infections 584 


• Prevent the emergence and spread of antibiotic-resistant infections domestically and 585 


internationally by increasing surveillance, early detection methods, and response capacity  586 


• Expand the study and use of low-cost, readily available alternatives to antibiotics, as 587 


interim solutions to antibiotic resistance 588 


• Foster improvements in the appropriate use of antibiotics by improving prescribing 589 


practices and promoting antibiotic stewardship across all healthcare settings and in all 590 


veterinary settings 591 


• Advance development and use of rapid and innovative diagnostic tests for identification 592 


and characterization of infections and resistant bacteria 593 


Prevent or mitigate contamination of food 594 


• Work with stakeholders to implement science-based preventive control standards for 595 


domestic and imported foods 596 


• Increase consumer-based communications, outreach, and research on measures to 597 


improve consumer food safety-related behaviors and practices 598 


• Increase research, data analysis, and systematic evaluation to improve the effectiveness 599 


of food safety education in changing unsafe consumer food handling behaviors 600 


Support early detection and treatment of communicable and chronic diseases 601 


• Increase access to a core set of clinical preventive services including immunizations and 602 


screenings, especially for underserved populations  603 


• Expand screening for tobacco use, alcohol misuse, and obesity, and offer counseling and 604 


treatment as appropriate  605 


• Improve HIV viral suppression and prevention by increasing engagement and re-606 


engagement activities for screening, care, treatment and support services 607 


• Increase access to hepatitis B and hepatitis C screening, care, and treatment for people 608 


with hepatitis B or hepatitis C infection 609 


• Prevent the spread of infectious diseases among persons who inject opioids or other drugs 610 


by supporting implementation of effective, comprehensive community- and school-based 611 


interventions that reduce the infectious risks associated with injection of opioids and 612 


other drugs, increase screening and treatment for bloodborne pathogens, and provide 613 


access to effective treatment of substance use disorder 614 
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• Improve early detection and treatment of those with and at risk for a range of diseases 615 


and disorders, including heart attack, stroke, heart failure, asthma, COPD, diabetes, 616 


kidney disease, cancer, and chronic pain, through widespread implementation of 617 


evidence-based interventions 618 


• Improve triage and screening for the prevention of communicable diseases and the future 619 


development of chronic diseases in children through annual health screenings and age-620 


appropriate immunizations for children 621 


Note: additional mental health and substance use strategies are in Objective 2.3 622 


Support chronic disease management interventions 623 


• Expand participation by older adults and adults with disabilities in self-management 624 


education interventions 625 


• Improve planning, coordination, and management of services to better meet the needs of 626 


people with complex health care needs and chronic health conditions 627 


Fund and conduct research on opportunities to prevent, treat, and control chronic 628 


conditions and communicable diseases 629 


• Accelerate research and national efforts to implement solutions at the individual, family 630 


and community level, including through partnerships with faith-based and community 631 


organizations, to reduce childhood obesity, including focusing on the pregnancy period to 632 


age five in terms of the etiology and interventions 633 


• Develop, evaluate, and implement high-impact public health interventions domestically 634 


and internationally, and advance policies to increase community and individual 635 


engagement in infectious diseases prevention efforts 636 


• Invest in research on the use of specific non-pharmacological social and behavioral 637 


interventions to prevent, treat, and control communicable and chronic conditions 638 


Note: additional research investment strategies are in Objective 4.3639 
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Objective 2.3: Reduce the impact of mental and substance use disorders 640 


through prevention, early intervention, treatment, and recovery support 641 


Through prevention, early intervention, treatment, and recovery supports, as well as 642 


collaborations with local, state, and tribal governments and nongovernmental organizations, 643 


including faith-based and community organizations, HHS seeks to reduce the impact of mental 644 


and substance use disorders and improve outcomes. HHS also is leveraging technology and 645 


expanding access to evidence-based supports related to mental and substance use disorders. 646 


Below is a selection of strategies HHS is implementing. 647 


 648 


Contributing OpDivs and StaffDivs 649 


ACF, ACL, AHRQ, CDC, CMS, FDA, HRSA, IEA, IHS, OCR, and SAMHSA work to achieve 650 


this objective. 651 


 652 


Strategies 653 


Expand prevention, screening, and early identification of serious mental illness and 654 


substance use disorders 655 


• Apply a public health approach for preventing opioid misuse, opioid use disorder, and 656 


opioid overdose deaths including through promoting safer prescribing practices 657 


• Educate and empower individuals and communities, including through partnerships with 658 


faith-based and community organizations, to recognize the signs of serious mental illness 659 


and substance use disorders, to encourage screening and identification of such problems 660 


• Ensure early screening of children and youth to identify those with or at risk for serious 661 


emotional disturbance and substance use disorders, and expand access to integrated 662 


mental health and substance use disorder services 663 


• Promote healthy development, including social and emotional development, in young 664 


children to avoid behavioral problems and promote school readiness and learning 665 


• Support screening for depression, suicide risk, substance use, overdose risk, and other 666 


behavioral disorders in schools, emergency departments, and inpatient and outpatient 667 


settings 668 
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• Increase healthcare providers’ use of alcohol use disorder screening and brief 669 


intervention approaches to reduce consequences of risky behavior, including effects of 670 


alcohol use in pregnancy 671 


• Support adoption of other evidence-based prevention strategies, including environmental 672 


strategies, to prevent substance misuse and substance use disorders 673 


• Increase school- and community-based primary prevention programs, including through 674 


faith-based and community organizations, that integrate risk and protective factors for 675 


mental health and substance use disorders among youth 676 


Improve access to high-quality care and treatment for mental and substance use disorders 677 


• Support the integration of the full continuum of behavioral health care and primary care 678 


and medical systems, and increase the capacity of the specialty behavioral health systems 679 


to ensure that the physical health needs of the people they serve are met 680 


• Advance policy, training, practice, research, evaluation, and coordination to mobilize 681 


organizations, systems, and communities to implement trauma-informed approaches  682 


• Provide integrated child and family supports to parents/guardians with substance use 683 


disorders to support healthy child development and that families remain intact 684 


• Improve access to medications that reverse opioid overdose and prevent death and 685 


support efforts to increase engagement in treatment following an opioid overdose 686 


Note: additional behavioral health care quality strategies are in Objective 1.2 687 


Improve access to recovery support for people with serious mental illness and substance 688 


use disorders 689 


• Expand the peer provider workforce by working with states to increase the training, 690 


certification, financing, and supervision of peers 691 


• Support broad adoption of evidence-based supported housing, supported employment, 692 


and supported education programs 693 


• Engage individuals and communities, including through faith-based and community 694 


organizations, to provide social and community recovery support 695 


• Ensure that individual rights are protected including addressing abuse and neglect, parity, 696 


Olmstead, Americans with Disabilities Act, and other protections 697 


Build capacity and promote collaboration among states, tribes, and communities 698 


• Improve community capacity to provide comprehensive, coordinated, and evidence-based 699 


supports for people with serious mental illness, substance use disorders, and serious 700 
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emotional disturbances with a focus on reducing crises and use of emergency services, 701 


hospitalization, and involvement with the criminal justice system 702 


• Foster and strengthen relationships with faith-based and community partners to 703 


encourage their full and robust involvement in addressing the opioid crisis in their local 704 


communities by providing accurate, up-to-date information regarding health and human 705 


service activities, resources, and subject matter expertise; and by strengthening national, 706 


regional and local coalitions 707 


• Promote the health and independence of older adults with or at risk for behavioral health 708 


conditions (i.e., mental illness, substance use disorders, suicide) through improved 709 


collaboration with federal and non-federal stakeholders 710 


Invest in evaluation and promote evidence-based interventions 711 


• Analyze data on behavioral health disparities to increase understanding of factors 712 


contributing to disparities, identify disadvantaged and at-risk populations, assess trends, 713 


and inform policy and program development 714 


• Strengthen clinician training on evidence-based practices related to the prevention and 715 


treatment of opioid use disorders to inform clinical management decisions for patients, 716 


including effects of opioid use in pregnancy 717 


• Improve adoption and continued refinement of selected evidence-based practices for 718 


serious mental illness, medication assisted treatment for opioid use disorder, and effective 719 


use of psychotherapy and antidepressant medication for depression 720 


• Improve access to a full evidence-based continuum of care for people with mental and 721 


substance use disorders, including medication-assisted treatment, follow-up from 722 


inpatient and residential care, and recovery supports, with a focus on opioid use disorders 723 


and serious mental illness 724 


• Prevent suicides and suicide attempts by expanding evidence-based approaches for adults 725 


and youth  726 


Leverage technology and innovative solutions 727 


• Develop, test, and disseminate clinical decision supports through electronic health 728 


records to use evidence-based mental health and substance use disorder guidelines for 729 


preventing and treating mental health and substance use disorders to increase access to 730 


appropriate behavioral care services  731 


• Increase the use of health information exchange to improve the coordination and 732 


integration of care, including by increasing the number of behavioral health providers 733 



https://www.ahrq.gov/professionals/prevention-chronic-care/decision/clinical/index.html
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using interoperable electronic health records and by addressing confidentiality policy 734 


barriers to health information exchange 735 


• Address the barriers, real or perceived, under Health Insurance Portability and 736 


Accountability Act (HIPAA) and 42 CFR Part 2, to the sharing of mental health and 737 


substance use disorder information, through health information exchange, or otherwise, 738 


with other health care providers and with family members and friends of persons 739 


suffering with such illnesses 740 


• Improve access to mental health and substance use disorder care for rural and 741 


underserved populations by supporting care through telehealth services through 742 


regulation and policy clarification and refinement, technical assistance, training and 743 


funding opportunities 744 
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Objective 2.4: Prepare for and respond to public health emergencies 745 


Through direct services and critical partnerships with state, local, tribal, territorial, and foreign 746 


governments and nongovernmental entities (including faith-based and community 747 


organizations), and the private sector, HHS works to strengthen the Nation’s emergency 748 


preparedness, response, and recovery efforts. HHS invests in research and in the public health 749 


and health care workforce to support continued improvements in the U.S. government’s 750 


preparedness, response, and recovery capacity. In addition, HHS works to promote global health 751 


security, enhancing preparedness activities at the country, regional, and global levels to identify 752 


gaps, build capacity, and track progress to be able to prevent, detect, and respond to health 753 


threats before they reach our Nation. Below is a selection of strategies HHS is implementing. 754 


 755 


Contributing OpDivs and StaffDivs 756 


ACF, ACL, ASA, ASPR, CDC, CMS, FDA, HRSA, IEA, NIH, OASH, OCR, and OGA work to 757 


achieve this objective. 758 


 759 


Strategies 760 


Promote emergency preparedness and improve response capacity 761 


• Provide expertise and tools to state and local governments, health systems and facilities, 762 


and other organizations, including faith-based and community organizations, to 763 


strengthen their capabilities to provide continuous, safe, and effective health care, public 764 


health services, and/or social services during emergencies and through the recovery 765 


period, including when such care or services may need to be delivered in alternate 766 


settings or by alternate mechanisms 767 


• Develop and implement data-driven approaches that prioritize resources and technical 768 


support for under-prepared geographical regions and communities to maximize 769 


preparedness across the nation  770 


• Enhance and expand the use and availability of public health and healthcare emergency 771 


response situational awareness tools, including investments in new systems and 772 


technologies that support rapid risk assessment, decision-making, resource coordination 773 


across many levels, and monitoring of the effectiveness of interventions 774 


• Assess preparedness to plan for and use medical countermeasures during a public health 775 


emergency, and establish requirements based on estimated response needs, capacity to 776 


use, and desired characteristics of medical countermeasures to protect the public 777 
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Support timely, coordinated, and effective response and recovery activities 778 


• Promote effective disaster risk reduction strategies to mitigate adverse physical and 779 


behavioral health impacts of disasters and public health emergencies  780 


• Respond rapidly to limit the impacts of incidents by compiling, using, and sharing event 781 


information, using health diplomacy to coordinate health requests and communications 782 


with international partners, and executing response plans, operations, risk 783 


communication, and research to respond to emerging and re-emerging disease threats, 784 


and other activities 785 


• Ensure that the needs of disadvantaged and at-risk populations are met in emergencies, 786 


through effective integration of traditionally underserved populations into planning, 787 


response, and recovery efforts 788 


• Engage in planning and improvement activities with interagency, intergovernmental, and 789 


other domestic and international stakeholders, including faith-based and community 790 


organizations, to support the Nation’s timely response to public health emergencies and 791 


delivery of human services following a natural disaster or other public health threat 792 


Improve collaboration and communication with federal and State, Local, Tribal, and 793 


Territorial (SLTT) partners 794 


• Provide accurate and timely public health communication and media support to 795 


stakeholders and leadership, including deployed HHS leaders and teams 796 


• Improve decision support at all levels through active collaboration with state, local, tribal, 797 


and territorial partners to share human health, environmental, zoonotic, and other relevant 798 


information to improve situational awareness 799 


• Build resilient healthcare coalitions that integrate efforts of hospitals, emergency medical 800 


services, emergency management, and public health agencies 801 


• Work with partners to develop, exercise, update and maintain risk communication, 802 


response, and recovery plans 803 


• Formalize strategic partnerships to better ensure that medical countermeasure products 804 


and policies can be implemented effectively during an incident 805 


 806 


 807 


Strengthen and protect the emergency preparedness and response workforce 808 
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• Reduce illness and injury from hazardous exposures among first responders, emergency 809 


managers, public health officials, healthcare and human services providers, and their 810 


communities through health and safety training and education  811 


• Advance and sustain a trained workforce to strengthen public health response to health 812 


emergencies to protect U.S. communities from domestic and global threats 813 


• Develop and implement a vision for the U.S. Public Health Service Commissioned Corps 814 


for the twenty-first century, including roles and functions during public health and other 815 


emergencies 816 


• Coordinate with the Commissioned Corps and other HHS human resources to help fill 817 


hard-to-fill assignments, bridge critical workforce gaps, and respond to public health 818 


emergencies 819 


• Support health emergency response teams to respond rapidly to international health 820 


emergencies  821 


• Increase capacity of emergency responders, healthcare and human services providers, and 822 


public health professionals to address needs of at-risk individuals in disaster and public 823 


health emergency preparedness, response, mitigation, and recovery 824 


Advance global health security  825 


• Enhance international preparedness activities at the country, regional, and global levels to 826 


identify gaps, build capacity, and track progress to prevent, detect, and respond to health 827 


threats 828 


• Enhance international preparedness through medical countermeasures and community 829 


mitigation measures, respecting the inherent dignity of persons from conception to 830 


natural death 831 


• Collaborate with, and provide leadership to, international programs and initiatives to 832 


strengthen global preparedness and response to public health and medical emergencies 833 


• Further develop, exercise, and update HHS plans for responding to international health 834 


threats which have the potential to impact national health security 835 


Conduct focused research to create the knowledge to support evidence-based interventions 836 


for public health emergencies 837 


• Enhance the portfolio of strategies, interventions, and evaluations to prevent and respond 838 


to public health emergencies 839 
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• Accelerate research on novel therapeutics, vaccines, rapid diagnostics, and behavioral 840 


interventions to expand evidence-based biomedical countermeasures and preparedness 841 


strategies  842 


Note: additional research investment strategies are in Objective 4.3843 
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Strategic Goal 3:  Strengthen the Economic and Social Well-Being of 844 


Americans across the Lifespan 845 


A core component of the HHS mission is our dedication to serve all Americans from conception 846 


to natural death, but especially those individuals and populations facing or at high risk for 847 


economic and social well-being challenges, through effective human services. HHS efforts to 848 


improve human services include efforts to support socially and economically safe, stable 849 


environments for individuals, families, and communities. This strategic goal also focuses on 850 


HHS efforts to improve outcomes for children and families, older adults, people with disabilities, 851 


and people with limited English proficiency.  852 


The strategies presented are not intended to be an exhaustive list, but a curated set of activities 853 


that we believe will positively impact human services outcomes.  854 


Within HHS, the following divisions are working to achieve this goal: Administration for 855 


Children and Families (ACF), Administration for Community Living (ACL), Agency for 856 


Healthcare Research and Quality (AHRQ), Centers for Disease Control and Prevention (CDC), 857 


Centers for Medicare & Medicaid Services (CMS), Health Resources and Services 858 


Administration (HRSA), Indian Health Service (IHS), Office for Civil Rights (OCR), Office of 859 


the Assistant Secretary for Health (OASH), and Substance Abuse and Mental Health Services 860 


Administration (SAMHSA). 861 
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Objective 3.1: Encourage self-sufficiency and personal responsibility, and 862 


eliminate barriers to economic opportunity 863 


HHS invests in safety net programs as well as programs that seek to assist specific populations 864 


who are, or who are at risk of, being unemployed or underemployed – such as youth, people with 865 


disabilities, and formerly incarcerated individuals – in preparing for, acquiring, and sustaining 866 


employment. HHS implements strategies to strengthen self-sufficiency and independence 867 


through personal responsibility and economic opportunity. 868 


 869 


Contributing OpDivs and StaffDivs 870 


ACF, ACL, and CMS work to achieve this objective. 871 


 872 


Strategies 873 


Reform safety net programs to assist disadvantaged and low income populations  874 


• Foster coordination and innovation across safety net programs, including faith-based and 875 


community organizations, to help individuals and families in need to become self-876 


sufficient  877 


• Increase access to comprehensive services (i.e., health, behavioral health, student loans, 878 


public assistance, and public housing) through short-term, transitional public welfare 879 


services and partnerships with other federal agencies and faith-based and community 880 


organizations, help formerly incarcerated individuals develop habits of personal 881 


responsibility, including obtaining and maintaining employment, reconnecting with their 882 


children and families, paying child support, and avoiding recidivism 883 


• Support youth to transition to adulthood by strengthening personal responsibility, 884 


relationship and employability skills, and by increasing knowledge to help youth 885 


establish and maintain positive, healthy relationships—including connections with caring 886 


adults—through evidence-based or evidence-informed healthy marriage and relationship 887 


education 888 


Invest in education, training, work, and work supports  889 


• Strengthen the required work participate rate standards for states receiving TANF funds, 890 


and provide guidance and technical assistance to state TANF programs to engage adult 891 


cash assistance recipients (who have the capacity to work) in work activities 892 
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• Reinvigorate the TANF program to advance the objective of helping families in need find 893 


stability and support through the employment and economic independence of adult 894 


participants and the healthy development of children whose families receive assistance 895 


• Invest in evidence-informed practices that enable adults, unemployed noncustodial 896 


parents, youth, and individuals with disabilities to prepare for, acquire, and sustain 897 


employment to enhance economic self-sufficiency and well-being for themselves and 898 


their families 899 


• Provide assistive technology equipment to people with disabilities allowing them more 900 


self-sufficiency and eliminating barriers to their economic opportunity 901 


• Working with faith-based and community organizations, advance independence and 902 


economic self-sufficiency of individuals and populations facing economic and social 903 


challenges through education, leadership opportunities, protection of rights, training, and 904 


capacity building 905 


• Increase the number of employed people with disabilities by encouraging and assisting 906 


integration into the greater community’s workforce 907 


• Integrate refugees entering the country into American society and connect them with 908 


wraparound services and resources for economic opportunity and success 909 


Note: additional strategies on supporting independence for people with disabilities are in 910 


Objective 3.4911 
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Objective 3.2: Safeguard the public against preventable injuries and violence 912 


HHS plays a key role in safeguarding the public against preventable injuries and violence – 913 


including child maltreatment, unintentional poisoning, domestic violence and dating violence, 914 


and falls, abuse, neglect, and exploitation among older adults and people with disabilities. HHS 915 


invests in a number of strategies to protect vulnerable groups – including identifying evidence-916 


based practices, collecting and analyzing data, and forging partnerships with state and local 917 


stakeholders. Below is a selection of strategies HHS is implementing to improve outcomes and 918 


reduce injuries and violence. 919 


 920 


Contributing OpDivs and StaffDivs 921 


ACF, ACL, CDC, IHS, and OASH work to achieve this objective. 922 


 923 


Strategies 924 


Identify and disseminate evidence-based practices to reduce injuries and violence 925 


• Increase access in states and communities to the best available evidence for violence and 926 


injury prevention to implement programs to reduce risks across the lifespan 927 


• Invest in rigorous research and evaluation of falls prevention and violence prevention 928 


programs and promotion of evidence-based strategies to reduce injuries among high-risk 929 


populations through communication activities and participation with community and 930 


industry stakeholders 931 


• Invest in rigorous research and evaluation to identify effective violence and injury 932 


prevention strategies, and support the adoption of evidence-based practices to address 933 


these issues 934 


• Develop the foundation of knowledge about important abuse intervention models to 935 


enhance evidence-based services for older adults and adults with disabilities 936 


• Disseminate evidence-based strategies to keep children and youth safe from violence and 937 


injuries – including child maltreatment, unintentional poisoning, drowning, fires and 938 


burns, and infant suffocation 939 


• Invest in rigorous research and evaluation of domestic violence programs, including those 940 


provided by faith-based and community organizations, increase support for community 941 


based services for victims of domestic and dating violence, and provide training and 942 
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technical assistance to build their capacity to serve victims of intimate partner abuse, 943 


especially those from underserved communities 944 


Expand partnerships with Federal, state, local, tribal, and other stakeholders to reduce 945 


injuries and violence 946 


• Expand interagency partnerships and systems to train health care and human service 947 


providers to assess for domestic violence and do brief interventions to link victims to 948 


safety and support services, including through faith-based and community organizations 949 


• Expand bullying and youth dating violence prevention partnerships with Federal, state, 950 


local, tribal and non-governmental stakeholders to support safety and well-being 951 


• Expand and strengthen partnerships with federal, state, and local partners, including faith-952 


based and community organizations, on gang prevention programs as well as investing in 953 


youth mentoring and coaching, counseling, and life skills and workforce training 954 


Collect, analyze, and report national data on incidence and consequences of injuries and 955 


violence 956 


• Assess health care use and costs associated with violence and unintentional injury, 957 


including patient safety events that occur in healthcare settings  958 


• Develop and enhance timely, coordinated data systems to monitor injuries and violence 959 


by using expanded surveillance, innovative methods, and new technology to inform and 960 


evaluate national and state prevention activities 961 


Note: additional surveillance strategies are in Objective 4.1 962 
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Objective 3.3: Support strong families and healthy marriage, and prepare 963 


children and youth for healthy, productive lives 964 


Through child and youth development activities, support for parents and caregivers, promotion 965 


of evidence-based practices, and integration of health and human services efforts, HHS is 966 


working to support healthy children and youth and strong families. Below is a selection of 967 


strategies HHS is implementing to improve outcomes among children, youth, and families. 968 


 969 


Contributing OpDivs and StaffDivs 970 


ACF, ACL, AHRQ, CDC, HRSA, IHS, OASH, and SAMHSA work to achieve this objective. 971 


 972 


Strategies 973 


Support healthy development and well-being of children and youth  974 


• Protect women and their unborn children from harm and harmful exposures during 975 


pregnancy, and promote recommended protective prenatal and postpartum behaviors, 976 


including encouragement of breast-feeding when possible 977 


• Address data gaps in prevalence and risk factors for child maltreatment 978 


• Expand access to infant and early childhood mental health consultation in key early 979 


childhood systems, and access to mental health services for children and families 980 


• Improve services to children and families involved in the child welfare system as a result 981 


of a parental or caretaker opioid or other substance use disorder, including through faith-982 


based and community organizations 983 


• Promote healthy development in young children to avoid behavioral challenges, promote 984 


school readiness and learning, and offer parents of young children access to evidence-985 


based, culturally-appropriate parenting education and supports  986 


• Improve the quality of early childhood development through professional development, 987 


parental involvement and coaching, and other training and technical assistance  988 


• Identify effective approaches for early language development and integrate proven 989 


approaches into existing programs that reach children to achieve optimal brain 990 


development for all children, and leverage relationships with public and private partners, 991 


including faith-based and community organizations, for broad implementation 992 
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• Promote increased physical activity and active play, improved nutrition, reduced screen 993 


time, and increased interpersonal contact with and between children in child care and 994 


early childhood development programs 995 


• Develop the evidence base on interventions or components of programs that moderate the 996 


effects of child trauma or high numbers of adverse childhood experiences 997 


• Working with partners, including faith-based and community organizations, support 998 


successful youth transitions to adulthood by strengthening relationship and employability 999 


skills, and by increasing knowledge to help youth establish and maintain positive, healthy 1000 


relationships, including connections with caring adults, through evidence-based or 1001 


evidence-informed healthy marriage and relationship education, including those 1002 


programs provided by faith-based and community organizations  1003 


Support parents, guardians, and caregivers 1004 


• Improve opportunities for parent participation in a evidence-based parenting curriculum 1005 


or mentoring programs to improve parenting skills and lead to better learning and 1006 


development outcomes for children and marital and family stability  1007 


• Support efforts, including through faith-based and community organizations, to educate 1008 


parents and caregivers about healthy child development, effective parenting practices, 1009 


and specific developmental and health concerns faced by their children 1010 


• Support and engage fathers in innovative program models across agencies to better 1011 


integrate them into their families’ life and thereby unifying families and helping to lift 1012 


them out of poverty 1013 


• Encourage parents and families to maximize involvement with their children, reduce 1014 


screen time, and expand conversation and positive family interactions 1015 


Promote coordinated, high-quality, evidence-based human services  1016 


• Provide training and technical assistance to help parents and families have greater 1017 


involvement with teachers, educators, and caregivers to improve the quality of early 1018 


childhood settings  1019 


• Support faith-based and community organizations to promote strong, healthy family 1020 


formation and maintenance through programs that combine marriage and relationship 1021 


education services with efforts to address participation barriers, economic stability, and 1022 


needs of their participants 1023 


• Develop and implement local and national dissemination strategies to communicate the 1024 


value of healthy marriages and relationships, and of the success sequence, which 1025 
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recommends completing education, obtaining employment, and getting married before a 1026 


first or subsequent child, across all socioeconomic demographics 1027 


Integrate human services and health supports to support well-being of children, youth, and 1028 


families 1029 


• Ensure more young children become up to date on all age-appropriate preventive and 1030 


primary health care, including sensory and developmental screening, with appropriate 1031 


referral and intervention 1032 


• Promote interagency federal, state, and local coordination, including through faith-based 1033 


and community organization, to facilitate families’ access to services and help them 1034 


navigate systems of care across the full spectrum of family needs, including housing, 1035 


education and training, healthcare, child care, social services, and economic supports 1036 


• Integrate age- and developmentally-appropriate strategies into programs designed to help 1037 


all youth manage risk and make better choices 1038 


• Integrate trauma-informed, family-focused behavioral health services with pediatric 1039 


primary care 1040 


• Increase access to health education services, such as opportunities to learn about the 1041 


importance of healthy eating and physical activity, and parental mental health or 1042 


substance use, for families with young children 1043 


• Remove barriers to inclusion and accessibility to early child care and education for 1044 


children with disabilities  1045 


Invest in research and evaluation to strengthen human services programs 1046 


• Conduct applied research and disseminate findings to maximize use of evidence-based 1047 


strategies to improve the well-being of children at all stages of development, youth and 1048 


families 1049 


• Develop evidence on policies and practices that support stable, economically secure 1050 


families  1051 


Note: additional research investment strategies are in Objectives 4.3 and 4.41052 
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Objective 3.4: Maximize the independence, well-being, and health of older 1053 


adults, people with disabilities, and their families and caregivers 1054 


Through enhancing community living opportunities, improving care transitions, strengthening 1055 


long-term services and supports, and supporting caregivers and the workforce, including through 1056 


partnerships with faith-based and community organizations, HHS is working to maximize the 1057 


independence, well-being, and health of older adults and people with disabilities. Below is a 1058 


selection of strategies HHS is implementing to improve outcomes related to children and adults 1059 


with disabilities, and older adults. 1060 


 1061 


Contributing OpDivs and StaffDivs 1062 


ACF, ACL, CDC, CMS, HRSA, OASH, and SAMHSA work to achieve this objective. 1063 


 1064 


Strategies 1065 


Strengthen supports for community living 1066 


• Develop age- and dementia-friendly livable communities to improve quality of life for 1067 


older adults, families, caregivers, people with disabilities, and the larger community 1068 


• Promote independence of older adults and people with disabilities through improved 1069 


federal collaboration, including with faith-based and community organizations, to ensure 1070 


opportunities to live and receive services in the community  1071 


• Foster culture change through inclusion and accessibility for children and adults with 1072 


disabilities and older adults and removing physical and other barriers 1073 


• Ensure programs for people with disabilities and older adults help protect them from all 1074 


forms of abuse, including physical, mental, emotional, and financial abuse, and help 1075 


ensure their ability to exercise their rights to make choices, contribute to their 1076 


communities, and live independently 1077 


Support improved care transitions and care coordination 1078 


• Promote collaboration among federal, state, local, and private sector partners, including 1079 


faith-based and community organizations, that serve older adults, people with disabilities, 1080 


and their families and caregivers to improve access to a full range of healthcare services, 1081 


and home and community-based services 1082 
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• Pursue initiatives and programs to provide support to older adults, people with 1083 


disabilities, and their families and caregivers as individuals move between institutional 1084 


settings and home 1085 


• Increase the proportion of youth with disabilities who have plans in place for 1086 


transitioning from pediatric to adult care 1087 


Improve quality and availability of long-term services and supports, including home and 1088 


community-based services (HCBS) 1089 


• Support the development of endorsed performance measures to include a HCBS core set 1090 


to measure and quantify processes and outcomes, and enable comparable data for public 1091 


reporting and quality measurement 1092 


• Permit innovative delivery system models and program flexibilities that include HCBS to 1093 


improve quality, accessibility, and affordability in Medicare and Medicaid  1094 


• Expand person-centered models of care in Medicare and Medicaid that provide an 1095 


integrated approach to addressing individuals’ medical, long-term support, and other 1096 


needs to maintain health, well-being, and independence 1097 


• Identify opportunities to accelerate the development, evaluation, translation, 1098 


implementation, and scaling up of comprehensive care, services, and supports for persons 1099 


with dementia, families, and other caregivers 1100 


• Assist states in strengthening and developing high-performing long-term services and 1101 


supports systems that focus on the person, provide streamlined access, and empower 1102 


individuals to participate in community living  1103 


• Educate and improve the awareness of HCBS providers for integrating the access and 1104 


functional needs of older adults and people with disabilities into disaster and public 1105 


health emergency preparedness, response, mitigation, and recovery 1106 


Note: additional health care quality strategies are in Objective 1.2, and emergency 1107 


preparedness and response strategies are in Objective 2.4 1108 


Strengthen supports for caregivers 1109 


• Expand the availability of, and access to, supports for unpaid family caregivers, to 1110 


maximize the health and well-being of the caregivers and the people for whom they 1111 


provide care 1112 


• Educate and empower community supports, such as faith-based and community 1113 


organizations, to provide support of all types for caregivers 1114 


• Identify research gaps in caregiving and optimize sharing of research findings  1115 
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• Improve access to educational and community-based resources that caregivers can use to 1116 


maintain and/or increase their health and well-being  1117 


Reduce disparities in services for older adults and people with disabilities 1118 


• Include culturally appropriate, person- and family-centered care planning in federal social 1119 


and healthcare services for older adults and persons with disabilities to protect individual 1120 


choice and address a person’s current and future economic resources, including advanced 1121 


care planning needs 1122 


• Monitor, through existing national surveillance systems, the status of the health, well-1123 


being, and independence of older adults and people with disabilities, and improve 1124 


reporting on these populations 1125 


Strengthen the workforce 1126 


• Educate the healthcare and service professional workforce on the concerns of a geriatric 1127 


population to ensure awareness of the unique challenges and issues of older adults 1128 


• Improve and increase competency in the healthcare and direct service workforce in 1129 


person-centered approaches and cultural competency 1130 


• Strengthen the training and capacity of healthcare providers to recognize, assess, refer, 1131 


connect, and engage caregivers 1132 


• Strengthen partnerships between academia, health delivery systems, and faith-based and 1133 


community organizations to educate and train the workforce to provide high-quality, 1134 


culturally competent care 1135 


 1136 
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Strategic Goal 4: Foster Sound, Sustained Advances in the Sciences 1137 


This strategic goal describes efforts to improve surveillance, epidemiology, and laboratory 1138 


services; strengthen the scientific workforce and infrastructure; advance basic science 1139 


knowledge, applied prevention and treatment research, and evaluation; and finally, disseminate, 1140 


apply, and leverage knowledge to improve health, public health, and human services outcomes. 1141 


The research pursued under this strategic goal is to be conducted consistent with the 1142 


understanding that human subjects protection applies to all human beings from conception to 1143 


natural death. 1144 


The strategies presented are not intended to be an exhaustive list, but a curated set of activities 1145 


that describe critical science and research investments and priorities.  1146 


Within HHS, the following divisions are working to achieve this goal: Administration for 1147 


Community Living (ACL), Agency for Healthcare Research and Quality (AHRQ), Agency for 1148 


Toxic Substances and Disease Registry (ATSDR), Centers for Disease Control and Prevention 1149 


(CDC), Centers for Medicare & Medicaid Services (CMS), Food and Drug Administration 1150 


(FDA), National Institutes of Health (NIH), Office of the Assistant Secretary for Health (OASH), 1151 


Office of the Assistant Secretary for Preparedness and Response (ASPR), and Substance Abuse 1152 


and Mental Health Services Administration (SAMHSA). 1153 
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Objective 4.1: Improve surveillance, epidemiology, and laboratory services 1154 


HHS is dedicated to conducting science that leads to evidence-based, high-quality care and rapid 1155 


interventions to mitigate health crises. Data and information from high-quality science aids in the 1156 


prevention and early intervention of foodborne illnesses and infectious disease outbreaks such as 1157 


Zika and Ebola. Also, surveillance allows us to identify populations and geographic areas with 1158 


unusually high levels of chronic or behavioral conditions.  1159 


HHS fosters, facilitates, and uses partnerships across all levels of government, including 1160 


international, non-governmental, academic, and private institutions to promote the alignment of 1161 


surveillance methods and the timely and effective sharing of surveillance data, epidemiological 1162 


analyses, laboratory specimens, and data on health system capability and capacity data.  1163 


Below is a selection of strategies HHS is implementing to improve surveillance, epidemiology, 1164 


and laboratory services. 1165 


 1166 


Contributing OpDivs and StaffDivs 1167 


ASPR, CDC, CMS, FDA, NIH, OCR, OGA, and SAMHSA work to achieve this objective. 1168 


 1169 


Strategies 1170 


Promote and protect laboratory quality and safety  1171 


• Ensure training for laboratory personnel and management, and ensure evaluations and 1172 


inspections to promote laboratory and employee safety, security, and occupational health  1173 


• Review standards for laboratory quality and strengthen guidance to increase patient and 1174 


laboratory safety 1175 


• Enhance domestic and international laboratory infrastructures and quality assurance 1176 


systems to collect, ship, screen, store, and test specimen samples for public health threats 1177 


and interventions for such threats 1178 


• Support the development, implementation, and evaluation of new laboratory technologies 1179 


and their use for emerging infectious diseases, antimicrobial resistance, food safety, 1180 


pharmaceutical safety, chronic disease risk factors, and environmental biomonitoring  1181 


• Leverage expertise and provide resources to improve on laboratory regulatory 1182 


requirements and best laboratory practices 1183 
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• Provide essential ongoing professional development opportunities to ensure the 1184 


laboratory-based workforce remains on the cutting edge of relevant scientific and 1185 


technological advancements 1186 


• Support the private and secure collection, maintenance, analysis, and sharing of 1187 


information to improve surveillance and expand the evidence base for high-quality care 1188 


and rapid interventions, through Health Insurance Portability and Accountability Act 1189 


(HIPAA) rules and guidance 1190 


Strengthen surveillance and epidemiology to protect health security and improve health 1191 


outcomes 1192 


• Develop innovative solutions for conducting population health monitoring, risk 1193 


assessments, and analysis of epidemiological data to improve our understanding of health 1194 


risk factors and the effectiveness of health interventions, and to support a data-driven 1195 


approach to emergency preparedness, response, and recovery 1196 


• Foster state, federal, and international partnerships to improve surveillance across the 1197 


continuum of care to identify and control infectious disease threats, healthcare-associated 1198 


infections, antimicrobial-resistant pathogens, environmental health hazards, and other 1199 


threats to public health and health security 1200 


• Enhance domestic and global capacity for influenza surveillance to ensure rapid detection 1201 


and reporting of cases or outbreaks of influenza viruses that have pandemic potential and 1202 


to monitor trends in seasonal influenza epidemiology 1203 


• Promote use of youth-focused surveillance and data collection to inform school and 1204 


community actions that improve the health of adolescents 1205 


• Support and enhance the collection of behavioral health survey and surveillance data to 1206 


establish trends and detect aberrations, particularly in response to local or national 1207 


disasters, in order to respond to community level emergencies and localized public health 1208 


threats 1209 


• Strengthen understanding of the opioid crisis through better public health surveillance to 1210 


inform clinical management decisions for patients, including effects of opioid use in 1211 


pregnancy and neonatal abstinence syndrome 1212 


• Implement advanced laboratory, epidemiologic, and environmental methods across 1213 


federal and state agencies to identify, investigate and stop foodborne outbreaks sooner 1214 


and prevent future illness by identifying and addressing gaps in the food safety system 1215 


Note: additional strategies on emergency preparedness and response are in Objective 2.4 1216 


 1217 
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Facilitate information sharing, exchange, and alignment 1218 


• Implement information technology solutions that support timely information exchange 1219 


among local, state, international, and federal agencies, healthcare facilities, and 1220 


laboratories while ensuring that these systems minimize threats to information security 1221 


• Modernize domestic and international infectious and chronic disease surveillance systems 1222 


to improve system interoperability and more rapid reporting, data exchange and use to 1223 


drive timely public health and medical action and response  1224 


• Promote new and innovative methods to rapidly collect, store, standardize, share, and 1225 


analyze data across all levels of government, and with non-governmental partners, to 1226 


improve situational awareness and public health surveillance before, during, and after 1227 


public health and medical emergencies 1228 


Enhance and standardize public health data collection and reporting 1229 


• Enhance domestic and international information systems (e.g., data linkage, shared 1230 


services, data standards) and apply modern data science methods to provide timely, high 1231 


quality, and actionable data for early outbreak detection, rapid response to public health 1232 


threats, programmatic planning, and targeted interventions for populations at risk 1233 


• Improve data collection methodologies and systems for enhancing real time and local 1234 


data collection in order to minimize local burden, and improve timeliness, reliability and 1235 


comparability of the data, allowing for local public health and healthcare providers to use 1236 


data for decision making and response mobilization 1237 


• Improve surveillance of antimicrobial resistance by developing reporting guidelines for 1238 


microbiology laboratories based upon federal, state, and local requirements 1239 


• Optimize the ascertainment and evaluation of adverse events related to the use of 1240 


regulated human and animal medical products, including the development and more 1241 


effective use of large nationally representative database systems, electronic health 1242 


records, common data models, and natural language processing 1243 


• Improve health and behavioral health outcomes for children and their parents by building 1244 


epidemiological capacity in states and counties to identify high need issues and particular 1245 


areas of risk using surveillance data and then responding with appropriate evidence-based 1246 


interventions and policy development 1247 


Note: additional strategies on adverse health events are in Objective 1.21248 







GOAL 4: FOSTER SOUND, SUSTAINED ADVANCES IN THE SCIENCES 


 


 


 49 HHS STRATEGIC PLAN, DRAFT, SEPTEMBER 2017 


 


Objective 4.2: Expand the capacity of the scientific workforce and 1249 


infrastructure to support innovative research 1250 


As science and technology advance, it is imperative that research staff and scientists involved in 1251 


HHS-conducted or HHS-supported research have the resources needed to conduct high quality 1252 


and efficient work. Through various initiatives and programs, HHS recruits and trains students, 1253 


recent graduates, and other professionals to conduct rigorous and reproducible research. HHS 1254 


invests in Federal statistical units responsible for national surveys that provide reliable, timely 1255 


and policy relevant information for policy makers and researchers. Additionally, HHS provides 1256 


research training and career development opportunities to ensure that a diverse pool of highly 1257 


trained investigators will be available across the range of scientific disciplines necessary to 1258 


address the Nation’s biomedical and scientific research needs. HHS invests substantial resources 1259 


in research facilities that provide access to instruments, technologies, services, as well as access 1260 


to expert consultants.  1261 


Below is a selection of strategies HHS is implementing to expand the capacity of the scientific 1262 


workforce and infrastructure to support innovative research. 1263 


 1264 


Contributing OpDivs and StaffDivs 1265 


ACL, AHRQ, ASPR, CDC, FDA, NIH, OASH, and OGA work to achieve this objective. 1266 


 1267 


Strategies 1268 


Recruit and retain a scientific workforce responsive to future demands  1269 


• Support fellowships and other training programs in academic, industry, and government 1270 


settings to help recruit and train early career scientists and survey statisticians 1271 


• Provide research training and career development opportunities to ensure that a diverse 1272 


pool of highly trained investigators will be prepared for and available across the range of 1273 


scientific disciplines necessary to address the Nation’s biomedical and scientific research 1274 


needs 1275 


• Explore effectiveness of formal and informal mentorship of new scientists, including data 1276 


scientists 1277 


• Conduct joint fellowship programs targeted to researchers and regulatory reviewers to 1278 


provide multidisciplinary training across the interrelated areas of basic and translational 1279 


science  1280 
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• Review administrative systems and policies to ensure they are aligned with anticipated 1281 


workforce needs  1282 


Promote ethical and responsible research 1283 


• Assess peer review practices and provide the workforce with best practices for peer 1284 


review 1285 


• Improve human subjects protection, and enforcement of human subjects protection 1286 


regulations and other laws governing research, especially with respect to research 1287 


involving human embryos or embryonic stem cells/tissue, fetal tissue, genetic 1288 


engineering and manipulation of the germ cell, and the creation of chimeras 1289 


• Provide guidance and tools, including required trainings, to ensure that researchers are 1290 


able to conduct research ethically, safely, securely, and responsibly 1291 


• Improve the methodological rigor, transparency, and reproducibility of federally-funded 1292 


research and surveys and strengthen public confidence in federally-supported research 1293 


and survey findings 1294 


Collaborate with the broader research community to strengthen innovation 1295 


• Facilitate interactions with domestic and international partners to promote basic science 1296 


and research/educational collaborations between federal researchers, and educators, and 1297 


the community, and to engage in innovative joint research projects 1298 


• Promote a culture of responsible data sharing, openness, and collaboration to better 1299 


engage with academia and the private sector, consistent with applicable privacy and 1300 


security requirements 1301 


Strengthen facilities and infrastructure capacity 1302 


• Leverage facilities as shared resources, which provide investigators access to advanced 1303 


technologies through cutting-edge instrumentation operated by appropriately trained staff 1304 


• Ensure that the scientific research workforce has access to modern tools and resources for 1305 


data science and scientific computing 1306 
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Objective 4.3: Advance basic science knowledge and conduct applied 1307 


prevention and treatment research to improve health and development 1308 


HHS conducts and funds basic and applied research to gain fundamental knowledge about living 1309 


systems, and applies that knowledge to improve health and address a multitude of public health 1310 


concerns, including: preventing emerging infectious disease; increasing the effectiveness for 1311 


responding to global health threats; encouraging the use of age appropriate vaccines to minimize 1312 


the burden of vaccine-preventable diseases across the life span; creating evidence-based 1313 


guidelines to improve both behavioral and physical health and well-being; and identifying the 1314 


most effective health and community-based interventions to address risk factors for addiction or 1315 


substance use disorders. HHS disseminates this information broadly to state and local partners, to 1316 


ensure that all Americans, including populations at risk for poor health and well-being outcomes, 1317 


also can benefit from these advances. Below is a selection of strategies HHS is implementing to 1318 


advance basic science and applied research. 1319 


 1320 


Contributing OpDivs and StaffDivs 1321 


ACL, AHRQ, ASPR, CDC, FDA, NIH, and OASH work to achieve this objective. 1322 


 1323 


Strategies 1324 


Foster a broad and diverse research portfolio to meet public health needs  1325 


• Conduct basic science and applied research and disseminate findings to maximize the use 1326 


of age appropriate vaccines to minimize the burden of preventable diseases across the life 1327 


span 1328 


• Conduct applied research to identify the most effective health and community-based 1329 


system interventions that address the modifiable risk factors for prescription opioid 1330 


misuse, heroin initiation, and opioid use disorder and overdose 1331 


• Develop and assess improved methods for rapidly detecting and investigating disease 1332 


outbreaks and developing new preventive and therapeutic strategies 1333 


• Foster and capitalize on advances in personalized medicine to prevent and improve care 1334 


for unmet medical needs 1335 


• Invest in research and education on behavior change methods, such as effective stress 1336 


management, proper nutrition, and regular exercise 1337 
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• Foster integration of behavioral and social science research into research involving 1338 


acceptability and understanding of genomics and proteomics, to accelerate time-to-trial as 1339 


well as improve study designs 1340 


• Support a broad and diverse portfolio of biomedical research by supporting a range of 1341 


scientific disciplines, including basic and translational research, to augment scientific 1342 


opportunities and innovation for public health needs, consistent with human subject 1343 


protections, which protect all persons from conception on, and bioethics  1344 


• Produce and promote patient-centered healthcare delivery methods and interventions that 1345 


improve care quality, promote healthcare access, reduce disparities, and address social 1346 


determinants of health among populations at risk for poor health outcomes 1347 


• Support research to identify, implement, and evaluate interventions to reduce health 1348 


disparities and improve the health of populations at risk for poor health outcomes 1349 


Invest in research to strengthen and support healthcare providers 1350 


• Strengthen research capacity across the nation and reduce health disparities by building 1351 


the capacity to conduct fundamental biomedical research at institutions across all states 1352 


• Support applied research to evaluate the adoption, implementation, and impact of clinical 1353 


decision support systems, and evidence-based guidelines on clinical and community 1354 


preventive services and treatments to improve both behavioral and physical health and 1355 


well-being 1356 


• Fund research on shared decision making to support healthcare providers’ efforts to 1357 


deliver healthcare services that empower patients, families, and caregivers to implement 1358 


lifestyle behavior modification aimed at better health and healthcare outcomes 1359 


• Fund applied research, development, training, and sharing of information and products to 1360 


improve knowledge and practice of service delivery professionals who are supporting 1361 


disadvantaged and at-risk populations 1362 


• Conduct research and disseminate findings on systems of care and strategies such as 1363 


team-based care, enhanced communication, and improvements in technology that reduce 1364 


burden and burnout of healthcare professionals and that create healthy workplaces 1365 


Invest in research to prevent and mitigate global threats to health and well-being 1366 


• Support basic science and applied prevention and treatment research on approaches to 1367 


reduce the global burden of HIV, viral hepatitis, enteric and respiratory diseases, 1368 


tuberculosis, malaria, and neglected tropical diseases 1369 
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• Support basic and applied research to prevent and treat emerging and re-emerging 1370 


infectious diseases, and decrease time, and increase effectiveness, for responding to 1371 


global health threats 1372 


• Strengthen basic and applied science and treatment pipelines by collaborating with other 1373 


federal agencies to assess potential health threats and bolster the fundamental science 1374 


knowledge in these risk areas to expedite the development of therapies 1375 


Foster a broad research plan to improve safety and efficacy of products 1376 


• Facilitate patient-focused medical product development to inform regulatory decision 1377 


making 1378 


• Facilitate the development and qualification of clinical outcome assessment tools to 1379 


measure clinical benefit in medical product development 1380 


• Conduct research to facilitate development and availability of innovative, safe, and 1381 


efficacious human and animal medical products, including development of regulatory 1382 


science 1383 


• Support and facilitate the adoption of innovative pharmaceutical technology to modernize 1384 


product development and manufacturing, ensuring the consistent supply of high quality 1385 


medicine for patients, and encourage the development of low-cost, high quality generic 1386 


pharmaceuticals 1387 


Invest in research to reduce the incidence of the leading causes of death 1388 


• Support basic and clinical research to discern risk factors for, and the underlying 1389 


pathophysiology of, the leading causes of death and accelerate applied and preventive 1390 


research solutions 1391 


• Support research to prevent the leading causes of death in adults by improving the quality 1392 


and specificity of reporting causes of death, developing systematic studies and testing 1393 


interventions to determine and prevent the actual causes of death, thereby increasing both 1394 


life expectancy and quality of life and reducing healthcare costs 1395 


• Support research to develop and test methods to increase adoption by primary care 1396 


providers of recommendations from the U.S. Preventive Services Task Force for clinical 1397 


preventive services that address the leading and actual causes of death 1398 


• Support research to assess the five-year health outcomes and adverse events of preventive 1399 


interventions that target the actual and leading causes of death, to assist the U.S. 1400 


Preventive Services Task Force in providing evidence-informed recommendations  1401 
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Objective 4.4: Leverage translational research, dissemination and 1402 


implementation science, and evaluation investments to support adoption of 1403 


evidence informed practices 1404 


HHS is dedicated to ensuring that we are using the lessons learned from our research and 1405 


practice to inform how we continue to improve health, healthcare, and human services. Through 1406 


collaborations on translational research, including dissemination and implementation science, 1407 


and evaluation, HHS is able to promote and support adoption of evidence-informed practices to 1408 


improve health and well-being. Below is a selection of strategies HHS is implementing to 1409 


leverage translational research, dissemination and implementation science, and evaluation 1410 


investments. 1411 


 1412 


Contributing OpDivs and StaffDivs 1413 


ACF, ACL, AHRQ, CDC, CMS, FDA, HRSA, NIH, OASH, and SAMHSA work to achieve this 1414 
objective. 1415 


 1416 


Strategies 1417 


Accelerate change through strategic partnerships and innovations 1418 


• Promote innovative approaches to translating research into interventions that improve 1419 


health and well-being, by modernizing processes and removing obstacles to bring more 1420 


effective practices to more people more quickly 1421 


• Leverage cutting edge science to support product development strategies, regulatory 1422 


evaluation, and implementation science by establishing platforms for interaction with 1423 


academic institutions, other government agencies and their investments, and industry 1424 


Improve programs for populations at risk for poor health and well-being outcomes 1425 


• Assess evidence-based practices and service delivery system improvements to increase 1426 


access to services and improve outcomes and quality of life for disproportionately 1427 


affected populations 1428 


• Support research conducted in a variety of settings and populations, to improve the 1429 


quality and utility of evidence generated from HHS investments and the impact of those 1430 


investments on a broad range of outcomes 1431 
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• Evaluate multifaceted strategies to apply evidence-based interventions to reach 1432 


disproportionately affected populations and reduce health disparities  1433 


Disseminate knowledge 1434 


• Increase dissemination and implementation of evidence-based practices and provide 1435 


training and technical assistance to stakeholders to improve outcomes 1436 


• Systematically review current evidence on the effectiveness of programs and policy, and 1437 


disseminate these findings in easily accessible formats to practitioners and decision-1438 


makers  1439 


• Disseminate patient-centered outcome research findings to health professionals and 1440 


organizations that deliver health care  1441 


Evaluate HHS programs for efficiency and effectiveness 1442 


• Foster a culture of learning through opportunities for coordination and collaboration 1443 


within and across HHS and with external partners  1444 


• Identify improvements to existing evidence-based programs and policies to share broadly 1445 


with local communities for public health impact 1446 


• Encourage the use of learning agendas or other tools to prioritize critical questions that 1447 


generate evidence to guide decision making and continuous learning, including short- and 1448 


long-term questions that build a portfolio of evidence about what works for whom 1449 


• Promote the use of common evidence standards, principles and practices for evaluation, 1450 


and policies that support rigorous, relevant, transparent, independent, and ethical 1451 


evidence-building activities 1452 


Support adoption of evidence-based practices 1453 


• Engage healthcare, public health, and human service system research networks to study 1454 


and support local adaptation/customization of evidence-based practices 1455 


• Develop and disseminate tools and provide technical assistance that supports adoption 1456 


and implementation of evidence-based practices to improve access to high-quality public 1457 


health, healthcare, and human services 1458 


• Support knowledge translation capacity and practice to ensure that knowledge generated 1459 


by grantees and others working in the field is used or adopted by its intended users 1460 
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Goal 5: Promote Effective and Efficient Management and Stewardship 1461 


This strategic goal describes HHS efforts to develop the systems, workforce, and infrastructure 1462 


to address the health, public health, and human services challenges of today and the future. 1463 


Responsible allocation and expenditure of public funds, the development of robust and secure 1464 


information management systems, cultivation of a highly skilled and motivated workforce, and a 1465 


commitment to safety and security are all part of this management and stewardship goal.  1466 


The strategies presented are not intended to be an exhaustive list, but a curated set of activities 1467 


that describe the Department’s priorities in this area.  1468 


All Operating and Staff Divisions within HHS are committed to achieving this goal. 1469 
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Objective 5.1: Ensure responsible financial management 1470 


HHS is committed to using its funding wisely and efficiently to fulfill its mission in a changing 1471 


environment. Whether streamlining the acquisition process for laboratory supplies, establishing 1472 


enterprise-wide solutions, or keeping current with information technology products and services 1473 


investments, HHS takes the administration of its funding seriously. HHS will identify laws and 1474 


regulations that inhibit accurate identification of improper payments and, as possible, effect 1475 


change to address the root causes and improve payment accuracy. Below is a selection of 1476 


strategies HHS is implementing to ensure responsible financial management. 1477 


 1478 


Contributing OpDivs and StaffDivs 1479 


All OpDivs and StaffDivs contribute to achievement of this objective. 1480 


 1481 


Strategies 1482 


Streamline business processes to improve financial management 1483 


• Use quality improvement principles to review key business processes, and identify 1484 


opportunities to reduce risk and improve outcomes in areas such as financial 1485 


management, grant management, and acquisitions 1486 


• Reduce inconsistent recording and incomplete financial data and, thus, reduce efforts 1487 


required to perform data cleanup and data transformation 1488 


• Preserve public trust and stewardship of taxpayer funding by ensuring effective internal 1489 


controls and efficient operating policies and procedures are in place that can result in an 1490 


unqualified audit opinion with no material weaknesses  1491 


Promote effective and efficient risk management across HHS and its programs  1492 


• Conduct and use risk assessments within an enterprise risk management framework to 1493 


improve information sharing and leadership decision-making, resulting in risk-informed 1494 


strategy execution and program implementation 1495 


• Use public-private partnerships to prevent and detect fraud and other inappropriate 1496 


payments across the healthcare industry by sharing fraud-related information and data, 1497 


promoting best practices, and educating partners 1498 







GOAL 5: PROMOTE EFFECTIVE AND EFFICIENT MANAGEMENT AND STEWARDSHIP 


 
 


 


 58 HHS STRATEGIC PLAN, DRAFT, SEPTEMBER 2017 


 


 Preserve the Medicare Trust Fund through prevention and detection of fraud, waste, 1499 


abuse, and improper payments using program integrity tools, policies, and collaboration  1500 


• Manage the costs associated with governmental imposition of private expenditures 1501 


through implementation of Executive Order 13771 of January 30, 2017, Reducing 1502 


Regulation and Controlling Regulatory Costs, by ensuring that, consistent with the 1503 


Administrative Procedure Act and as informed by the terms of the Executive Order and 1504 


associated guidance, for every one new regulation issued, at least two prior regulations 1505 


are identified for elimination, and the cost of planned regulations are managed through a 1506 


budgeting process 1507 


Strengthen the financial management, acquisition, and grants workforce 1508 


• Reduce knowledge gaps within the financial management, acquisition, and grants 1509 


workforce by supporting hiring, training, and development programs to strengthen 1510 


competencies 1511 


• Support knowledge transfer programs and training strategies so that the financial 1512 


management, acquisition, and grants workforce can respond to challenges and changing 1513 


demands across the enterprise 1514 


• Develop a financial management, acquisition, and grants workforce that uses cross-1515 


functional and knowledge transfer training programs to respond to challenges and 1516 


changing demands across the HHS enterprise  1517 


Note: additional strategies on strengthening the HHS workforce are in Objective 5.2 1518 


 1519 



https://www.whitehouse.gov/the-press-office/2017/01/30/presidential-executive-order-reducing-regulation-and-controlling

https://www.whitehouse.gov/the-press-office/2017/01/30/presidential-executive-order-reducing-regulation-and-controlling
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Objective 5.2: Manage human capital to achieve the HHS mission 1520 


A high-quality workforce is essential for achieving the HHS mission. HHS is working to 1521 


enhance the quality of our workforce through hiring and retaining a diverse and high caliber 1522 


workforce, fostering employee engagement, deploying staff and supervisory training and 1523 


professional development opportunities, and creating a stronger focus on performance and 1524 


employee accountability. Below is a selection of strategies HHS is implementing to manage our 1525 


human capital. 1526 


Note: efforts to support the workforce can be found in Objectives 1.4, 2.4, 3.4, and 4.2 1527 


 1528 


Contributing OpDivs and StaffDivs 1529 


All OpDivs and StaffDivs contribute to achievement of this objective. 1530 


 1531 


Strategies 1532 


Hire and retain a high-quality workforce to respond to current and emerging demands 1533 


• Recruit and retain the most qualified candidates to best meet the needs of the populations 1534 


that we serve 1535 


• Increase the efficiency and effectiveness of recruitment efforts by partnering with hiring 1536 


managers to better leverage data, analytics, workforce planning, and succession 1537 


management strategies to inform recruitment strategies 1538 


• Improve workforce planning efforts by targeting mission-critical occupations, and the 1539 


occupations that provide crucial administrative and support functions 1540 


Cultivate a diverse workforce and maximize opportunities for employees to contribute to 1541 


mission success 1542 


• Foster a work environment free from unlawful discrimination and harassment that uses 1543 


the capabilities of every employee at all organizational levels 1544 


• Promote diversity and a quality workforce by improving access to reasonable 1545 


accommodations and eliminating barriers to diversity 1546 


 1547 


 1548 
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Promote employee engagement 1549 


• Use employee feedback and best practices from across the federal government to identify 1550 


and develop strategies to act on employee input and increase employee engagement 1551 


• Increase employee engagement, participation in the Federal Employee Viewpoint Survey, 1552 


and belief that results will be used to improve the organization  1553 


Strengthen employee performance and accountability 1554 


• Enhance workforce accountability and inclusion through manager training and a 1555 


transparent and impartial appraisal and recognition program 1556 


• Increase workforce accountability through effective performance measures, enhanced 1557 


training, and appropriate administrative actions  1558 


Increase the effectiveness of staff and supervisory training and development opportunities 1559 


• Conduct succession planning and workforce development analyses to eliminate skill gaps 1560 


in critical positions 1561 


• Advance employee development by encouraging cross-training activities, developmental 1562 


and rotational assignments, mentoring and coaching, and other cross-functional activities 1563 


• Create and implement development opportunities to provide staff with the leadership, 1564 


technical, and behavioral skills to succeed in their current and future positions 1565 


Leverage technology to support human capital management 1566 


• Implement enhanced information technology tools to increase transparency, streamline 1567 


human resources processes, and attain reliable human capital data 1568 


• Improve operational efficiency and effectiveness by leveraging technology and 1569 


automating business processes, and by increasing and promoting telework and virtual 1570 


workforce programs across HHS, as appropriate in light of job responsibilities  1571 


• Use enterprise-wide technology to the maximum extent possible to solve human 1572 


resources operational issues and inefficiencies 1573 
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Objective 5.3: Optimize information technology investments to improve 1574 


process efficiency and enable innovation to advance program mission goals 1575 


Technological advances can rapidly transform information technology systems from innovative 1576 


to outdated. To achieve the HHS mission, legacy systems need to be upgraded and the 1577 


infrastructure modernized to ensure the quality delivery of HHS services. HHS is working to 1578 


increase collaborative partnerships with industry and academia to leverage cutting edge 1579 


technology advances. HHS aims to enhance the experience of internal and external customers 1580 


interacting with, using, or accessing HHS information technology to improve satisfaction, reduce 1581 


burden, improve the overall user experience, and increase productivity. Below is a selection of 1582 


strategies HHS is implementing to optimize information technology investments. 1583 


Note: health information technology strategies to improve healthcare quality and access can be 1584 


found in Objectives 1.2 and 1.3; health information technology strategies to improve mental 1585 


health and substance use outcomes can be found in Objective 2.3 1586 


Contributing OpDivs and StaffDivs 1587 


All OpDivs and StaffDivs contribute to achievement of this objective. 1588 


 1589 


Strategies 1590 


Improve the customer experience 1591 


• Promote adoption of user-centered design for information technology services targeted to 1592 


the American public 1593 


• Engage users and other critical partners to promote usability and accessibility of systems 1594 


and data access, throughout the life cycle of information technology projects 1595 


• Leverage unified communications technology across HHS to promote a mobile, agile 1596 


workforce that can be more engaged and participatory regardless of work location 1597 


Modernize information technology systems 1598 


• Employ and support management and administration of software and services that serve 1599 


as a bridge between operating systems, databases, and applications 1600 


• Deliver shared services to minimize custom application development, maximize 1601 


collaboration, and reduce cost, when appropriate 1602 







GOAL 5: PROMOTE EFFECTIVE AND EFFICIENT MANAGEMENT AND STEWARDSHIP 


 
 


 


 62 HHS STRATEGIC PLAN, DRAFT, SEPTEMBER 2017 


 


• Support the capability of high performance computing services to deliver parallel 1603 


processing for running advanced application programs efficiently, reliably and quickly 1604 


• Reduce the risk associated with unsupported or end-of-life systems by identifying 1605 


opportunities to modernize, decommission, or replace legacy systems  1606 


Improve acquisition of information technology assets and services 1607 


• Align acquisition processes with information technology business models and practices, 1608 


to provide the ability for HHS staff to acquire the information technology products and 1609 


services to support mission activities more efficiently 1610 


• Promote strategic sourcing or other procurement vehicles for efficient and cost-effective 1611 


provisioning of information technology goods and services 1612 


• Define, promote, and institutionalize the sharing of common information technology and 1613 


business services to reduce new development and unnecessary costs, enable and 1614 


encourage common processes, facilitate information sharing, and promote collaboration  1615 


Strengthen governance and management of information technology investments 1616 


• Support ongoing management and planning to optimize use of technology expertise and 1617 


resources, properly align staffing and responsibilities, and maximize resources 1618 


• Implement skills-based workforce training for technology practitioners who design, 1619 


manage, operate and support information technology investments 1620 


Note: additional strategies on strengthening the HHS workforce are in Objective 5.2 1621 


Optimize HHS capacity for data-driven decision-making 1622 


• Improve system interoperability to allow efficient data sharing, strengthen detection and 1623 


surveillance of regulated products, reduce risks in manufacturing, production and 1624 


distribution of regulated products, and increase regulatory science capacity to effectively 1625 


evaluate products 1626 


• Improve the capture, use, and management of operational and administrative data by 1627 


establishing formal processes, rules, and templates to control data sharing and protect 1628 


sensitive information 1629 
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Objective 5.4: Protect the safety and integrity of our human, physical, and 1630 


digital assets 1631 


HHS is dedicated to protecting the safety and integrity of our human, physical, and digital assets 1632 


through the implementation of physical security, personnel security, insider threat, internal 1633 


emergency management programs, cybersecurity and privacy programs, and counterintelligence. 1634 


Below is a selection of strategies HHS is implementing to protect the safety, security, and 1635 


integrity of our people, facilities, systems, and information. 1636 


 1637 


Contributing OpDivs and StaffDivs 1638 


All OpDivs and StaffDivs contribute to achievement of this objective. 1639 


 1640 


Strategies 1641 


Identify, assess, remediate, and monitor risks to safety, security, and integrity 1642 


• Advance an enterprise-wide risk management approach that continually provides 1643 


situational awareness of HHS’s risk posture by effectively identifying, assessing, 1644 


remediating, and monitoring HHS risks 1645 


• Establish enterprise-wide safety and security models that incorporate best practices from 1646 


other federal agencies 1647 


Protect information technology systems, data, and sensitive information, and prevent, 1648 


detect, mitigate, and respond to cybersecurity events 1649 


• Maximize enterprise-level data access and security for stakeholders while ensuring data 1650 


integrity and privacy in support of streamlined program flexibilities, accountability, and 1651 


information exchange  1652 


• Ensure stronger authentication of privileged users to support application security 1653 


• Improve the sharing of intelligence with federal and private sector partners to improve 1654 


situational awareness and reduce cyberthreats 1655 


• Maximize data access and usability to internal and external users while protecting data 1656 


confidentiality, integrity and availability, including beneficiary privacy 1657 


• Promote integration of electronic data systems to increase efficiency and minimize 1658 


redundancy while maintaining appropriate standards for identity management and the 1659 
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protection of personally identifiable information (PII) and protected health information 1660 


(PHI) 1661 


• Use a priority-based risk management approach that focuses on the protection of sensitive 1662 


data, including PII and PHI data sets, High Value Assets, and Mission Essential Systems 1663 


Execute essential functions, even in the event of an emergency, while protecting the safety 1664 


of the HHS workforce 1665 


• Promote and ensure the execution of essential federal functions, while providing for the 1666 


safety and well-being of employees during emergency situations, including continuity of 1667 


operations and emergency evacuations, and ensure that all safety and emergency plans 1668 


take into consideration the varying needs of the HHS workforce  1669 


• Review and update continuity plans and procedures to ensure the safety of our workforce 1670 


while taking advantage of available technologies, increasing efficiency, and minimizing 1671 


duplication of efforts 1672 


Protect HHS facilities and infrastructure 1673 


• Strengthen physical, organizational, and functional infrastructure to maximize HHS’s 1674 


ability to meet increased demands 1675 


• Implement best practices in identity and access management to enforce appropriate levels 1676 


of protection to HHS-owned physical and logical assets and to ensure only authorized 1677 


users are given access to resources and information1678 
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Appendix A: HHS Organizational Chart 1679 


Link to https://www.hhs.gov/about/agencies/orgchart/index.html 1680 



https://www.hhs.gov/about/agencies/orgchart/index.html
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SENT VIA ELECTRONIC TRANSMISSION: www.regulations.gov



September 11, 2017



Re:	Medicare Program: Revisions to Payment Policies Under the Physician Fee Schedule and Other Revisions to Part B for CY 2018; Medicare Shared Savings Program Requirements; and Medicare Diabetes Prevention Program (CMS-1676-P) Comment



On behalf of Northwest Portland Area Indian Health Board (NPAIHB) and the California Rural Indian Health Board (CRIHB), we write to submit comments on the Centers for Medicare and Medicaid Services’ (CMS) proposed rule, published in the Federal Register on July 21, 2017, entitled “Medicare Program: Revisions to Payment Policies Under the Physician Fee Schedule and Other Revisions to Part B for CY 2018; Medicare Shared Savings Program Requirements; and Medicare Diabetes Prevention Program.”  The NPAIHB is a Public Law 93-638 Tribal organization that advocates on health care issues for the forty-three federally-recognized Tribes in the states of Idaho, Oregon, and Washington.[footnoteRef:1] CRIHB is also a Public Law 93-638 Tribal organization with a network of seventeen Tribal health clinics that provide health care services to members of twenty-six Tribes throughout California that serve more than 19,000 patients eligible for Indian Health Services. [1:  A “tribal organization” is recognized under the Indian Self-Determination Education Assistance Act (P.L. 93-638; 25 U.S.C. § 450b(1)) as follows:  “[T]he recognized governing body of any Indian tribe; any legally established organization of Indians which is controlled, sanctioned, or chartered by such governing body or which is democratically elected by the adult members of the Indian community to be served by such organization and which includes the maximum participation of Indians in all phases of its activities.”] 


 

Background



The Medicare Diabetes Prevention Program (MDPP) is a structured lifestyle, evidence-based intervention with the goal of preventing the onset of diabetes through dietary coaching, behavioral change strategies, and increased physical activity in individuals who are pre-diabetic. The U.S. Department of Health and Human Services (HHS) has verified that the expansion of the MDPP model would lead to reduced Medicare spending.  The MDPP expansion is projected to improve the quality of patient care without limiting benefits or coverage.  Therefore, more Medicare beneficiaries will be able to access the benefits of the MDPP.  CMS is proposing to expand the Medicare Diabetes Prevention Program beginning April 1, 2018.



The MDPP services will be categorized by CMS as “additional preventative services” under Medicare Part B and will be administered by a non-physician community-based organization. The primary goal of the lifestyle intervention is at least 5 percent average weight loss among participants. The clinical intervention consists of 16 core maintenance sessions of a curriculum and then less intensive monthly ongoing sessions to assist the participants in maintaining healthy behaviors.  CMS is proposing to include a 2-year limit on the ongoing maintenance sessions, assuming attendance and weight loss goals are met.  Therefore, the MDPP service period will include a 3-year period consisting of 1-year of core maintenance sessions and 2-years of ongoing maintenance sessions. There are 16 core sessions offered at least a week apart during the first 6 months and core maintenance sessions are offered at least once per month in the remaining 6 months of the first year. NPAIHB and CRIHB believe that a 1-year core maintenance session is not a realistic time period to see lifestyle behavior changes and weight loss. 



Special Diabetes Program for Indians (SDPI)



An estimated 25% of Americans 65 or older have developed Type II diabetes and nearly 48.3% of adults aged 65 years or older have prediabetes.[footnoteRef:2]  At a rate of 2.8 times the national average, American Indians and Alaska Natives (AI/ANs) have the highest prevalence of diabetes.  In some AI/AN communities, over 50% of adults have been diagnosed with Type II diabetes, and AI/ANs are 177% more likely to die from diabetes.  There are 7,109 AI/ANs in the Northwest region with diabetes. Of the 7,109 AI/ANs, 91% are overweight (18%) or obese (73%).[footnoteRef:3] Patients 65 and older with diabetes is 31% compared to 29% nationally. [2:  CDC 2017 National Diabetes Statistics Report.]  [3:  2016 Annual IHS Diabetes Audit.] 




Tribes as sovereign nations have the inherent authority to address and meet the health and welfare needs of their citizens; and many tribes assume responsibility for education, health and social service programs for their citizens under the Indian Self-Determination and Education Assistance Act (ISDEAA).  Diabetes is a chronic disease that tribes have made a priority.  During the 17 years of the Special Diabetes Program for Indians (SDPI), the Indian Health Service (IHS), tribal, and urban (I/T/U) health programs have implemented evidence-based and community-driven strategies to prevent and treat diabetes. SDPI is changing these disproportionate AI/AN community statistics with improvements in average blood sugar levels, reductions in the incidence of cardiovascular disease, prevention and weight management programs, and a significant increase in the promotion of healthy lifestyle behaviors.



Congress established SDPI in 1997 as part of the Balanced Budget Act to address the growing epidemic of diabetes in AI/AN communities.  The SDPI provides grants for diabetes treatment and prevention services to 301 I/T/U Indian health programs in 35 states.[footnoteRef:4]  The SDPI funding has enabled AI/AN communities to develop, sustain, and significantly increase access to successful quality diabetes programs where few resources are available.  Approximately 780,000 people are served each year through the SDPI. [footnoteRef:5] The Special Diabetes Program for Type I Diabetes (SDP) was established at the same time to address the opportunities in Type I diabetes research.  These programs have become the nation’s most strategic, comprehensive, and effective effort to combat diabetes and its complications in Indian Country.   [4:  Indian Health Service Special Diabetes Program for Indians – Changing the Course of Diabetes Fact Sheet.]  [5:  Indian Health Service Special Diabetes Program for Indians – Changing the Course of Diabetes Fact Sheet.] 




On April 14, 2015, the U.S. Senate passed a two-year renewal of the Special Diabetes Program for Indians (SDPI).  The extension of the Special Diabetes Program for Type I Diabetes and for Indians through FY 2017 is included in Section 213 of the Medicare Access and CHIP Reauthorization Act (MACRA) of 2015, which became Public Law No: 114-10 on April 16, 2016.  



[bookmark: _Hlk492480189]NPAIHB and CRIHB applaud the effort of CMS to expand services delivered by community-based organizations to Medicare beneficiaries diagnosed with pre-diabetes through the MDPP.  However, the structure of the MDPP is problematic with respect to I/T/Us participation.  The Indian health care system as a whole is chronically underfunded, at about 59% of need,[footnoteRef:6] and overburdened.  Our health programs often lack the resources and/or staffing to make needed reforms and upgrades, or to meet reporting and technology requirements.  Further, our health programs are frequently forced to prioritize limited funding, resulting in a lack of resources for preventive care and other measures that would be expected to improve outcomes and maximize efficiency, but that require an up-front investment.   [6:  NATIONAL TRIBAL BUDGET FORMULATION WORKGROUP’S RECOMMENDATION ON THE INDIAN HEALTH SERVICE FISCAL YEAR 2017 BUDGET, 8 (2015).] 




MDPP Beneficiary Eligibility



[bookmark: _Hlk492543161]CMS proposes that if a beneficiary develops diabetes while participating in the MDPP program, the diabetes diagnosis would not prevent the beneficiary from continuing to receive MDPP services.  NPAIHB and CRIHB are pleased that CMS will not prevent beneficiaries who develop diabetes from receiving the MDPP services.  However, NPAIHB, CRIHB, and our tribal members believe that the program should not be limited to individuals with pre-diabetes. Medicare beneficiaries who have already been diagnosed with diabetes need assistance and support as well. We recommend that Medicare beneficiaries with type II diabetes be included as eligible beneficiaries. NPAIHB and CRIHB recommend that CMS collaborate with SDPI and recipients to ensure there is alignment, collaboration, and consistency with program eligibility.  

CMS is proposing that MDPP beneficiaries must attend 3 sessions and maintain a 5% weight loss at least once in the previous ongoing maintenance session to be eligible for additional intervals.  NPAIHB and CRIHB and our member tribes are adamantly against the 5% weight loss goal.  The 5% weight loss program participation requirement is a culturally insensitive measurement for AI/ANs. Weight loss alone does not adequately reflect the overall progress a participant is making toward lasting lifestyle changes and the prevention of diabetes.  We recommend separate categories for weight loss goals for men and women. Along with the sedentary lifestyle and metabolism barriers, Native women struggle with weight loss more than Native men because of hormonal body changes and gradual lean muscle loss that come with age. We recommend that CMS also take into consideration medical conditions (ex. Thyroid cancer) of Medicare beneficiaries that could further limit the possibility to meet the 5% weight loss goal. These are factors that can put further restrictions on the types of Medicare beneficiary participants. NPAIHB and CRIHB would like to reiterate our recommendation that Tribal Health Programs be granted the flexibility to determine their own diabetes prevention measures of success.  



MDPP Supplier Enrollment



Participation in the MDPP requires supplier certification by the CDC. CMS must recognize that Tribes do not have the infrastructure and capability to implement and monitor the MDPP without additional funding to support the operational and logistical components needed to participate. This program is labor intensive and requires a number of individuals to be key leaders as well as educators and alternates that are needed to increase support and beneficiary participation. CMS proposes to require suppliers to revalidate their supplier enrollment every three years or five years in order to diminish the administrative and reporting burden for Tribal Health Programs.  NPAIHB and CRIHB recommend revalidation of supplier enrollment every five years. NPAIHB and CRIHB would like to restate that the requirement for SDPI Diabetes Prevention (SDPI DP programs be recognized by the Centers for Disease Control and Prevention (CDC) to provide diabetes prevention (DPP) services in order to be eligible to apply for enrollment as a Medicare supplier is an unnecessary requirement.  Tribal health care providers are the experts of the needs of their tribal members and should be recognized as a sovereign nation to utilize their expertise and evidence-based methods in a culturally-relevant environment, which have been developed in tribal communities to decrease the incidence of Type II diabetes diagnosis. A majority of Tribal Health Programs are unaware of the process, the criteria, and the period of time it takes programs to become CDC-recognized.  

NPAIHB, CRIHB, and our member tribes believe that the MDPP participation requirements are significant barriers for Tribal Health Programs to pursue accreditation in the MDPP, especially small community health centers in Indian Country. The program, in its current form, deters tribal health program participation and will not benefit Tribal Health Programs. NPAIHB and CRIHB propose the creation of another path to grandfather SDPI program recognition using the SDPI measurement and reporting criteria through a CDC pilot project or CMS pilot project. NPAIHB and CRIHB recommend that CMS work with IHS and tribes through meaningful tribal consultation to incorporate SDPI and tribal participation in the MDPP. Additionally, NPAIHB and CRIHB would like to restate our recommendation for CMS and CDC to conduct an outreach and education initiative for SDPI and Tribal health care programs to become CDC-recognized Diabetes Prevention Program organizations in order to enroll in the MDPP beginning on April 1, 2018.  

CMS is proposing that MDPP lifestyle coaches obtain a national provider identifier (NPI) number to ensure that CMS integrity requirements are met and are seeking comment on possible enrollment in the Medicare program. NPAIHB and CRIHB support the proposal for MDPP lifestyle coaches to obtain an NPI number. The majority of SDPI programs are already designated as Medicare providers and will only have to obtain an NPI number for their lifestyle coaches.  NPAIHB and CRIHB request that more trainings be available to become lifestyle coaches, especially in remote areas.

CMS is proposing that an entity may be eligible to enroll in Medicare as an MDPP supplier if they have achieved CMS interim preliminary recognition or CDC preliminary recognition (when established), or full recognition status. The purpose of the CMS interim preliminary recognition is to allow organizations to enroll in Medicare and bridge the gap until CDC creates standards for a CDC preliminary recognition certification. The MDPP supplier must meet the interim preliminary recognition standards with a 12-month data submission to CDC. NPAIHB and CRIHB are concerned about the 12-month data submission to CDC because it is not applicable in our communities to collect the data when there is no support or funding within an already under-served health care community. The CDC recognition process can take up to two years to accomplish full CDC-recognition status. A majority of Tribal health care programs are unaware of the process, the criteria, and the period of time it takes programs to become CDC-recognized. For over ten years, AI/AN communities have been implementing the SDPI DP program and continue to achieve similar results as the National Institutes of Health DPP lifestyle intervention group.[footnoteRef:7]   The SDPI DP Toolkit was developed over five years ago to ensure that Tribes are able to implement a cost effective, highly successful, diabetes risk reduction and prevention program that works.  NPAIHB and CRIHB recommend that CMS conduct a pilot program for currently operating SDPI Diabetes Prevention programs to be certified as grandfathered in to provide services and receive reimbursement through the MDPP.   [7:   IHS SDPI Report to Congress 2011; IHS SDPI Report to Congress 2014.] 


IHS administers the SDPI grant as well as provides technical assistance to I/T/Us and coordinates program evaluation.  NPAIHB and CRIHB would like to reiterate that the request for I/T/U programs to not be required to coordinate with an additional federal agency, the CDC, regarding recognition. It is a burden for Tribal Health Programs to report and participate in three different federal agencies under the U.S. Department of Health and Human Services (HHS). This will prove to be a cumbersome and inefficient process. We request that CMS work with the SDPI programs and recipients to ensure there is alignment, consistency, and coordination of these programs to receive Medicare reimbursement for diabetes prevention services.  



Furthermore, while this proposed rule affects only the Medicare program, NPAIHB and CRIHB recommend implementation of a similar program for Medicaid. In the implementation of a Medicaid Diabetes Prevention Program model, NPAIHB and CRIHB would urge that a mechanism be developed to allow Federally Qualified Health Centers (FQHC) and IHS/Memorandum of Agreement (MOA) clinic providers to receive additional reimbursement outside of their all-inclusive rate when providing these preventive services.



MDPP Payment Structure



CMS has developed a payment structure which links payment for MDPP services to the number of MDPP sessions attended and the achievement and maintenance of minimum weight loss. CMS is proposing higher reimbursement rates to suppliers for increased attendance and when beneficiaries achieve and maintain 5% weight loss. Additionally, CMS is proposing a performance payment per beneficiary without the 5% weight loss.  NPAIHB and CRIHB applaud CMS efforts to include a performance category without the 5% weight loss. However, the total performance payment per beneficiary without the 5% weight loss is $125 compared to $810 for a beneficiary who meets the 5% weight loss goal.  NPAIHB and CRIHB believe that the reimbursement for beneficiaries who do not meet the 5% weight loss is unacceptable and is not cost beneficial for Tribal Health Programs to participate. NPAIHB and CRIHB recommend increased performance payments per beneficiary who do not meet the 5% weight loss goal. We also recommend recognition of other health outcome measures for performance payment because weight loss does not provide an incentive, the goal should be to become a healthier Medicare beneficiary to prevent type II diabetes. There are various successful evidence-based methods that can be utilized in addition to attendance as performance measures such as reductions in blood sugar levels, lower BMI levels, and increased intake of healthy foods and physical activity. The MDPP must include various methods to achieve a healthier preventative lifestyle because one method will not be successful for the majority of eligible Medicare beneficiaries. 

The goal of diabetes prevention programs is to reduce the incidence of Type II diabetes, and reaching that goal is more complicated than merely implementing a weight loss program.  Lifestyle change is not a linear process and should not be reduced to one measurement.  The social and environmental conditions in which behavior change occurs can greatly affect one’s lifestyle change progress and often communities with the highest risk of chronic disease also have the most challenging social and environmental conditions. AI/ANs have the highest risk of Type II diabetes and many are also challenged by lack of quality medical care, lack of access to healthy food and lack of access to safe or adequate places for physical activity. Tribal health programs, especially SDPI, should be granted the flexibility to determine their own diabetes prevention measures of success. NPAIHB and CRIHB reiterate our recommendation to utilize measures that have been successful variables in the SDPI such as reductions in blood sugar levels, reduced hypertension risk, lower BMI levels, increased intake of healthy foods, increased rate of physical activity, or risk reduction factors should be used instead of weight loss. We also recommend that CMS include a mental health measurement as part of integrated care because behavioral health plays a significant role in changing lifestyle behaviors as well as achieving weight loss, especially in Indian Country where patients struggle with historical trauma in the community. 



CMS is proposing that when a beneficiary changes MDPP suppliers, CMS will provide a one-time bridge payment of $25 to an MDPP supplier for its first session to a beneficiary who has previously received MDPP services from a different supplier.  NPAIHB and CRIHB are supportive of the $25 bridge payment to an MDPP supplier when a beneficiary changes MDPP suppliers. 

CMS must take into account the unique position of Tribal and Urban Indian health care programs in the national health care system.  To that end, it is critical that CMS engage in a face-to-face consultation with Indian Tribes and Urban Indian health organizations in each IHS area, so that we can determine how the proposed payment system will function with respect to I/T/Us.  

Virtual DPP



CMS has considered including exclusively virtual service provision in the MDPP expanded model, however, the CDC DPP model test did not include virtual services. Therefore, CMS is proposing to allow MDPP suppliers to offer a limited number of virtual make-up sessions to beneficiaries who miss a session.  CDC has stated that there cannot be more than 1 virtual makeup session per week. NPAIHB and CRIHB applaud CMS efforts to include MDPP virtual make-up services through virtual service capabilities for reimbursement for Tribal health care programs with broadband capabilities.  Tribal health programs that serve patients in rural geographic regions could increase patient access to the Medicare preventive diabetes services if virtual access is expanded. A significant number of tribal members have to travel hours to access health care services. There are times that tribal health care providers will travel to gatherings on the weekend to provide makeup sessions for participants to attend. Many tribes which are located in rural areas are also plagued by high unemployment, extreme poverty, and disparate health outcomes. The rural locality is a cause of the difficulty with IT infrastructure, in that even the most basic technological needs like access to running water or electricity can be hard to come by. NPAIHB and CRIHB request that CMS provide related funding opportunities to address rural internet access and information technology infrastructure, which are often barriers for rural tribal health care organizations interested in providing virtual services.



MDPP Incentives



CMS proposes that an MDPP supplier may provide in-kind patient engagement incentives to a MDPP beneficiary to assist the supplier in furnishing high quality services and engagement. CMS is proposing certain conditions on the incentives to ensure that the purpose of achieving the MDPP expanded model goal of engaging beneficiaries in making sustainable, healthy behavior changes to reduce their risk of type II diabetes.  NPAIHB and CRIHB believe that the restrictions on incentives for participation should not be as limiting because incentives such as cooking classes and gym memberships, which may be more expensive than the monetary value outlined can be key incentives to adjust to a new lifestyle. Tribal health providers are the most knowledgeable about what techniques will work best for their patients as incentives to participate in the preventative service.



Tribal Consultation



NPAIHB and CRIHB appreciate the opportunity to submit comments on the Medicare Reimbursement Expansion of the Diabetes Prevention Program.  We note, however, that the public notice and comment period is not a substitute for Tribal consultation pursuant to the CMS Tribal Consultation Policy and Executive Order 13175.  The Federal government’s trust responsibility provides the legal justification and moral foundation for Indian specific health policymaking—with the objectives of enhancing their access to health care and overcoming the chronic health status disparities of this segment of the American population.  It is important to underscore that when Congress passed the Patient Protection and Affordable Care Act (ACA), Indian-specific provisions were included to honor the federal trust responsibility to provide health care to AI/ANs.



Under the CMS Tribal Consultation Policy, CMS is to consult with Tribes throughout all stages of the process when developing a proposed regulation that would impose substantial compliance costs on Indian Tribes.[footnoteRef:8]  Moreover, CMS shall: [8:  Centers for Medicare & Medicaid Services, Tribal Consultation Policy § 5.7 (Dec. 10, 2015).] 




· Encourage Indian Tribes to develop their own policies to achieve program objectives; 

· Where possible, defer to Indian Tribes to establish standards; and, 

· In determining whether to establish federal standards, consult with Tribal officials as to the need for federal standards and any alternatives that would limit the scope of federal standards or otherwise preserve the prerogatives and authority of Indian Tribes.[footnoteRef:9]  [9:  Id. at § 5.6.] 




Indian health care programs are unique.  Tribal health programs implement the United States’ trust responsibility to provide health care services to AI/ANs.[footnoteRef:10]  The IHS is the primary federal agency tasked with carrying out this responsibility; however, the federal trust responsibility extends to every branch of the federal government and to every Executive Department and agency, including CMS.  CMS must not abdicate its trust responsibility by failing to account for the unique needs of the Indian Health system as it finalizes and implements this rule.  The trust responsibility requires that the federal government assist I/T/Us in meeting the highest standards for efficiency and quality of patient care.   [10:  See, e.g., 25 U.S.C. § 1601 (“Federal health services to maintain and improve the health of the Indians are consonant with and required by the Federal Government’s historical and unique legal relationship with, and resulting responsibility to, the American Indian people.”); The White House, Memorandum for Heads of Executive Departments and Agencies re: Tribal Consultation (Nov. 5, 2009), https://www.whitehouse.gov/the-press-office/memorandum-Tribal-consultation-signed-president. ] 




The federal government’s trust responsibility requires it to take affirmative steps to improve the health status of AI/ANs.  AI/AN communities are significantly different and AI/AN Medicare beneficiaries experience additional hardships that CMS must take into consideration in order to ensure that AI/AN communities can participate in the MDPP.  NPAIHB and CRIHB urge CMS to engage in Tribal consultation with the Indian Health Care system, including I/T/Us, prior to publication of a final rule in addition to consideration of these comments.  



Conclusion



NPAIHB and CRIHB hope that CMS, in the spirit of its partnership and shared interest in improving AI/AN access to its resources and services, will work with I/T/Us to advance access to quality health care prevention services through community-based the Indian health care programs, especially the SDPI grantees.  We thank you for this opportunity to provide our comments and recommendations and look forward to further engagement with CMS on this important proposed rule. 



If you have any questions about the information discussed above, please contact Laura Platero, NPAIHB Government Affairs/Policy Director at (503) 407-4082 or by email to lplatero@npaihb.org, or Sunny Stevenson, CRIHB Health Policy Analyst at (916) 929-9761 or sstevenson@crihb.org.





Sincerely,
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Joe Finkbonner, PPh, MHA

Executive Director

Northwest Portland Area Indian Health Board (NPAIHB)
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Mark LeBeau, PhD

Chief Executive Officer

California Rural Indian Health Board (CRIHB)
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SENT VIA ELECTRONIC TRANSMISSION: consultation@ihs.gov 

 



August 30, 2017



RADM Michael D. Weahkee

Acting Director

Indian Health Service

5600 Fishers Lane

Mail Stop: 08E86

Rockville, MD 20857



Dear Acting Director Weahkee,



On behalf of Northwest Portland Area Indian Health Board (NPAIHB), I write to submit comments on the improvements and modernization of the Resource and Patient Management System (RPMS) Electronic Health Record (EHR), issued in a Dear Tribal Leader Letter on June 26, 2017.  The NPAIHB is a Public Law 93-638 Tribal organization that advocates on health care issues for the forty-three federally-recognized Tribes in the states of Idaho, Oregon, and Washington.[footnoteRef:1]  NPAIHB fully supports the modernization and improvement of the RPMS EHR system.  NPAIHB requests that IHS conduct Area consultations prior to the final decision of whether to modernize the current RPMS EHR or move to a new EHR system.  Additionally, we request that IHS provide an ample transition period, training, and technical assistance to tribes once IHS comes to a decision on whether to improve RPMS or contract with a new EHR system.  [1:  A “tribal organization” is recognized under the Indian Self-Determination Education Assistance Act (P.L. 93-638; 25 U.S.C. § 450b(1)) as follows:  “[T]he recognized governing body of any Indian tribe; any legally established organization of Indians which is controlled, sanctioned, or chartered by such governing body or which is democratically elected by the adult members of the Indian community to be served by such organization and which includes the maximum participation of Indians in all phases of its activities.”
] 




Background



Since 1984, the IHS has relied on RPMS as the health information solution.  The RPMS is a government-developed health information system comprised of over 80 integrated software applications.  The RPMS EHR system is the foundation of the Indian health information technology support system.  The RPMS hardware, software, network, and database allows both large and small health facilities to work independently as well as within the larger network of the Indian Health system.



The VA has announced plans to modernize their EHR, the Veterans Information System and Technical Architecture (VistA).  The IHS has made significant advancements in health information technology (IT) because of the partnership with the U.S. Department of Veterans Affairs (VA).  RPMS has a similar infrastructure and clinical applications to VistA.  Over time however, the RPMS has evolved, adding many improvements, functions, and interface capabilities.  NPAIHB recommends that the RPMS improvements or the new EHR system must revolve around the benefits to patient care by improving the involvement and utilization of providers in the health IT system.



There is not enough robust timely health IT support from IHS to each tribal health clinic.  When needed changes are identified, too much time passes before they are delivered to the user.  There is more of a need for a comprehensive configurable system to be pushed out nationally versus done at each site.  Many small health facilities in Indian Country do not have the capacity to fully optimize the existing RPMS EHR and would benefit from a system that has the capability to share more components such as drug files containing all available drugs or customized menus that user use to place orders.  

The IHS RPMS EHR system is currently compliant with the 2014 EHR Edition and the EHR system has been certified in accordance with the applicable certification criteria adopted by the Secretary of Health and Human Services.  Clinical quality measures and reporting have been areas where we have struggled in aligning with the new value-based requirements.  NPAIHB recommends that IHS participate in the forefront of the policy development process for other agencies in the creation of reporting requirements for reimbursement purposes.

Training and Technical Support

IHS must take into consideration that workforce training is a huge problem.  NPAIHB recommends that there needs to be a boot camp style training in a classroom environment and then one on one support when you run into a problem back at home using a screen share.  Training does not occur often enough, for example the basic training may not be offered for up to six months.  The electronic learning courses fill up too quickly compared to the in-person classroom style trainings.  Additionally, the training manuals and procedures need to be updated.

A lot of things are customizable and in order to optimize it you need to customize it, but it requires someone who has been through training and the time to work with providers.  In a larger clinic, you generally have a full-time person who has been through training. However, the small clinics only have a part-time person who has not received as much training and experience with the system.  Therefore, NPAIHB requests additional training and technical support, especially for smaller tribal health clinics. 

User-friendly EHR System



It is crucial that IHS make the RPMS EHR more user-friendly. The usability enhancements have been pushed aside because all resources were focused on ONC certification of the EHR to allow participation in Meaningful Use (now the Merit-based incentive payment system (MIPS)), patient safety, or regulatory requirements.  The EHR should include a friendlier format for health care providers to highlight certain patient information and reporting for data collection purposes.  It is challenging to identify and stay current with all the most up-to-date patches and other updates to the software system.  Therefore, NPAIHB recommends that IHS utilize a more user-friendly format to identify to providers if the software system needs to be updated.  NPAIHB recommends that the RPMS system include a preventative care section for providers to report on. It is a barrier for providers to enter in patient group education and documentation for preventative care.

Interoperability with local hospitals and/or health care systems



Interoperability is a problem especially with patients who are referred out in a different system. When two different health care systems are not able to communicate to one another then the patient’s medical history is incomplete, which leaves a gap in care coordination.  NPAIHB recommends that IHS make operability more of a focus in the modernization of the RPMS or a new EHR system, so that the system is more streamlined and aligned with other EHR systems. 



Responsiveness



There is a responsiveness issue with software problems.  When the issue is identified, there is too much time between the report of the problem to when the users obtain the information on a work around or a fix is delivered.  NPAIHB recommends that the technical support be more timely available for responsiveness to software issues. 



Billing



The billing package for RPMS is a barrier because it is not robust enough to handle sites that see non-tribal members. This is a significant issue because tribal providers are the ones providing health care services in these rural areas, therefore this barrier impacts the tribal health system. 



Medication Management



NPAIHB recommends that the RPMS EHR system should allow providers to be able to see the brand name and generic name of medications.  Additionally, there is a need for better maneuvering of the medications that providers are able to view and interact with.



Conclusion



NPAIHB hopes that IHS, in the spirit of its partnership and shared interest in improving AI/AN health care will work with I/T/Us to modernize the RPMS.  We thank you for this opportunity to provide our comments and recommendations and look forward to further engagement with IHS on this important decision to improve the EHR system for Indian Country. 



If you have any questions about the information discussed above, please contact Laura Platero, Government Affairs/Policy Director at (503) 407-4082 or by email to lplatero@npaihb.org. 



Sincerely,







Andy Joseph, Jr.

NPAIHB Chair

Colville Tribal Council Member
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Submitted via: http://www.regulations.gov  
 


June 13, 2017 
 
 
The Honorable Seema Verma 
Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1677-P 
P.O. Box 8011 
Baltimore, MD. 21244-1850 
 
RE:  Medicare Program: Hospital Inpatient Prospective Payment System for Acute Care 
Hospitals and Long Term Care Hospital Prospective Payment System and Proposed Policy 
Changes and Fiscal Year 2018 Rates; Provider Based Status of Indian Health Service and 
Tribal Facilities and Organizations, etc. Proposed Rule (CMS-1677-P) Comment 
 
Dear Administrator Verma: 
 
On behalf of the Centers for Medicare and Medicaid Services (CMS) Tribal Technical Advisory 
Group (TTAG), I write to submit comments on the proposed rule with comment period, published 
in the Federal Register on April 28, 2017, titled “Hospital Inpatient Prospective Payment Systems 
for Acute Care Hospitals and the Long-Term Care Hospital Prospective Payment System and 
Proposed Policy Changes and Fiscal Year 2018 Rates; Quality Reporting Requirements for Specific 
Providers; Medicare and Medicaid Electronic Health Record (EHR) Incentive Program 
Requirements for Eligible Hospitals, Critical Access Hospitals, and Eligible Professionals; 
Provider-Based Status of Indian Health Service and Tribal Facilities and Organizations; Costs 
Reporting and Provider Requirements; Agreement Termination Notices,” (CMS-1677-P) 
(hereinafter Proposed Rule). 


 
The TTAG advises CMS on Indian health policy issues involving Medicare, Medicaid, the 
Children’s Health Insurance Program, and any other health care programs funded (in whole or part) 
by CMS. In particular, TTAG focuses on providing policy advice to CMS regarding improving the 
availability of health care services to American Indians and Alaska Natives (AI/ANs) under these 
federal health care programs, including through providers operating under the health programs of 
the Indian Health Service (IHS), Tribes, Tribal organizations, and Urban Indian organizations 
(I/T/Us or Indian health care providers).  We appreciate the opportunity to submit these comments. 
 
 


I. Provider-Based Status for Indian Health Service and Tribal Facilities and 
Organizations  



http://www.regulations.gov/
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CMS is proposing favorable changes to the provider-based status for Indian Health Service (IHS) 
and Tribal facilities.  The Medicare criteria to be a provider-based facility allows a healthcare entity 
to be eligible to receive additional Medicare payments for services furnished at the provider-based 
facility, as well as increased beneficiary coinsurance liability for Medicare beneficiaries. 
 
TTAG appreciates the efforts of CMS to clarify the provider based status of Indian Health Service 
and Tribal facilities under 42 CFR § 413.65(m).   In both the initial regulation finalized in 2000 (68 
FR 18507) as well in this proposed rule, CMS has recognized the special and legally recognized 
relationship between Indian Tribes and the United States Government, the integrated system of care 
with its foundation in IHS hospitals, and the distinction from private, non-Federal facilities and 
organizations that serve the general public.   Appropriately, CMS developed the provisions of 42 
CFR § 413.65(m) under which facilities and organizations operated by the IHS or Tribes meeting 
the certain criteria would be considered to be “departments of hospitals operated by the IHS or 
Tribes,” and thereby grandfathered from application of the provider-based rules.   


 
Revisions in the Proposed Rule  
 
 The proposed rule makes two specific revisions to 42 CFR § 413.65(m).   The first is to remove 
the date limitation in § 413.65(m) that restricted the grandfathering provision to IHS or Tribal 
facilities and organizations furnishing services on or before April 7, 2000.   The TTAG agrees with 
removal of the date limitation.   The second change in the proposed rule is a technical change to 
the billing reference in § 413.65(m) by replacing “were billed” with “are billed using the CCN of 
the main provider and with the consent of the main provider.”   The intention described in the 
proposed rule is to make the regulation text more consistent with requirements to comply with all 
applicable Medicare conditions of participation that apply to the main provider.   The TTAG also 
supports this proposed change.    
 
Further Clarification Recommended in 42 CFR § 413.65(m) 
 
The TTAG recommends specific additional language to further clarify § 413.65(m).   In order to 
qualify to be grandfathered from application of the provider-based rules, an IHS or Tribal facility 
must meet one of the conditions in § 413.65(m)(1) through (3).   These require that facilities and 
organizations operated by the Indian Health Service or Tribes must either be: 
 


(1) Owned and operated by the Indian Health Service; 
(2) Owned by the Tribe but leased from the Tribe by the IHS under the Indian Self-
Determination Act (Pub. L. 93-638) in accordance with applicable regulations and 
policies of the Indian Health Service in consultation with Tribes: or 
(3) Owned by the Indian Health Service but leased and operated by the Tribe under 
the Indian Self-Determination Act (Pub. L. 93-638) in accordance with applicable 
regulations and policies of the Indian Health Service in consultation with Tribes. 
 


The system of hospitals and outpatient facilities is unique to the Indian Health system, and 
in 1955 became the responsibility of the Indian Health Service.   This system was operated 
exclusively by the federal government until passage of the Indian Self-Determination Act 
(ISDA) in 1975 (P.L. 93-638).   Congress declared its commitment to the relationship with, 
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and responsibility to, Indian Tribes through “… the establishment of a meaningful Indian 
self-determination policy which will permit an orderly transition from the Federal 
domination of programs for, and services to, Indians to effective and meaningful 
participation by the Indian people in the planning, conduct, and administration of those 
programs and services.”  (25 U.S.C. § 450a(b))   With the ISDA, it became the expressed 
policy of the federal government to support Tribal self-determination.   
 
The ISDA, both authorized and mandated the IHS to transfer operation of programs and 
services to Tribes and Tribal Organizations pursuant to certain requirements and Tribal 
request.   Over time, the ISDA has been amended by Congress resulting in two mechanisms 
to transfer programs and services to Tribal operation:   a self-determination contract, or a 
self-governance compact.   These agreements are not federal procurement contracts, but are 
unique to the ISDA.   The number of Tribes and Tribal Organizations assuming programs 
and services from the IHS has steadily grown, and currently approximately one-half of the 
IHS appropriation is Tribally administered under the ISDA.     
 
One principle of the ISDA is that the amount of funds provided to a Tribe/Tribal 
Organization entering a contract or compact shall not be less than the “Secretary would have 
otherwise provided for the operation of the programs or portions thereof for the period 
covered by the contract, without regard to any organizational level” within the Department 
of Health and Human Services.  (25 U.S.C.  § 450j-1(a)(1))   Because the provider-based 
regulations of CMS determine how Tribal facilities may bill for health services, such status 
affects the amounts available for operation of the programs that are transferred under a 
contract or compact.   It is clear in the ISDA that Congressional intent was that the same 
resources available to IHS be also available to Tribes to operate the same programs and 
services.    
 
The TTAG strongly recommends that the conditions listed in 42 § 413.65(m)(1) through (3) 
be revised to add an additional condition to include facilities owned and operated by a Tribe 
or Tribal Organization pursuant to a contract or compact under the Indian Self-
Determination Act.    
 
By adding this condition to those listed in § 413.65(m), CMS would ensure that the same 
provider-based rules that were applied with IHS operation of the program are continued 
uninterrupted once transferred to Tribal operation.    
 
 
II. Medicare Part A Payment Reforms 


The proposed rule would make certain changes to Medicare Part A payment reforms, including the 
Hospital Value-based Purchasing Program and the Hospital Inpatient Quality Reporting Program, 
among others. 
 
Hospital Readmissions Reduction Program 
 
Under the program, payments for discharges from an “applicable hospital” under Section 1886(d) 
of the Social Security Act are reduced to account for excess levels of hospital readmissions based 
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on a hospital’s risk adjusted readmission rate during a 3-year period for certain medical conditions.  
The proposed period for calculating the FY 2018 readmissions rate is the 3-year period of July 1, 
2013 through June 30, 2016.  TTAG believes that the 3-year time period is too long.  Hospitals 
need to use the Hospital Readmission Reduction Rates as data to improve readmissions for their 
hospitals. A 3-year period makes it difficult to work on performance improvement if the data is 
not reflective of a current period. For example, hospitalist and physician turnover is likely during 
this period making it hard for a hospital to nail down the root cause of the issue. TTAG recommends 
that a one-year period will be better utilized data to a health care system. They can use this data 
annually and work to implement real change for their hospital.  
 
Hospital Value-Based Purchasing (VBP) Program 
 
CMS has proposed removing the Patient Safety for Selected Indicators measures 90 (PSI 90) 
beginning in FY 201Value-Based Purchasing PSI-90 measures for the FY 2019 period due to the 
difficulty of calculating performance scores with ICD-10 upgrades.  TTAG supports the removal 
of the PSI-90 measure.  PSI-90 measure is a claims-based calculation.  We also encourage the 
review of the PSI-90 measure as a whole. The data does not provide Tribal hospitals usable data 
to improve performance.  The PSI-90 report has a difficult formula that adjusts itself regardless of 
measure outcomes.  The overall goal for hospitals is to have a score as close to 0 and as far away 
from 1 as possible.  However, a hospital may have no outcomes and have a score close to 1.  
 
Hospital-Acquired Condition (HAC) Reduction 
 
Subsection (d) hospitals under the Social Security Act are required to report data on certain 
measures in a given fiscal year to receive the full annual percentage increase that would otherwise 
apply to the standardized amount applicable to discharges occurring in that period. CMS is 
proposing to refine two previously adopted measures regarding the assessment of ischemic stroke 
severity and patient communications on pain levels during a hospital stay.  Although a shorter time 
period of 1 year is recommended, a 2-year time period is supported. Shortening the time period 
for this type of data gives hospitals information to make sustainable solutions from.  
 
Extraordinary Circumstances Exception (ECE) Policy 
 
The proposed rule would update the Extraordinary Circumstances Exception (ECE) policy to 
streamline the processing of ECE requests under the hospital-acquired condition (HAC) Reduction 
Program, Hospital inpatient quality reporting (IQR) Program, Hospital Readmissions Reduction 
Program, as well as other quality reporting and value-based purchasing programs. ECE requests 
allow a program to be exempted from program reporting requirements due to an extraordinary 
circumstance not within a provider’s control.  Currently, there is no ECE policy for IHS or 
Tribally-operated programs, although tribal programs have requested an exception from CMS 
in previous fiscal years.  TTAG would like to request an ECE specifially for IHS and tribal 
healthcare programs. 
 
III. Low-Volume Hospital Payment Adjustment 


The proposed rule includes changes to the low-volume hospital payment adjustment for IHS and 
Tribal hospitals in regards to the calculation of the mileage criterion, which requires that a 
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qualifying low-volume hospital be located at least 25 miles from the nearest subsection (d) hospital.  
For hospitals to qualify, they must be more than 25 road miles away from another hospital and have 
less than 200 discharges.  Conversely, CMS is proposing additional flexibility to IHS and Tribal 
hospitals and the populations they serve due to their unique nature.  For IHS or Tribal hospitals, 
proximity would be determined solely on proximity to other IHS and tribal hospitals.  The mileage 
for a non-IHS hospital whose sole disqualifier is in proximity to an IHS or tribal hospital would be 
determined based on the proximity to other non-IHS hospitals.  TTAG appreciates and supports 
the CMS recognition of the uniqueness of IHS and Tribal hospitals and support the proposal for 
increased flexibility.  


 
IV. Electronic Health Record (EHR) Incentive Programs 


CMS is proposing two changes related to electronic clinical quality measure (eCQM) certification 
requirements: (1) to require reporting from all eCQMs with EHR technology certification; and (2) 
to note that certified EHR technology does not need to be recertified each time it is updated to a 
more recent version of the eCQM specifications.   
 
Clinical Quality Measurement for Eligible Hospitals and Critical Access Hospitals (CAHs) 
Participating in the EHR Incentive Programs 
 
CMS is proposing to modify the CY 2017 electronic CQM reporting policies, but not for eligible 
hospitals (EHs) and Critical Access Hospitals (CAHs) reporting via attestation.  TTAG appreciates 
the attempt to align programs and reduce reporting burdens.  However, we feel that it also 
introduces an additional layer of complexity to have different reporting policies based on the 
method of reporting.  One way to avoid this would be to make the same modifications to all CQM 
reporting (attestation or electronic).    
 
Overall, for the Medicare and Medicaid EHR Incentive Programs, we also suggest aligning the 
CQM reporting period with the EHR Performance Measures reporting period to decrease 
complexity and confusion.  Currently, as proposed, the CQM reporting period in 2017 and 2018 
differs from the EHR Performance Measure reporting periods in most cases.   
 
TTAG feels there are a number of providers, particularly those who work in underserved and 
rural areas within the Indian healthcare system who are exempt from MIPS reporting, but are 
still participating in the Medicaid EHR Incentive Programs.  In these situations, CQM reporting 
periods that do not align with EHR Performance Measure reporting periods is very confusing. 
 
Clinical Quality Measure Reporting Form and Method for the Medicare EHR Incentive Program 
in 2018 
 
TTAG is in support of the proposal that an EHR certified for CQMs under the 2015 Edition 
certification criteria would not need to be recertified each time it is updated to a more recent 
version of the CQMs.   In addition, TTAG would like to request flexibility in the hardship 
exemption if unable to meet that timeframe in addition to/besides if a certified EHR technology 
(CEHRT) was decertified.  This will relieve some of the burden of meeting certification 
requirements and make it easier for vendors to deliver the most updated CQM versions. 
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Changes to the Medicare and Medicaid EHR Incentive Programs 
 
TTAG is in support of the proposal to modify the EHR reporting period in 2018 for new and 
returning participations to a 90 day period.  
 
Certification Requirements for 2018 
 
TTAG proposes giving the flexibility to use the 2014 Certification Edition, 2015 Certification 
Edition, or a combination of the two technologies in 2018 for the EHR Incentive Programs.   We 
appreciate the monitoring and tracking that has been done with ONC to assess adoption and 
implementation of advancing technology, but we do not feel that penalizing those who are 
struggling is the best way to encourage and facilitate further upgrades to the 2015 certified 
technology.  It seems beneficial to allow those with 2014 Edition technology to continue to report 
and move forward in 2018 instead of requiring them to sit out of the program until they are able to 
upgrade to 2015 Edition technology.  
 


V. Accreditation Reporting Requirements for Private Accrediting Organizations 


Depending on the type of facility, healthcare entities must demonstrate compliance with conditions 
of participation (CoPs), conditions for coverage (CfCs), or other conditions of certification to 
participate in Medicare and Medicaid programs. Healthcare facilities that qualify as “provider 
entities” under Section 1865 of the Social Security Act—i.e., a healthcare supplier, facility, clinic, 
agency, laboratory, or provider of services—may also demonstrate compliance with CMS standards 
through accreditation by a private, national accrediting organization (AO) approved by the 
Secretary of the Department of Health and Human Services.   
 
The proposed rule would require private AOs to post all final accreditation survey reports and 
acceptable CoPs for the most recent three years on their company website.  According to CMS, the 
proposal is intended to address concerns regarding disparities in accreditation reports, promote 
informed patient decision-making processes, and align the public disclosure requirements with 
those already in place for nursing homes, critical access hospitals (CAHs), and short-term acute 
care hospitals.  TTAG requests that CMS consult with IHS, Tribes, and Tribal organizations to 
create an exemption or modifications for IHS or Tribally-operated facility accreditation 
reporting standards. 
 
VI. Request for Information on CMS Flexibilities and Efficiencies 


The conditions that must be met for IHS and Tribal facilities to be considered grandfathered from 
the application of the provider-based rules are found in 42 CFR § 413.65(m), which are the subject 
of the proposed rule.   These conditions are not mirrored in the standard Medicare hospital 
conditions of participation (“COPs”) with which all hospitals generally must comply in order to 
retain their Medicare certification.   These COPs are set out in 42 C.F.R. Part 482 and are often 
referred to as “Part 482.”    
 
Generally, Part 482 requires integration of the ownership, management, staff and operations 
between the hospital and the clinic.  CMS’ recent position has been that IHS or Tribal facilities that 
wish to qualify for provider-based status and the hospitals with which they associate with must 
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comply with all portions of the Part 482 regulations.  But this interpretation renders the grandfather 
clause in the provider-based status regulations at 42 CFR § 413.65(m) meaningless for some 
facilities. It is also at odds with the purpose of the regulations. 
 
When CMS first initiated rulemaking on the provider-based regulations in 1998, the proposal did 
not include any special provisions concerning IHS or Tribal (I/T) facilities.  Rather, CMS suggested 
that all facilities or organizations claiming provider-based status would have to fulfill the same set 
of proposed provider-based COPs, designed to ensure that any entity seeking provider-based status 
was an “integral and subordinate part[] of the main provider.”1 
 
In response, IHS and numerous other parties requested an I/T exception to the provider-based 
COPs.2  Commenters pointed out that the requirements of integrated governance between the main 
and satellite facilities simply would not work in the case of “IHS facilities that are currently 
operated by Indian tribes under the auspices of Public Law 93–638” or the “[m]any tribes [that] 
have acquired operations of outpatient facilities and [were] in the process of acquiring the affiliated 
hospitals.”  IHS further argued that the provider-based COPs failed to account for “the statutory 
opportunities for self-determination by the Indian tribes,” and ultimately recommended that “the 
current [I/T] system be ‘grandfathered’ to meet the definition of provider-based entity.” 
 
CMS agreed with these commenters, and ultimately finalized the exception for I/T facilities at 42 
CFR § 413.65(m). 
 
This exception for I/T facilities makes sense. The entire purpose of the provider-based COPs is to 
require near-seamless integration between the ownership, management, staff, and operations of the 
main and provider-based facilities. But this cannot be achieved when IHS operates the main hospital 
and a Tribe, under a self-determination contract, operates a clinic, or vice versa. In these cases, the 
main hospital and the provider-based I/T clinic will have separate governance structures and staffs, 
and will not be able to demonstrate shared management.  Thus, in these situations, the clinic could 
never satisfy the provider-based COPs. To address this issue, CMS added the grandfather provisions 
at § 413.65(m) to allow I/T facilities to qualify for provider-based status.  To also require these 
exempted facilities to be closely integrated under the Part 482 regulations in order to qualify for 
provider-based status would be to effectively read § 413.65(m) completely out of the regulation. 
 
However, this apparent contradiction is avoided because outpatient clinics are only required to 
abide by the main hospital’s “applicable Medicare conditions of participation in 42 CFR part 482” 
in order to qualify for provider-based status.3  In this provision, CMS did not incorporate Part 482 
wholesale, or mandate that hospital outpatient departments comply with “all,” “each,” or “every” 
Part 482 requirement: rather, the agency recognized that there would be circumstances in which 
various provisions of Part 482 might not, for whatever reason, apply to an outpatient department, 


                                                 
1 1998 Proposed Rule at 47,588. CMS proposed additional requirements for facilities that were not on the same 
campus as the main provider, operated as a joint venture, sought provider-based status in relation to a hospital, or 
operated under management contracts. See generally 1998 Proposed Rule at 47,589-94 (codified as amended at 42 
C.F.R. § 413.65(e) – (h)). 
2 2000 Final Rule at 18,507. 
3 1998 Proposed Rule at 47,588 (currently codified as amended at 42 C.F.R. § 413.65(g)(8) (emphasis added)). 
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and so merely mandated that outpatient departments need only comply with the “applicable” 
provisions of Part 482. Given that CMS did incorporate the entirety of other regulatory provisions 
as part of the provider-based COPs without using any qualifying language,4 its decision to only 
incorporate “applicable” provisions of Part 482 must be seen as deliberate.5  In the context of I/T 
facilities, the Part 482 provisions that would inherently prevent an I/T facility from ever achieving 
provider-based status under the grandfather clause are not “applicable” to a grandfathered I/T.  


 
Similarly, because there is no parallel grandfather exemption in Part 482, we understand CMS has 
threatened to de-enroll IHS hospitals that are associated with Tribally-operated clinics because they 
cannot meet the management integration requirements.  Despite the fact that there is no similar 
grandfather clause in Part 482, it is clear that the provider-based exemption for I/T facilities would 
be meaningless if the associated hospitals did not retain their eligibility to participate in Medicare. 


 
When an agency interprets a regulatory provision in a manner that is inconsistent with the rest of 
the regulation, such an interpretation must be rejected.6   Accordingly, TTAG requests that CMS 
recognize that the I/T grandfather clause exempts qualifying facilities from compliance with the 
management integration requirements of both: (1) the provider-based rules; and, (2) Part 482.   
As long as the grandfather conditions at § 413.65(m) are met, then the I/T facility is by definition 
considered provider-based in relation to the main hospital, and the hospital may bill CMS for 
Medicare services without any effect on its Medicare certification. The applicable regulations do 
not make sense when interpreted in any other manner.  
 
Tribal Grandfather FQHC Status - Annual Cost Report Requirement 
 
One other issue and recommendation regarding CMS flexibilities and efficiencies relates to the 
implementation of “Grandfathered FQHC” status under Medicare for Tribal clinics.  TTAG 
recommends that Tribal Grandfathered FQHCs be excluded from the annual requirement for a 
separate facility cost report given that the cost report is not necessary to set the reimbursement 
rate.  Tribal Grandfathered FQHC’s are reimbursed under the IHS OMB rate based upon the IHS 
cost report.  Requiring a separate facility cost report is costly for the Tribe and duplicative for the 
Agency.   Rather, only costs that are not included in the calculation of the reimbursement rate such 
as influenza and pneumococcal vaccines or the costs of Graduate Medical Education need be 
reported annually on a facility basis.   
 
Tribal Grandfathered FQHC Status - Date Restriction 
 
TTAG requests that CMS eliminate the date restriction to qualify for Tribal grandfathered 
FQHC status for the same reasons CMS proposes to eliminate the date restriction for the Tribal 
provider-based status.  Eliminating the date restriction will ensure that --regardless when a Tribal 
program assumes operation of an IHS clinic that has been provider-based to an IHS hospital -- the 
                                                 
4 See, e.g. 42 C.F.R. §§ 413.65(e)(3)(v)(A)-(B) and (g)(1), (4). 
5 See, e.g., Keene Corp. v. United States, 508 U.S. 200, 208 (1993) (noting that “where Congress includes particular 
language in one section of a statute but omits it in another . . . , it is generally presumed that Congress acts 
intentionally and purposely in the disparate inclusion or exclusion”) (quoting Russello v. United States, 464 U.S. 16, 
23 (1983)). 
6 Thomas Jefferson Univ. v. Shalala, 512 US 504, 512 (1994). 







9 
 


clinic will be reimbursed at the same rate as when it was operated directly under IHS; that is, at the 
OMB rate for most services.  This will help ensure a successful transition to tribal operation, and 
help fulfill ISDA's promise that tribally compacted or contracted programs will receive no less 
federal financial support than if they had continued under direct IHS operation.  
 
VII. Conclusion 


TTAG hopes that CMS, in the spirit of its partnership and shared interest in improving AI/AN 
access to health care resources and services, will work with the Indian Health Service, Tribes, and 
Urban Indian health care providers to prevent harm to the Indian health care delivery system.   We 
request that CMS consult with IHS, Tribes, and urban Indian health care programs during the 
regulatory process.  We thank you for this opportunity to provide our comments and 
recommendations and look forward to further engagement with CMS.  Please contact Devin Delrow 
at ddelrow@TTAG.org or at (202) 507-4072 if there are any additional questions or comments on 
the issues addressed in these comments. 
 
 
Sincerely,  
 


 
 
W. Ron Allen 
Chairman, Tribal Technical Advisory Group 
 
Cc: Kitty Marx, Director, CMS Division of Tribal Affairs 
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