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Authority

The Advisory Committee on Interdisciplinary, Community-Based Linkages (ACICBL or
Committee) provides advice and recommendations on policy and program development to the
Secretary of Health and Human Services (Secretary) and the U.S. Congress concerning the
activities under Title VII, Part D, of the Public Health Service Act as authorized by section 757
(42 U.S.C. 294f). The Committee is governed by provisions of the Federal Advisory Committee
Act (FACA) of 1972 (5 U.S.C. Appendix 2), which sets forth standards for the formation and use
of advisory committees.

Each year, the Committee selects a topic concerning a major issue within the healthcare delivery
system that is relevant to the mission of the Health Resources and Services Administration’s
(HRSA) Bureau of Health Workforce (BHW) Title VII, Part D, Interdisciplinary Community-
Based Linkages programs. After the Committee analyzes the selected topic, it develops and
sends recommendations to the Secretary concerning policy and program development. In 2020,
the Committee examined ways to enhance healthcare access and quality while also minimizing
costs. Recommendations focus on payment reform, quality measurement, using social media as a
health education resource, using community resources to address social determinants of health,
and emergency preparedness and response. The Committee recommends expedited
implementation of these recommendations, which are relevant to addressing the current COVID-
19 pandemic. The Committee also emphasizes that the recommendations should continue to be
implemented after the pandemic as part of long-term emergency preparedness and improvement
in healthcare access, value, and quality.
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Executive Summary

The Committee’s recommendations focus on using innovative tools, strategies, and technology
for payment reform in order to address the most urgent current public health issues.
Recommendations aim to improve access to quality healthcare and increase health equity
through payment reform, educational support, emergency preparedness and response, as well as
addressing social determinants of health.

The Committee recommends educating the workforce in state-of-the-science approaches to
measuring healthcare quality, including cost metrics, person-centered measures, social
prescribing, population health, and risk models supported by electronic health records.
Understanding how to measure healthcare quality is essential for improvement at the individual
and population levels.

The Committee also recommends training the workforce to understand alternative payment
models and their impact on healthcare access, quality, and health outcomes. Data strongly
indicate that fee-for-service payment models do not support optimal healthcare delivery. As a
result, many Federal agencies and healthcare systems are working to implement alternative
payment models such as value-based reimbursement, bundled services, and coordinated care
organizations. While evidence supports implementation of alternative payment systems to reduce
costs and improve care quality, fee-for-service models, which are associated with higher costs
and reduced efficiency, continue to be a dominant model for healthcare payment. System
transformation requires a workforce that understands payment models, their impacts, and
strategies for payment reform.

Care quality improvement also requires that care providers and the public have a clear and
current understanding of evidence regarding healthcare issues, including prevention, treatment
options, and payment models. Much of the public, including healthcare providers, utilizes social
media to obtain the most currently available information about healthcare issues and options. The
quality of social media information and reporting varies widely. Evaluating evidence presented
through social media can be challenging. The Committee recommends supporting social media
public health education demonstration projects to provide credible, relevant, accessible
information to support informed decision making.

Social determinants are a major predictor of health outcomes. Community partners and resources
are a critical component of healthcare quality as well as cost reduction. Experiential training with
community partners is a critical component of addressing social determinants effectively and
efficiently.

Finally, effective and efficient response to public health emergencies is critical for public safety.
Healthcare providers play a critical role in effective emergency response. However, many
providers are not adequately prepared to respond to public health emergencies. Lack of
preparedness disproportionately affects vulnerable populations. The Committee recommends
support for more educational opportunities that prepare the health workforce to address public
health emergencies with a focus on health equity.

Improving healthcare quality while reducing costs requires understanding of quality
measurement, knowledge about payment models, and awareness of current information about
priority health issues, effective community partnerships, and preparedness to serve the most
vulnerable community members during public health emergencies. The Committee’s
recommendations are to offer and support workforce and training opportunities in these critical
areas.
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Recommendations

Recommendation 1. The ACICBL recommends that Title VII, Part D programs require grant
recipients to develop academic/practice partnerships to educate the workforce' on health
information technology, cost and quality metrics, person-centered measures, and social
prescribing strategies to provide high value-care.

Recommendation 2. The ACICBL recommends that Title VII Part D grant recipients educate
the healthcare workforce on alternative payment models, including value-based payment models,
and their impact on healthcare delivery systems and the health of communities.

Recommendation 3. The ACICBL recommends that Congress fund demonstration projects that
use social media to educate the healthcare workforce to improve health and healthcare delivery.

Recommendation 4. The ACICBL recommends that Title VII Part D grant recipients provide
didactic and experiential training experiences, conducted in collaboration with at least one
community partner, on how social determinants of health, including housing status, food
security, poverty, health literacy, and adverse childhood experiences, impact individual and
community health.

Recommendation 5. The ACICBL recommends that Title VII, Part D funding opportunity
announcements include a requirement to prepare the workforce to address emergency
preparedness, response, and recovery in the context of how social determinants of health impact
rural and underserved populations in healthcare emergencies

tFor the purposes of these recommendations, healthcare workforce includes patients, families,
caregivers, health professions students, residents, fellows, faculty, and practitioners.
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Relevance of Recommendations to COVID-19 Pandemic

The Committee emphasizes that it intends for all recommendations in its 19th report to be
implemented over the long-term, as care providers, policy makers, and members of the general
public address the current COVID-19 pandemic, and also after the pandemic has resolved. The
issues the Committee’s recommendations address were important priorities before the pandemic
emerged, currently continue to be critical, and will continue to require resolution regardless of
the status of the pandemic. In addition, these recommendations are intended to be part of an
effective strategy to address COVID-19.

The Committee’s recommendations have specific relevance to addressing the current COVID-19
pandemic. This highly contagious disease increases risk of severe illness and complications, such
as pneumonia and stroke. The World Health Organization (WHO) reports a mortality rate of 3.4
percent (WHO, 2020) for those who have contracted COVID-19.

Each infected person is estimated to pass the disease to two or three new people (Kelland, 2020).
Social risk factors may increase risk of infection and complications due to:

e Vulnerability associated with chronic health conditions such as diabetes mellitus,
hypertension, and asthma, which are more prevalent among people with socioeconomic
risk factors (Centers for Disease Control and Prevention, 2020)

e Inability to take time off from work that requires at least some exposure to other people
(Kinder, 2020)

e Low health literacy (Martin et al., 2005)

e History of trauma that may be associated with more risk-taking behaviors (Augsburger
& Elbert, 2017)

e Less access to healthcare (Gunja & Collins, 2019)

e Advanced age (Verity et al., 2020)

Research has found several current examples of public health issues arising from vulnerable
populations’ exposure to COVID-19. Bond (2020) reported that people who are homeless and
experiencing mild symptoms require hospital care to facilitate recovery and avoid placing others
at risk. Bates (2020) and Culhane et al. (2020) reported high rates of infection among people who
are in prisons. Cimini & Botts (2020) and Dickson (2020) reported disproportionate rates of
infection among people living in crowded housing. In addition, the economic impact of COVID-
19 includes more than one in five Americans being unemployed or working reduced hours.
Unemployment and underemployment place people at higher risk for housing instability, food
insecurity, social isolation, and all social determinants of health (Sullivan & Connelly, 2020;
Izcorski et al., 2020; Hub Staff Report, 2020).

Effective management of the pandemic requires that all members of a population have access to
affordable, effective care. It requires effective communication between patients and providers,
and between members of provider teams. The Committee’s current recommendations are
intended to support educating and training the health workforce in these areas of competence.
Implementation of our recommendation to teach the health workforce to learn to use electronic
health records data and emerging quality metrics that focus on population health will help the
workforce to utilize data to identify emerging public health crises and respond with evidence-
based preventive and mitigating strategies.

In summary, the recommendations put forth in this report will be used to educate the health
workforce about value-based payment models to transform the health system, improve individual
and population outcomes, and reduce costs. To accomplish this transformation, it will be
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necessary to prepare the workforce to address the social determinants of health, health equity,
health disparities, health literacy, and cultural competency. In addition, the health workforce,
including patients, families, and caregivers, needs essential training in emergency preparedness,
response, recovery, and mitigation to address the current pandemic and future public health
emergencies. To facilitate improved outcomes, the workforce, including patients, families and
caregivers, needs to have access to and learn ways to use social media effectively to build
workforce capacity and provide and receive high quality care during emergent and non-emergent
times.
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High Value Healthcare and Health Equity:
It Takes a Team

Background

Innovations in Healthcare Quality Measurement

Evaluating the degree to which healthcare is high-value requires metrics. Berwick’s (2008)
definition of the Triple Aim for healthcare quality (improving individual patients’ experiences,
improving population health, and reducing costs) has prompted researchers to develop several
metrics to assess these components and strategies for improving quality. The aggregation of data
within individual electronic health records (EHR) quantifies underlying population health trends.
It is essential for the healthcare workforce to be proficient in extracting these cost metrics,
utilizing health information technology (HIT), and applying patient-centric values in order to
develop effective tactics to meet population health needs, such as social prescribing.

Health Information Technology

Several types of HIT are available to increase access to care, improve care quality, and reduce
costs. These include mobile technologies, telehealth, and EHRs.

Mobile technologies and telehealth

Mobile technologies and telehealth support remote care, including triaging, consultation,
navigation, and treatment. Remote care overcomes barriers such as lack of transportation,
limitations in patients’ mobility, and risks of infection from diseases such as COVID-19 through
cross contamination (Smith et al., 2020; Lurie, 2018). Mobile technologies support remote
biometric monitoring, reducing length of hospital stays and the associated costs (Lurie, 2018).
These technologies can facilitate accessing EHRs and images from the bedside, facilitating
increased face-to-face interaction between clinicians and patients, and increasing patient
engagement (Lurie, 2018). Most smartphone owners use their phones to find health information
(Lurie, 2018). Wade, Eliott & Hiller (2014) found that clinician willingness is the main barrier to
using telehealth. Smith et al. (2020) recommend integrating telehealth into service delivery and
training clinicians to use telehealth resources as needed.

Electronic Health Record (EHR) measures

EHRs have been cited as a potential source of data that can be utilized to facilitate healthcare
delivery transformation. EHRs can store data on health and healthcare goals, provide clinicians
with alerts such as whether a patient is due for clinical preventive services or whether a
prescription being considered will interact dangerously with other medications the patient takes.
EHRs also can link to laboratory data, assessment tools, and information about best practices.

Research has shown EHR data can be used to support quality improvement efforts (Manca,
2015).

Canada Health Infoway (2013) conducted an environmental scan to assess benefits of EHRs in
community-based care. Results indicated that EHRs provide comprehensive data about patients
to all members of the care team, which facilitates improved clinical decision making. Results
also showed that EHRs were accurate records of prevalence and a valuable quality improvement
tool. In a study of 466 physicians serving 74,618 individual patients in Hudson Valley, NY, in
ambulatory care practices, Kern et al. (2012) found that EHR use was associated with higher
rates of recommended care, partly because of alerts that screenings were due. Wikstrom et al.
(2019) conducted a 5-year assessment of early Type 2 diabetes detection and use of EHRs to
address evidence-based treatment gaps among clinical practices in a region of Finland. Over a
period of 5 years, clinical care quality and practices to detect Type 2 diabetes improved. In a
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summary of research on benefits of EHR use, Manca (2015) reported that EHRs store legible,
structured information that has been demonstrated to support quality improvement. Silow-Carroll
et al. (2012) assessed the impact of building EHR systems in nine hospitals. Results showed that
EHR checklists, alerts, predictive tools, embedded clinical guidelines, electronic prescribing and
test ordering, and discrete data fields facilitated quality improvement. The authors cited EHR
performance dashboards and compliance reports as important quality improvement supports. The
authors also reported that effective EHR use requires intensive training.

EHRs originally were developed for billing purposes. Following passage of the 2009 Health
Information Technology for Economic and Clinical Health (HITECH) Act, EHRs are required to
meet Meaningful Use standards, illustrated in Figure 1. Meaningful Use includes support for
improved population health. One approach to accomplishing this goal is linking to other
databases to identify, analyze, and address social and environmental risk and protective factors
(Casey et al., 2016).

Precision medicine, supported by artificial intelligence and machine learning, is recognized as
one of the most powerful recent innovations in medical care. This approach leverages artificial
intelligence and machine learning to analyze individual- and population-level data to improve
care through approaches such as identifying reliable risk factors, using linear regression
modeling to predict events, and developing approaches to decision support that refer to models
of human decision processes. Precision medicine practice requires adequate EHR capacity and
practitioner competence in utilizing that capacity (Ahmed et al., 2020). With the development of
machine learning and artificial intelligence, health professionals will need to learn to incorporate
these systems into the EHR and to recognize how to utilize them.

Figure 1. Stages of Meaningful Use of Electronic Health Records.

Implementation of electronic health records
for electronic data capture and sharing.

STAGES OF
MEANINGFUL USE

HealthCatalyst.com (Retrieved June 25, 2020)

EHRSs have been used to support synthesizing data to inform clinical decision making, identify
patients at-risk for disease or adverse reaction, avoid duplicate testing, and avoid diagnostic and
prescribing errors (Payne, 2019). EHRs’ potential to support clinical care and public health
quality often is unrealized due to lack of system interoperability, regulatory challenges, and poor
quality data in social variable databases (Ehrenstein et al., 2019). Many commercial EHRs do not
have features that support these functions. EHR alerts and documentation requirements often
have proved burdensome to clinicians. With daily EHR notifications sometimes exceeding 100,
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alert fatigue can result in overlooking critical alerts and delaying care (Payne, 2019; Singh,
Spitmueller & Petersen, 2013). EHR navigation often is not intuitive; and data entry
requirements can require excessive time (Payne, 2019). In a survey of primary care physicians
serving the Veterans Administration, Singh, Spitzmueller & Petersen (2013) found that 86.9
percent of respondents found the number of daily alerts to be excessive. Implementing the
Committee’s recommendation to educate the workforce about using EHRs to measure care
quality will require emphasis on EHR tools’ potential for analytic support and on how to
overcome current challenges to realize potential benefits, as well as how to avoid unintended
burden of EHR use.

Cost metrics

Tinker (2018) reported that healthcare outcome measures primarily are defined and prioritized by
national organizations, including the Centers for Medicare & Medicaid Services (CMS), the Joint
Commission for Transforming Healthcare, and the National Association of Healthcare Quality.
Health systems target outcome measures based on Federal and State Government mandates,
accreditation requirements, and financial incentives. Cost efficiency is a core indicator of care
quality. As of 2018, CMS’s star ratings were based on seven metrics, one of which, efficient use
of medical imaging, is a cost metric.

The National Commission on Physician Payment Reform recommends phasing out fee-for-
service models so that “evaluation and management are valued as highly as procedures”
(Schroeder & Frist, 2013). The Commission recommends 12 strategies for payment reform,
which include focusing on opportunities for cost savings while safeguarding access to high-
quality care (Gamble, 2013). The American Hospital Association Committee on Performance
Improvement (2011) identified 19 metrics of hospitals’ progress toward value-based care. These
included four metrics to support a strategy of “improving efficiency through productivity and
financial management.”

Person-centered measures

Patient-centered measures assess individual patients’ and caregivers’ experiences. The Institute
of Medicine’s (IOM) groundbreaking report Crossing the Quality Chasm: A New Health System
for the 21*" Century identified patient experience as a critical aspect of care quality. Figure 2
illustrates patient-centered care principles.
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Figure 2. Patient-centered care principles.
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NEJM Catalyst (catalyst.nejm.org) ® Massachusetts Medical Society

The Agency for Healthcare Research and Quality (AHRQ) administers the Consumer
Assessment of Healthcare Providers and Systems (CAHPS), a standardized, national survey on
patients’ experiences with the healthcare system. In its brief on CAHPS, AHRQ notes that
patient-centered care is “well-established as a critical facet of healthcare quality, valued both for
its own sake and as a key contributor to other aspects of quality” (AHRQ, 2020). The IOM,
drawing on seminal works such as Gerteis (1993), defines six key components of patient-
centered care: 1) expresses respect for patients’ values, preferences, and expressed needs, 2) is
coordinated and integrated, 3) provides information, communication, and education, 4) ensures
physical comfort, 5) provides emotional support, and 6) involves family and friends. Care that
supports these components of positive patient experiences facilitates shared decision-making and
increases the likelihood of patients adhering to clinical recommendations (Tzelepis et al., 2015)
and patient retention rates (Boehm & Petty, 2016). CMS uses CAHPS results to inform
determination of payment incentives. In part due to this link to incentives, patient experience has
become a high priority for healthcare systems. Results of a survey of 113 healthcare system
executives charged with transforming patients’ and care providers’ experiences, and in-depth
interviews with 30 of these survey respondents showed that many organizations give the same
priority to “humanized care delivery” that they do to patient safety. One participant stated, “Only
by driving meaningful human-to-human connections across the entire continuum of care will
healthcare systems succeed in long-term differentiation, loyalty, and growth” (Boehm and Petty,
2016, p. 5). Standardized measures, such as CAHPS and others are necessary for care quality
improvement efforts.

Combining and balancing person-centered measures with cost metrics is a current priority in the
field of healthcare quality measurement. Tseng and Hicks (2016) acknowledge the tension
between focus on cost reduction, which is a payer priority, and defining quality in terms of
patient experiences and evaluation. The authors advocate aligning value-based and patient-based
definitions of quality by using patient-reported outcomes in all value determinations and clinical

Page 14



trials, and integrating patient preferences into clinical decisions and guidelines. The authors cite
accountable care organizations (ACO) and quality-based payment incentives as facilitators of
integrating person-centered measures into definitions of quality. Sherman, Parry, and Hanson
(2011) used a series of case studies to inform development of a framework of patient-centered
medical home (PCMH) metrics. The authors found that understanding the connection between
positive patient experience with healthcare systems and productivity is linked to employers’
offering benefits that include PCMHs, which are linked to high patient and provider satisfaction
and lower costs. The authors cite data indicating that organizations that prioritize health benefits
as a business strategy are more successful than organizations that place a low priority on health
benefits. The authors note the critical need for metrics to assess the value employers place on
supporting PCMHs.

Social Prescribing Strategies

Social prescribing is the term for clinicians’ linking patients to community supports that can
positively affect lifestyle and social influences on health through non-clinical strategies (Gallant,
2019). Social prescribing is an emerging strategy to reduce demands on primary care and
healthcare costs (Polley et al., 2017). In a presentation on the importance of the social
determinants of health, Berwick (2020b) stated that payment systems should acknowledge that
social supports are as medically relevant as medication. A recent study by UnitedHealthcare
(Brenner, 2020) showed that a Housing First intervention for homeless patients with complex
medical problems resulted in improved health, reduced emergency service utilization, and lower
healthcare costs. In an evaluation of Gloucestershire Clinical Commissioning Group’s Social
Prescribing Service, Kimberlee (2016) found that social prescribing results in significant
improvements in mental health and returning to work, decreased suicidal intentions, and
decreased emergency service use. Duval and Evans (2019) implemented an intervention in three
rural clinics to assess how health systems can address social determinants of health. Needs
assessment results showed that one in five patients reported needing social resources, such as
transportation or food, within the past year. Preliminary results indicate that social prescribing
can help patients meet critical non-clinical needs that are linked to their health. Social
prescribing is popular with both patients and care providers (Polley et al., 2018; Carnes et al.,
2017). Major research is in progress to assess potential benefits among general practice patients
in England (Pescheny, Pappas, & Rankawa, 2018) and for economically disadvantaged patients
managing Type 2 diabetes (Moffatt et al., 2018).

Gottlieb and Alderwick (2019) caution that linking social risk data with health data can reduce
care quality and access in some cases. The authors cite CMS’s recommendation that States make
employment a requirement for Medicaid eligibility as a potential disincentive for enrollment, and
the inclusion of social determinants of health in risk prediction models as a potential facilitator of
biased care. The authors advise requiring that any initiative to use lifestyle and social data
explicitly target equity.

Continuous care quality improvement is a necessary component of practice. Using current
technology and metrics to assess improvement, and understanding emerging strategies to
improve care quality are essential skills for the health workforce. These skills are critical for
improving health at the individual and population levels, for compliance with reimbursement
requirements, and for supporting ongoing assessment and improvement of clinical care quality.
The innovations in care quality improvement discussed in this section have been demonstrated to
have potential to support improved health outcomes. Training is necessary for members of the
health workforce to understand these measures and strategies, and to be able to use these tools
effectively while minimizing potential burden. In light of these findings, the Committee
recommends that Title VII, Part D programs require grant recipients to develop
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academic/practice partnerships to educate the workforce on how to use health information
technology to support measurement of care quality and care delivery, cost and quality metrics,
person-centered measures, and social prescribing strategies to provide high-value care.

Alternative Payment Models

Most experts on healthcare value have identified critical limitations in the ability of fee-for-
service payment models to support optimal healthcare delivery quality. Evidence indicates that
implementation of value-based payment and other alternative payment models is associated with
improved healthcare delivery and community health. An effective healthcare workforce must be
aware of current trends away from fee-for-service (FFS) payment models and understand not
only current payment models but also the role of the workforce in implementing a system-level
transformation to alternative payment models.

Over the past decade both public and private payers have worked to address growing concerns
about the high costs associated with the traditional FFS payment model. Criticisms of the FFS
model center on its association with incentives to spend more than is necessary, lack of focus on
quality, focus on service volume, incentives to offer higher cost services more often than
necessary, and lack of focus on prevention (Lockner & Walcker, 2018). In response to these
concerns, CMS identified transition from FFS to value-based payments and alternative payment
models (APMs) as an agency goal. In 2015, the U.S. Secretary of the Department of Health and
Human Services (HHS) established the Health Care Payment Learning Action Network (LAN).
LAN is a forum for public and private stakeholders to provide input on how to accomplish this
transition. Stakeholder engagement is one of LAN’s key strategies, with key stakeholders
including healthcare providers, policy makers, government leaders, academic leaders, and patient
advocates (Alternative Payment Model Framework and Progress Tracking Work Group, 2016).

In 2016 LAN established the Alternative Payment Model Framework and Progress Tracking
Work Group (APMFPTWG) to develop a pathway toward payment reform through value-based
payment and patient-centered care (APMFPTWG, 2016). The Work Group defines three
categories of APMs: 1) FFS models linked to care quality and/or value, 2) APMs built on FFS
structures, and 3) population-based payments. These models are illustrated in Figure 3.

Figure 3. Healthcare payment model categories.

CATEGORY 1 CATEGORY 2 CATEGORY 3 CATEGORY 4
FEE FOR SERVICE - FEE FOR SERVICE - APNMS BLILT OM POPLILATION -

MO LIME TO LINK TO GUALITY FEE-FOR-SERVICE BASED PRYMENT
CHUALITY & WALLE B VALLIE ARCHITECTURE

The Work Group advocates transition toward shared risk and population-based payments. The
FFS APM model linked to quality and/or value may include foundational payments for
infrastructure and operations, payment for quality reporting, rewards for performance, or both
rewards and penalties based on performance. APMs built on FFS structures involve shared
savings and sometimes shared risk for providers who meet cost and quality targets. In upside
gainsharing-only models, providers who meet quality but not cost targets are not held financially
responsible for excess spending. Other APMs built on FFS structures also include negative risk,
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or negative payment adjustments. Population-based payments hold providers accountable for
care quality standards and for delivering all clinically necessary and appropriate services. They
may be condition-specific or population-based. Condition-based models hold providers
responsible for the quality and cost of all care delivered to treat a specified condition, such as
diabetes, cancer, or asthma. Comprehensive population-based payment models cover
comprehensive, integrated care. The Work Group advocates for comprehensive integrated
payment models because they: “1) force transformational thinking about delivery system reform;
2) optimize coordination of infrastructure investments; 3) most fully remove financial incentives
for volume; and 4) expedite community investment and engagement” (p.17). The Work Group
emphasizes the importance of incentives that are adequate for motivating care providers to invest
in and adopt new approaches to care delivery. PCMHs, Accountable Care Organizations (ACO),
and some Centers of Excellence (COE) use APMs (APMFPTWG, 2016).

Tests of APMs have indicated their effectiveness. The Boston Consulting Group (Kaplan et al.,
2013) conducted an analysis of Medicare claims data for approximately 3 million patients.
Results indicated that APMs were associated with lower costs, lower mortality within 1 year,
fewer disease-specific complications, less emergency service use, and more preventive care.
Brenner (2020) presented results of a UnitedHealthcare assessment of an intervention that linked
patients who were homeless and lived with complex medical conditions to housing and other
social services. The intervention resulted in significantly higher care cost reductions among the
25 percent of patients who had the highest care costs and emergency services utilization
compared to a control group. Melek (2020) presented actuarial data indicating that sharing
savings and risks in an integrated medical and behavioral service delivery model is associated
with reduction in acute clinical episodes and overall reduced costs. Greiner (2020) presented data
from an Oregon assessment of PCMH Coordinated Care Organizations that indicated every
dollar invested saved $13. Hussey et al. (2012) reviewed 58 studies of the impact of bundled
healthcare service payment models conducted between 1985 and 2011 and found the evidence
indicated that these models consistently contained costs without reducing quality. Fendrick
(2020) proposed a model of value-based insurance design (V-BID) centered on cost savings
through reducing payment for low-value services. Fendrick’s research indicates that eliminating
payment for services given a D rating by the U.S. Preventive Services Task Force (USPSTF)
would result in saving $500,000 annually. In this 2020 presentation to ACICBL, Fendrick noted
that the U.S. spends double the proportion of its gross domestic product on healthcare compared
to other developed countries, yet scores below the median among Organization for Economic
Cooperation and Development (OECD) countries. He said results indicate that “poor health care
quality is expensive.”

One approach to reducing health care costs is to reduce negative effects of social determinants of
health. The Center for Medicare and Medicaid Innovation (CMMI) launched Accountable Health
Communities in 2014 as the agency’s first effort to address social determinants of health
(Friedman, 2020). In this model “bridge” organizations link clinical delivery sites with social
service providers. CMMI has found that most patients present for care with at least two needs
related to social determinants of health. Food is the most frequently reported need.
Transportation and language are other commonly reported needs. CMMI is studying which needs
are most strongly associated with healthcare expenses, then how best to reduce expenses through
addressing these needs.

While evidence consistently supports development of alternative payment models, it is important
to consider potential alternatives critically. McWilliams (2016) cautions against conflation of the
effects of care coordination with the effects of reducing unnecessary services. Quinn et al. (2017)
found that bundled payment for detox and follow-up care reduces costs in some cases, but can
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increase them in others, depending on factors such as service volume, costs of paying sub-
contractors, and use of risk mitigation strategies.

Stakeholders including CMS, other policy makers, private payers, and patient advocates have
identified transition from FFS to value-based care as a key strategy for achieving the Triple Aim
of improving healthcare quality. As CMS and other stakeholders set targets for progress toward
this goal, it is important for the health workforce to understand the concepts and rationales for
APMs and how to implement them. This understanding should include awareness of how
payments link to health outcomes, of the risks and benefits of diverse payment models, and the
roles and responsibilities of diverse stakeholders in payment model selection and
implementation. Because of the evidence indicating the importance of payment models in
healthcare quality, the ACICBL recommends that grant recipients educate the healthcare
workforce on alternative payment models, including value-based payment models, and their
impact on healthcare delivery systems and the health of communities.

Social Media as a Tool to Share Information about Health and Healthcare Delivery

Patient experience and perspective is a core component of healthcare quality and value.
Consumers are drivers of markets and policy. Their input is central to quality indicators that
determine evaluations of health systems and practices. CMS has identified patient advocates as
key stakeholders in reforming the U.S. healthcare payment system. The LAN has identified
patient empowerment as essential for payment reform. It is critical for the general public to
provide informed input and make informed decisions, and for care providers to be able to access
current information about best practices and payment models as quickly and easily as possible.
Social media offer promising tools for supporting these goals.

The Pew Research Center (2019) reports that 72 percent of U.S. adults use social media, with
most of them using a social media outlet at least weekly. A literature review conducted by
DeMartino et al. (2017) reports that 72 percent of internet users have searched for health
information during the past year. An environmental scan by Cooper and Kar (2014) concludes
that healthcare providers should understand and respond to the emerging trend of people using
social media for support and education. Alshakhs and Alanzi (2018) surveyed 120 healthcare
providers in Saudi Arabia. The authors found that 98.4 percent of participants perceived that
social media is a potential useful tool for publishing information about health; 100 percent
perceived that social media would be a useful tool for increasing awareness regarding public
health issues. An environmental scan conducted by Ventola (2014) indicated that nearly two-
thirds (65%) of physicians use social media for professional purposes, including education and
health promotion, as well as sharing information about best practices and lessons learned.
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Figure 4. Images from CDC’s anti-smoking social media campaign.
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Research has demonstrated beneficial effects of social media use on health behaviors, including
weight loss, tobacco cessation, risky sexual behaviors, and physical activity (Ventola, 2014).
Figure 4 shows images from the Centers for Disease Control and Prevention (CDC) anti-
smoking social media campaign. Facebook’s support for users’ declaring their intentions to be
organ donors on their timelines preceded a 23-fold increase in donor pledges in 1 week (George,
Roniak & Kraschnewski, 2013). Yi et al. (2019) conducted a pilot study assessing effectiveness
of an online resource disseminated through social media in increasing users’ understanding of
media reports related to breast cancer and found the resource was associated with significantly
greater increases in knowledge than reading media reports alone. DeMartino et al. (2017)
observed that social media are a tool to facilitate consumers’ active participation in health
information.

Research on social media’s potential for health education consistently cites potential benefits and
reach. However, researchers also cite its potential use to disseminate misinformation. Healthcare
professionals responding to Alshakhs and Alanzi’s (2018) survey expressed concerns that social
media users would seek information online to the exclusion of seeking needed medical treatment.
DeMartino et al. (2017) cited low barriers to publication as a concern for social media health
information accuracy. Househ, Boryki and Kushnirik (2014) conducted a literature review on the
use of social media for disseminating health information. The authors reported that use of social
media for this purpose is increasing, and that a major challenge is the potential to spread
misinformation.

Concerns about social media disseminating misinformation and disinformation have reached
unprecedented levels during the COVID-19 pandemic. Harvard University Health
Communication professor Kasisomayjula “Vish” Viswanath, in an interview for The Harvard
Gazette said, “The sheer volume of COVID-19 misinformation and disinformation online is
crowding the accurate public health guidance” (Pazzanese, 2020). Examples of disinformation
include the video “Plandemic,” which claims the pandemic is a hoax with the purpose of coerced
mass vaccinations, and which is now banned by several social media platforms. Dr. Viswanath
observes that the current “infodemic” is concerning because, “the public is no longer passively
consuming inaccuracies and falsehoods. It’s disseminating and even creating them...” Bridgman
et al. (2020) note that misinformation can change transmission patterns, and therefore pandemic
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scale and lethality. Bridgman et al. (2020) reviewed tweets and Canadian news articles about
COVID-19 disseminated between March 26, 2020 and April 6, 2020. Qualitative analysis
revealed that traditional news outlets tend to publish evidence-based public health
recommendations, while tweets contained significantly more misinformation than traditional
news articles. The authors conducted a survey with a nationally representative sample of
Canadians and found that exposure to traditional news was associated with fewer misperceptions
and higher rates of adherence to public health recommendations. Exposure to social media was
associated with more misperceptions and lower rates of adherence to public health
recommendations. Pennycook et al. (2020) conducted a study with a sample of 856 people in the
U.S. who were presented with news headlines and asked whether they would share each headline
on social media. Half of the sample was asked to consider the accuracy of the headlines, and the
other half was not. Accuracy reminders tripled the likelihood of choosing to share more accurate
information. The authors concluded that the social media context distracts from accuracy, but
simple interventions can help to counter this effect. Dr. Viswanath points out that public health
organizations cannot monitor and regulate all health information. However, he recommends that
public health organizations monitor rumors and myths that are circulating or being promoted,
identify health issues that are of most concern to the public, then develop strategies for
countering disinformation (Pazzanese, 2020).

In response to quality concerns, some groups have developed standards such as DISCERN (16
items including clarity and balance) and Health on the Net Code (HON Code; with criteria such
as transparency and authoritativeness) (DeMartino et al., 2017). Househ, Borycki, and Kushnirik
(2014) also state that more research is needed to assess efficacy and effectiveness of social media
interventions.

Social media offer an easy way to reach a large number of providers and the general public. Most
adults in the U.S. currently use social media to obtain health information; and most care
providers use social media for professional purposes. More information is needed about the
effectiveness of social media-based interventions and how to support users in discerning credible
online information. HRSA-sponsored demonstration projects would provide critical information
in these areas. The Committee recommends that Congress fund demonstration projects that
include utilizing social media to educate the healthcare workforce, including the general public,
to improve health and healthcare delivery.

Social Determinants of Health

Health and healthcare costs are associated with social determinants that are best addressed
through non-clinical interventions and behavioral healthcare. High-quality comprehensive care
includes the ability to address these needs through approaches such as social prescribing that link
patients to behavioral health services and community resources. The health workforce must be
educated regarding the nature and effects of social determinants, and evidence-based strategies
for mitigating disparities and promoting equity.

Social determinants have major, critical effects on healthcare access, quality, and outcomes.
Table 1 presents some examples of what research has shown regarding social determinants and
their effects on health.
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Table 1. Adverse effects of social determinants of health.

Social Determinant Example Adverse Effects

Low income, poverty Lower life expectancy (Bor, Cohen & Galea,
2017).

Higher rates of disease, disability, psychological
symptoms; poorer overall health status (Woolf et
al. 2015)

Lack of educational opportunities Higher rates of diseases and mortality from several
diseases, higher rates of psychological symptoms,
higher rates of health risk taking, less income
(Hahn and Truman, 2015)

Unemployment, poor working conditions Less access to healthcare, higher health risk taking,
poorer mental health (Pharr, Moonie & Bungum,
2012)

Adverse Childhood Experiences Increased risk for chronic disease, learning

disability, substance use, suicide (Felitti et al.,
1998)

Ageism Reduced longevity, increased rates of physical and
mental illness, increased health risk taking, less
access to care (Chang et al., 2020)

Racism Less longevity, increased mortality and morbidity
for multiple diseases, poorer overall health status
(Gee & Ford, 2011)

Sexism Women: Higher rates of eating disorders, physical
symptoms more likely to be misattributed to
psychosomatic causes, less aggressive treatment

Men: Higher rates of vehicular crashes and
mortality from vehicular crashes, higher rates of
substance use, belief that they should not use
healthcare services (Heise et al., 2019)

Berwick (2020a and 2020b) summarized data indicating the effects of place on health. Berwick
explained that subway maps can be used to illustrate discrepancies in health status. The
difference in life expectancy at 85th Street in Manhattan, New York City and 165th Street in
South Bronx, a two a one-half mile subway ride away, is 10 years. The difference in life
expectancy for residents at opposite sides of Glasgow, Scotland is 28 years. The difference in life
expectancy for residents at opposite sides of Flint, Michigan is 15 years. Residents of West
Chicago have a 16-year shorter life expectancy than residents from other areas of the city. The
effect of living in the South Bronx as opposed to Midtown Manhattan is two and a half times
greater than eliminating heart disease for the entire world population. One year of taking statins,
on average, adds one day to a patient’s life; taking statins for 20 years adds 20 days of life
(Kristensen, Christenson & Hallas, 2015). Place has an enormous effect on health status, even in
comparison with innovations in modern medicine. Figure 5 shows an example of the
Washington, DC Metropolitan area subway map with life expectancy data.
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Figure 5. Example subway map with life expectancy data.
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life span disparity

Source: Robert Wood Johnson Foundation, Commissionto Build a Healthier America

Marmot et al. (2010) summarized epidemiological data on root causes of health outcomes and
identified six key social determinants of health: 1) adverse childhood experiences, 2) education,
3) conditions of work, 4) conditions of aging, 5) community resilience, and 6) sense of fairness.
The Health, Alcohol, and Psychosocial factors in Eastern Europe (HAPIEE) study found that
education, food security, and household amenities were linked to mortality risk (Vandeheede et
al., 2013).

A sentinel study conducted by Kaiser Permanente in collaboration with CDC demonstrated that
adverse childhood experiences affect health status through adulthood (Felitti et al., 1998).
Children who report at least four exposures on the Adverse Childhood Experiences Scale are at
five times higher risk for depression, 12 times higher risk for attempted suicide, two times higher
risk for cardiac disease or lung cancer, and five times higher risk for substance use than people
who have not experienced an adverse childhood experience (Felitti et al., 1998). Early life stress
is associated with impaired cognitive development and functioning (Pechtel & Pizzagalli, 2010).
In a UNICEF (2007) assessment of 21 countries’ national investment in material, educational,
and behavioral supports for child well-being, the United States ranked lowest. In an Organization
for Economic Cooperation and Development (OECD, 2020) study of childhood poverty in 40
countries, the United States ranked lower than all countries except Romania, Costa Rica, and
South Africa. Compared to other countries, the United States does not invest in helping children
to avoid adverse experiences.

Hahn and Truman (2015) summarized research demonstrating that education correlates
positively with longevity, self-assessed health status, wages and income, and correlates
negatively with morbidity. While education is correlated with income, it also has independent
influence on health. Olshansky et al. (2012) found that race and education are linked to
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longevity. The authors report that health disparities linked to race and educational opportunities
are widening.

Work-related stress is a risk factor for cardiovascular disease, hypertension, diabetes, and
musculoskeletal problems. Job insecurity negatively affects both physical and mental health
(APA, 2010). Roelfs et al. (2011) conducted a meta-analysis of literature on the association
between unemployment and mortality and found that unemployment is associated with a 63
percent increase in mortality risk. A University College London study showed that social
isolation doubled the risk of coronary heart disease (Steptoe et al., 2013). The degree to which
people are able to participate in work and society as they age is associated with longer life
expectancy. Holt-Lunstad, Smith & Layton (2010) conducted a meta-analysis of 148 studies of
people older than 64 years whom researchers followed for an average of 7 and a half years, and
found that people who were socially engaged died during this timeframe half as often as those
who were not.

Community sense of self-efficacy, or sense of control over what happens to the community, is an
important component of resilience. Chandler and Lalonde (1998) studied variation in suicide
rates of indigenous communities. Results showed that communities with a sense of
empowerment had lower suicide rates than those that perceived themselves to be disempowered.
Disempowered communities had higher rates of crime, alcohol-related deaths, obesity, road
traffic accidents, depression, pollution, housing shortages, and food insecurity, all of which
reduce life expectancy. Empowered communities had high social cohesion, participation,
security, low fear of crime, active transportation, green space, and walkability, all of which
increase life expectancy.

Berwick (2020a) stated that countries that invest in reducing inequity have populations that live
longer. Some people believe that people earn their station in life and, if they work hard enough,
can overcome poverty and other difficulties. However, societies that invest in working as a
community to overcome inequity and the effects of place become healthier. This is associated
with a sense of social solidarity, a term seldom used in the United States, but frequently in other
countries. Communities that enact and embrace policies that support helping each other live
longer. Anne Case of Princeton University and Nobel Laureate Angus Deaton (2020) found that
lack of investment in social and income equity, and lack of engagement with disadvantaged
populations is decreasing life expectancy and increasing mortality related to alcohol and other
substance use. Berwick (2020a) concluded that social supports are as essential to health as
medical treatment.

Social factors are a major driver of health outcomes. Interventions affecting these drivers have
potential to improve health outcomes and decrease costs at a scale exceeding many medical
interventions. Community partners have access to resources with a potential to address social
determinants or mediate their effects. Experiential training provides an important opportunity for
the workforce to gain skills in addressing social determinants of health. Training models should
include compensation for community partner trainers. Effective, high-quality healthcare requires
an understanding of social determinants of health, including what they are, how they affect
individual and population health, and how interdisciplinary teams can address them. Therefore,
the Committee recommends didactic and experiential training experiences, conducted in
collaboration with at least one partner, on how social determinants of health including housing
status, food security, poverty, health literacy, and adverse childhood experiences impact
individual and community health.
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Preparedness to Address Emergencies for Rural and Underserved Populations

Public health emergencies are increasing in frequency. Healthcare providers play a critical role in
effective emergency response. Providers are invested in fulfilling this role. Education in
emergency preparedness has demonstrated success. However, many providers are not adequately
prepared to respond to public health emergencies. Lack of preparedness disproportionately
affects vulnerable populations. More educational opportunities that focus on addressing health
equity issues are necessary to prepare the health workforce to address public health emergencies.

Public health emergencies, including emerging infectious diseases, natural disasters, and other
types of disasters are increasing in frequency (Madrigano et al, 2017; Ladden, 2016). Clinicians,
including primary care providers, play a key role in effective response to public health
emergencies. Ashwin Vasan, primary care physician, researcher, and public health practitioner
refers to primary care as a vital “first line of defense” in public health emergencies (Vasan,
2017).

Federal agencies identify health workforce emergency preparedness as a high priority. The U.S.
Department of Homeland Security’s 2019 National Response Framework for responding to
emergencies specifies responders and their roles and responsibilities. The framework defines
health and medical response as one of seven essential “community lifelines” necessary for
stabilization. The U.S. Department of Health and Human Services Assistant Secretary for
Preparedness and Response (ASPR) Technical Resources, Assistance Center and Information
Exchange (TRACIE) was created to provide technical assistance and information to healthcare
providers and administrators, emergency responders, and advocates to support public health
emergency preparedness. TRACIE collaborated with the Yale New Haven Health System-
Center for Emergency Preparedness and Disaster Response (YNNHS-CEPDR) to study the role
of primary care providers in emergency response and preparedness. The researchers identified
continuity of healthcare delivery and capacity to address medical surge as essential capabilities
for emergency preparedness and response (ASPR TRACIE & YNHHS-CEPDR, n.d.). According
to CDC’s national standards for public health emergency preparedness (CDC, 2018),
communities rely on local resources and direct service providers during the initial phase of a
public health emergency. The capabilities CDC identifies for effective public health emergency
response are illustrated in Figure 6. CDC standards specify that local healthcare providers’
responsibilities in an emergency may include medical countermeasures, medical materiel
management and distribution, addressing surges in medical service needs, non-pharmaceutical
interventions such as quarantine and education about social distancing, laboratory testing, and
surveillance.

The WHO identifies a primary healthcare approach as “an essential foundation for health
emergency and risk management, and for building community and country resilience” (Affun-
Adegbulu et al., 2018, p. v). The WHO states that a pillar of the primary care approach is high-
quality primary care supported by public health systems and empowered communities. This
approach supports community trust in health services, public health surveillance, and the
capacity to ensure preparedness and response activities are appropriate for the local context. The
WHO states that primary care providers are often the first point of contact for people affected by
a public health emergency. A prepared workforce reduces vulnerability, increases resilience, and
can reduce negative consequences of emergencies. An unprepared workforce can increase risk of
nosocomial infection, generally increase morbidity and mortality, and prolong duration of an
emergency’s impact.
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Figure 6. CDC’s public health emergency preparedness and response capabilities.
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Healthcare providers have played key roles in successful public health emergency responses.
Wynn and Moore (2012) evaluated the collaboration of an Ontario, Canada public health unit
and primary care providers in response to the 2009 HIN1 pandemic. The strategy was based on
the assumption that primary care providers understand community needs and perspectives, and
are poised to facilitate communication and informed decision making during a public health
emergency. Interdisciplinary health teams collaborated with regional public health units to set up
flu assessment centers at community-based sites and in hospitals away from emergency
departments. Flu assessment centers provided unlimited access to care, antiviral medication,
quarantine, and education about reducing disease transmission. Efforts resulted in reduced
emergency department utilization, which reduced spread to at-risk individuals, supported
continuity of care in other clinical settings, and supported efficient, timely communication of
relevant public health information. The authors concluded that this is a promising model for a
population-based approach to disease control.
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Nigeria’s successful response to the 2014 Ebola virus outbreak was partially due to primary care
providers’ competence in identifying symptoms and following procedures for disease
containment (Affun-Adegbulu et al., 2018). Affun-Adegbulu et al. (2018) also concluded that
similar competency among U.S. health workers minimized the impact of the West Nile virus in
1999, and among Bangladeshi health workers reduced diarrhea-related mortality following
monsoon floods in 2007. Conversely, lack of preparedness can increase negative consequences
of a public health emergency. The WHO concluded that the Ebola virus outbreak of 2013
resulted in increased mortality and morbidity in Guinea due to lack of capacity to identify and
contain the disease and lack of trust in the health system. Lack of primary care capacity was
linked to poor long-term impact following the 2010 earthquake in Haiti. Given this critical role,
the CMS enacted the Emergency Preparedness Rule on November 16, 2016, requiring
participating healthcare providers to conduct risk assessment and emergency planning, develop
policies and procedures to support emergency plans, develop communication plans to implement
during emergencies, and conduct regular training and testing of emergency preparedness.

The American Society of Health-System Pharmacists issued a statement in 2003 that pharmacists
have a key role in emergency preparedness and should be trained to implement emergency plans.
In order to improve accessibility to COVID-19 tests during the pandemic, the Public Readiness
and Emergency Preparedness Act authorized licensed pharmacists to order and administer
COVID-19 tests approved by the U.S. Food and Drug Administration in April, 2020 (Assistant
Secretary for Health Media Office, 2020).

Limited resources are available for training healthcare providers to prepare for public health
emergencies. The Health Care Emergency Management Certification Program (Barbera et al.,
2007) was developed in response to a lack of methods for evaluating healthcare emergency
management. The program curriculum defines core competencies necessary for effective
management. Jacobs-Wingo et al. (2019) conducted a survey with more than 7,000 nurses
working in 20 New York City hospitals as well as 20 focus groups to identify gaps in emergency
preparedness. Results indicated that many participants were not adequately trained and lacked
confidence. Results informed development of a six-module emergency preparedness curriculum
for nurses. In a pilot study with 11 nurses, training resulted in significant knowledge increases,
from a pre-test average of 54 percent to a post-test average of 89 percent. Livingston et al. (2016)
reported that participation in Disaster Day at Texas A & M College of Nursing, an exercise in
interprofessional education activities during a simulated disaster, resulted in increased
knowledge of roles and responsibilities and increased collaborative efforts.

Many providers, however, are not adequately prepared for public health emergencies. Peters,
Hipper & Chernak (2019) surveyed 179 primary care providers and found that only 38 percent
had plans for continuity of operations during an emergency; only 26 percent had plans for a
surge in demand for outpatient services; and only 30 percent were registered in the State Health
Alert Network. Survey participants indicated interest in more training in emergency
preparedness. Kaiser et al. (2009) conducted a survey of medical students and found that
respondents wanted to respond effectively to public health emergencies, but did not believe their
training had prepared them to do so. Proportions of students reporting that they felt adequately
prepared to respond to different types of public health emergencies ranged from 17.2 percent for
natural disasters to 53.2 percent for pandemic influenza. Most students stated that they did not
know to whom they should report in a public health emergency.

Khan et al. (2018) reported a lack of a clear definition of public health emergency preparedness
and of a widely accepted framework for developing and comparing preparedness efforts. In a
review of the literature on emergency preparedness among nurses, the Robert Wood Johnson
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Foundation (Ladden, 2016) found that nursing degree programs at all levels offer an average of
only 4 hours to educate students about disaster preparedness. The review cited a Joint
Commission for Transforming Healthcare survey of emergency department nurses for which
only 70 percent of respondents indicated that they had been trained to use personal protective
equipment, and less than half understood their hospital’s incident command system. As part of an
effort to increase preparedness among pediatricians in Pennsylvania, Chernak, Hipper & Kricun
(2013) conducted a needs assessment, which included interviewing pediatricians. The authors
found that participants did not understand their roles or responsibilities in a public health
emergency. Madrigano et al. (2017) reported that interdisciplinary efforts to increase resilience
to disasters is essential and that more professional training opportunities are needed.

Telemedicine has been demonstrated to be a valuable resource for emergency preparedness and
response. It offers support for remote triaging, rapid information dissemination, consultation
among care providers, patient consultation, and treatment for routine and acute care, and
navigation support (Smith et al., 2020; Doarn & Merrell, 2014). Several studies have
demonstrated the value of telemedicine over the past 20 years. For example, Smith et al. (2020)
reported on telemedicine supporting the North Atlantic Treaty Organization military personnel
with linkages to medical experts, delivering remote mental health services to Australians affected
by bush fires, and delivering triage, information, and remote treatment services during the
COVID-19 pandemic. Wicklund (2017) reported on telemedicine effectively delivering remote
care to communities affected by hurricanes. Remote care is ideal for managing communicable
diseases, since it does not increase risk of cross-contamination through close personal contact.
While the utility and effectiveness of telemedicine in addressing public health emergencies have
been demonstrated, uptake remains limited (Smith et al., 2020). Wade, Eliott and Hiller (2014)
found that the main barrier to telemedicine uptake is clinician willingness. Smith et al. (2020)
recommend integrating telemedicine into care practice, and training clinicians to convert to
virtual care delivery modes as needed.

Lack of emergency preparedness disproportionately affects vulnerable populations (Lurie, 2009).
Wynn and Moore (2012) and Lurie (2009) noted the importance of providing care and targeted
communication for vulnerable communities in order to reduce spread of infectious disease. The
WHO (2018) stated that addressing barriers to equity is critical for effective preparedness and
response to public health emergencies. Community engagement and empowerment in planning
for and responding to public health emergencies are essential. Lack of focus on equity can be
counterproductive, leaving marginalized communities without adequate information or services,
as occurred in 2005 when Hurricane Katrina devastated New Orleans, disproportionately
harming people of color, people with low incomes, and people with disabilities. Public criticism
of Federal and local emergency management agencies brought public attention to the issue of
inequity in emergency management and resulted in national regulations requiring emergency
plans that address barriers affecting people with disabilities. However, there are not yet legal
requirements to address emergency planning inequity affecting people of color or people with
low incomes.

Research indicates that adequate preparedness and response to public health emergencies require
additional interdisciplinary/interprofessional, equity-focused education and training opportunities
for healthcare providers, who serve as the Nation’s first line of defense. Interdisciplinary training
has the potential to improve disaster preparedness and response so that mortality, morbidity, and
disparities are reduced. HRSA should support efforts to provide this education and training
through Title VII, Part D, Public Health Service Act programs. Education should include training
in use of evidence-based strategies, such as use of telemedicine, to address emergencies, and to
reduce disparities. Based on relevant research findings, the Committee recommends that HRSA’s
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Title VII, Part D funding opportunity announcements include a requirement to prepare the
workforce to address emergency preparedness, response, and recovery in the context of social
determinants of health impact on rural and underserved populations in healthcare emergencies.

Summary

With United States healthcare costs far exceeding those of other developed Nations without
proportionate return on investment, and with social determinants, including lack of health
insurance, underinsurance, and difficulties accessing healthcare services, resulting in severe
health inequity, healthcare payment reform is critical. This is especially urgent as public health
emergencies are increasing in frequency and are exacerbated by social determinants of health.

The health workforce has a major role to play in both payment reform and emergency
preparedness and response. Education and training must prepare the health workforce to
participate effectively in systemic transformation to alternative payment models and increased
preparedness. This will require competence in using state-of-the-science tools in measuring care
quality improvement to affect both individual and population health. Systemic transformation
also will require the workforce to understand payment models and their impact on health as well
as the role of practitioners in payment system transformation. Understanding social determinants
of health and competence in working with community partners to address social determinants are
essential for improving healthcare quality and efficiency. Finally, it is critical for the health
workforce to be prepared to fulfill their roles and responsibilities in preparing for and responding
to public health emergencies. Competence in all of these areas must include not only
understanding the most recent research regarding public health generally, but also an
understanding of implications for vulnerable populations and health equity. Efforts to improve
workforce education and training must leverage the widespread use, effectiveness, and efficiency
of social media in disseminating public health information.

To advance education and training of the workforce, the Committee recommends that