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Overview
	Increasingly, states are moving toward value-based payment reform to replace the traditional fee-for-service models1. Value-based payments provide incentives to providers based on the quality of care delivered, specifically measured based on provider-quality metrics such as HbA1C control for diabetics or blood pressure reductions for patients with hypertension along with emergency department utilization rates (i.e., lower ED utilization and readmissions results in higher payment). Nearly all value-based payment models only include clinical complexity, age, and sex in their risk-adjustments as defined by the CMS-HCC model2. 
	Research has shown that the social determinants of health account for a larger percentage of a person’s health than medical care received in the health system (40% compared to 10%, respectively)3. Patients who live in poverty, lack access to reliable transportation, face social isolation, or weigh paying for insulin or buying groceries that month are at increased risks for many poor health outcomes. Despite a growing body of research in this area, payment models do not account for social complexity when assessing the relative-risk a patient population poses to the cost of the health system. However, some payers, such as CMS and the state of Massachusetts, have launched pilot studies or implemented fledgling policies to understand the best ways to incorporate social complexity into these models. While these policies and pilots are a start, they raise many more questions than they answer about the appropriateness of indicators, feasibility of translating policies across state lines, best sources of data, and how to avoid perverse incentives, among many others. 
Questions
1. Can health systems use their data to advocate or show need for social risk factor inclusion in risk-adjusted models?
a. Is this health system-specific or can we arrive at a standardized model?

2. What social risk factors would create the most parsimonious model?
a. How do we measure these social risk factors? Individual or community-level?

3. How can public-sector payment reform move into private insurance models?
a. Do we need wider proliferation of public sector APMs that adjust for social needs before we move to private sector?
i. How can socially adjusted risk models within APMs get on state agendas in states that are not interested in progressive payment reform policies?
1. E.g., How can the UMass model translate into Oregon (easier) or Alabama?

4. With the additional dollars under a socially-adjusted risk model, what is the appropriate use for reinvestment to maximize impact for the socially vulnerable patients?
References:
1. Value-Based Reimbursement State-by-State: A 50-State Review of Value-Based Payment Innovation. 2017.
2. Ash, Arlene, Eric O. Mick, Randall P. Ellis, Catarina I. Keife, Jeroan J. Allison, Melissa A. Clark. 2017. JAMA Internal Medicine. 177(10):1424-1430. doi:10.1001/jamainternmed.2017.3317
3. Steven A. 2007. “We Can Do Better — Improving the Health of the American People,” New England Journal of Medicine 357 (Sept. 20, 2007):1221-1228, doi:10.1056/NEJMsa073350.
