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Message From Lisa Remington

Lisa Remington
President, Remington’s Home Care
Leadership Think Tank and
Publisher, The Remington Report

This issue of The Remington Report explores solutions and strategies for
improved patient engagement. Healthcare is in an era of patient-
centered care when patients’ needs and desired outcomes drive many
decisions.

Three Patient Engagement Strategies

Coaching interventions have been widely touted as a potential way to
prevent chronic illness and to help patients better self-manage their
chronic illnesses. Our article titled, “Patient Engagement Coaching: A
Strategy for Patients Living with Chronic Conditions,” explains how
capacity coaching co-creates an action plan for self-care and quality of
life.

1. A coaching framework of techniques and tools employed by health
providers is part of an intensive care management intervention and
an authentic healing relationship between patients and care teams.

2. Five models and a training manual are detailed in the article titled,
“Patient Engagement Framework for Chronically Complex Patients.”

3. Patient engagement strategies from the voices of high-need patients
help to identify their challenges to prevent ED visits and
readmissions. Our article titled, “Patient Engagement Strategies for
High-Need, High-Cost Patients,” sheds light on their concerns.  

Recap of Articles in This Issue

Patient Engagement Strategies for High-Need, High-Cost Patients
More Hospitals Facing Readmission Penalties in 2024
Preventing Violence in Home Care: Action Items
Patient Engagement Framework for Chronically Complex Patients
Four Cost Burdens Faced by Seniors in Medicare and Medicare
Advantage Plans
Patient Engagement Coaching: A Strategy for Patients Living with
Chronic Conditions
Certificate-of-Need Ties Back to Health Equity Assessments  



PATIENT ENGAGEMENT STRATEGIES

Patient Engagement Strategies for High-Need, High-
Cost Patients
By Lisa Remington, President, The Remington Report and Remington’s Home Care Leadership Think
Tank 

High-need, high-cost patients often have
multiple chronic conditions, complex
psychosocial needs, and limited ability to
perform activities of daily living. Care
delivery solutions, including care
management, telehealth, and home health
visits, have had mixed levels of success for
various outcome measures, including
system-centric ones such as total cost of
services and utilization of secondary care
(emergency department use and inpatient
hospitalization) as well as patient-centered
ones such as self-assessed health status.

Article Highlights 

It has become a national priority to
understand the needs of high-need,
high-cost patients, identify drivers of
their utilization, and implement
solutions to improve their clinical
outcomes while reducing their costs.
In this article, learn how to prevent
ED visits and readmissions from
patient perspectives
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An explanation for the variable success could be that many solutions are designed primarily
by health system administrators, not the patient “customers” who best understand their
needs. Little has been published about patients’ views on the care models that target their
complex healthcare needs, which aspects of current care delivery high-need, high-cost
patients find beneficial, nor how health systems can partner with patients to design and
implement solutions. Better serving high-need, high-cost patients must begin with improving
our understanding of their needs and perspectives

Voices Patient’s Perspective

To bring the voice of the patient to the
forefront, qualitative researchers from Weill
Cornell Medicine and the University of
Florida led several focus group discussions
with 21 high-need, high-cost patients and
three primary caregivers, representing an
urban healthcare system in New York City
and a second one in Gainesville, Florida.
Clinical care coordinators at each site
identified patients for focus groups based on
the following criteria:

They had at least one chronic medical
condition,
Either three or more ED visits or,
Two or more inpatient admissions during
the six months before the initiation of the
study (three patients were too ill to
participate, so their primary caregivers
functioned as proxies).

The study was published in the New England
Journal of Medicine. 

Study Participants

Participants ranged in age from 23 to 80
(median age was 59) and were racially
diverse (15 black, seven white, and two
Hispanic). Fifteen participants were female
(63%) and nine were male. In the prior 12
months, the patients, on average, had visited
their primary care doctors six times and the
ED 16 times and been hospitalized five times.
Commonly reported medical conditions
included arthritis, diabetes, asthma, heart
disease, chronic obstructive pulmonary
disease, obesity, epilepsy, hypertension, and
depression.

Participants identified five solutions that they
felt would help prevent overuse of the ED
and other hospital services for symptoms
and/or conditions that can be well-managed
at primary care clinics. These are:

Care management
Readily available at-home physical therapy
and nursing services
Home delivery of prescription medications
and easier refills
Telehealth
More after-hours clinics 
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Care Management 

Patients saw immense benefits in many of
these solutions (see “What High-Need,
High-Cost Patients Say”). For care
management, patients appreciated help
with appointment scheduling and
reminders. Patients perceived care
managers as trustworthy partners in their
day-to-day healthcare – available to talk to
and answer questions if they felt anxious.
While the jury is still out on the return on
investment of care– in terms of utilization
and outcomes – the patients in the focus
group were convinced of its benefits.

At-Home Services and Medication
Delivery 

After stays in the hospital or rehab centers,
patients, especially those with mobility
restrictions or transportation challenges,
also appreciated home-based provider
service or physical therapists. Private and
public payer organizations already provide
coverage for several types of home
healthcare and/or personal care.

Patients also described how they
sometimes cannot pick up their
prescriptions for extended and appreciated
the option of having medications delivered
to their residences to avoid exacerbating
their illnesses. Some also felt that a larger
supply per refill cycle would be optimal for
some medications. Several pharmacy
groups are piloting automatic monthly
refills and home delivery of prescription
medications, and these services should be
more widespread and better publicized.

Telehealth 

Patients also discussed telehealth as a
solution. Some recognized the potential
benefit of telehealth for regular
appointments or non-emergency
conditions. They felt that communicating
with a medical provider who was
personable and familiar with their
symptoms could reduce the anxiety of
time-sensitive, unanswered questions that
often result in an ED visit. Others, however,
expressed uncertainty about the use of
telehealth for conditions such as
cardiovascular disease, saying that they
wouldn’t take a chance with remote care in
case “things go wrong” and would instead
seek care in a doctor’s office or ED. While
not every condition can be managed using
telemedicine, patients must be better
educated about when telehealth might be a
desirable alternative.

After-Hour Availability

Finally, patients, especially those who work
nine to five or whose personal caregivers
are unavailable during regular business
hours, felt that increasing the number of
after-hours clinics at convenient locations
was crucial to reducing their reliance on the
ED. However, patients felt that after-hours
clinics would be underutilized if
transportation options were limited,
reinforcing the need for convenient
locations. As more health systems redesign
their care delivery models, they should
prioritize establishing after-hours clinics
inaccessible locations and educate patients
about when to use them instead of urgent
care centers or the ED.
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Almost all these solutions are being piloted
in various settings. To enhance the success
of care delivery models, healthcare systems
should consider directing more resources
to some of these existing solutions that
patients believe could lower utilization of
secondary care for chronic disease
management.

We’re in an era of patient-centered care,
when patients’ needs and desired
outcomes drive many decisions healthcare
organizations make. We must leverage the
knowledge to reduce the expense of
managing high-need patients, and
engagement strategies to drive compliancy.

8 Remington Takeaways 

1. Build relationships with ACOs,
physicians, payers, and health systems
to manage the high-need, high-cost
chronic care population after discharge
or beyond the physician’s offices.

2. Develop a 24/7 call center for patients’
access to their phone calls.

3. Integrate telehealth as a critical
technology strategy for patient care
management and better outcomes.

4. Work closely or develop a medication
reconciliation model with the
pharmacist.

5. Develop protocols with
physicians/ambulance companies about
ED visits.

6. Develop readmission methodologies by
condition.

7. Develop relationships with after-hour
clinics.

8. Increase communication about the
services of home care companies to
patients and referral sources to better
understand how to leverage core
competencies.  

For care management,

patients appreciated help

with appointment

scheduling and reminders.

Patients perceived care

managers as trustworthy

partners in their day-to-day

health care.

...
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HOSPITALS

More Hospitals Facing Readmission Penalties in 2024
Compiled by The Remington Report Editorial Team 

More hospitals will face readmissions
penalties in 2024 per preliminary CMS data.
The hospital readmissions performance
period for fiscal year 2024 still excludes
data from the first half of 2020, pulling
claims from July 2019 to December 2019
and from July 2020 to June 2022. The
penalties also exclude data from hospitals
with approved extraordinary circumstance
exceptions.

2024 Penalty Evaluation

For the upcoming year, 70.1% of hospitals
will receive penalties of less than 1% on
their readmissions vs. 67.1% of hospitals in
fiscal 2023.
7.5% of hospitals will be charged penalties
of 1% or more in fiscal 2024 – unchanged
from last year. Another 22.4% of hospitals
will not be assessed penalties.

Article Highlights

For 2023, 60% of U.S. hospitals
were eligible to receive a financial
penalty for excessive 30-day
readmissions.
75% of eligible hospitals received a
Medicare penalty.
The average hospital penalty is
0.43% of 2023 Medicare revenue. 
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All Cause Readmission Rates by Top 10 Diagnosis

Dual Eligibles Readmission Penalties
Differ 

Congress modified the Hospital
Readmission Reduction Program through
the 21st Century Cures Act of 2016, with a
mandate for Medicare to account for
differences in poverty levels by measuring
dual enrollment in Medicare and Medicaid
when assessing readmissions and penalties
so that hospitals can be evaluated relative
to peers with similar poverty levels.

In FY 2019, hospitals were stratified into
one of five peer groups (quintiles) based on
hospitals’ dual proportions. Hospital
performance is compared to the median of
the hospital’s peer group.

For hospitals with the lowest number of
dual-eligible patients – peer group one –
the average penalty is 0.34%.

During fiscal year 2023, groups five and
one were penalized 0.23% and 0.37%,
respectively, on their readmissions. 

Looking Ahead in 2024

The higher number of readmission
penalties for FY 2024 likely reflects
hardships hospitals experienced during
peak pandemic months in both 2021 and
2022, according to Akin Demehin, senior
director for quality and patient safety policy
at the American Hospital Association.

2024 Pneumonia Readmission
Measure Resumes 

The Centers for Medicare and Medicaid
Services will restart its pneumonia
readmissions measure. This measure had
been excluded last year from its Hospital
Readmissions Reduction Program due to
COVID.
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LEGAL

Preventing Violence in Home Care: Action Items

By Elizabeth E. Hogue, Attorney 

According to a recent analysis of Bureau of
Labor Statistics data, home healthcare is
one of the most dangerous places to work
in healthcare. Homecare field staff
members who provide services on behalf
of private duty agencies, hospices,
Medicare-certified home health agencies,
and home medical equipment companies
are extremely vulnerable. Contributing to
their vulnerability is the fact that they work
alone on territory that may be unfamiliar
and over which they have little control.
Staff members certainly need as much
protection as possible.

Article Highlights

Zero tolerance policies.
Four essential actions to take.
Important statistics on
vulnerabilities.
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First, management should develop a
written policy of zero tolerance for all
incidents of violence regardless of source.
The policy should include animals. The
policy must require employees and
contractors to report and document all
incidents of violence, no matter how minor.
Emphasis should be placed on both
reporting and documenting. Employees
must provide as much detail as possible.
The policy should also include zero
tolerance for visible weapons when
caregivers are present in patients’ homes.
Caregivers must be required to report the
presence of visible weapons.

Four important actions for home care
organizations to take include:

1. Develop quality indicators that improve
efforts to protect staff. Indicators in
quality and safety standards should
include patient assault and other
instances of violence or threatened
violence. The results of these indicators
should result in violence prevention
plans and training programs in de-
escalation of violence.

2. Strengthen data systems to monitor the
exposure of staff members to
aggression. More resources should be
invested in measuring aggressive events
and specific factors that resulted in
exposure, such as patient type.

3. Encourage and support reports of
violence or threatened violence. A zero
tolerance policy is essential, but such a
policy can be neutralized by managers
who discourage or ignore reports.

4. Provide ongoing education to protect
staff. Education should focus on
intentional actions that staff members
must take to recognize, document, and
counter threatened or actual violence. 

Research studies have reported a range of
18% to 65% of home healthcare workers
experiencing verbal abuse from patients.
As many as 41% of home healthcare
workers have reported sexual harassment.
Between 2.5% and 44% of home healthcare
workers have reported being physically
assaulted.

In one study, home healthcare registered
nurses frequently reported demanding
patients (34%), aggressive pets (27%), poor
lighting in patient homes (21%),
neighborhood violence/crime (19%),
patients’ challenging family members
(18%), personal security fears (14%), drug
use in patient homes (13%), firearms in the
home (9%), and racial/ethnic discrimination
(8%).

Every caregiver matters.The home care
industry has lost caregivers to violence on
the job in the past.Let’s not repeat these
terrible events.

Copyright © 2023 Elizabeth E. Hogue, Esq. All rights
reserved. No portion of this material may be
reproduced in any form without the advance written
permission of the author.

...
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PATIENT ENGAGEMENT

Patient Engagement Framework for Chronically
Complex Patients
Compiled by The Remington Report Editorial Team 

Authentic healing relationships are critical
to applying interventions that fully support
patients in achieving their goals and focus
on building relationships and empowering
patients to take full control of their health.
A training manual called COACH developed
by The Camden Coalition seeks to improve
the quality, capacity, coordination, and
accessibility for medically and chronically
complex individuals.
COACH is a framework of techniques and
tools employed by health providers to be
used as part of an intensive care
management intervention. A foundation of
the framework is the development of an
Authentic Healing Relationship between
the patient and the care team.

Article Highlights

Five patient engagement tips.
Training manual to improve
engagement.
Practical lessons in serving
complex populations.
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The five COACH model offers tips to
providers who wish to enhance
patient engagement.

1. Connect Tasks with Vision and
Priorities: Develop a shared
understanding of the patient’s goals and
overall vision for their life with the patient,
provider, and any patient support systems.  

2.Observe the Normal Routine: Take time
to understand the patient’s strengths and
the positive and negative factors that
impact their health. This is a crucial and
often foundational part of the process
because it provides critical information for
the care plan and informs decision-making
about the most effective coaching style to
employ.

3. Assume a Coaching Style: Consider
patient needs and ability to support goal-
related tasks when assessing whether a
patient is in one of the following categories:

I do: “Can you show me?” – The patient
has difficulty identifying the first step to
accomplish a task, so the care manager
performs the task and models it for the
patient.
We do: “Can we do it together?” – The
patient can identify the first few steps to
begin the task but has difficulty
completing the task. The care manager
collaborates with the patient to
complete the task together.
You do: “I can do it.” – The patient has
completed the task or similar tasks
numerous times on their own. The care
manager is there to boost the patient’s
confidence when needed. The goal is to
transition all goals into the fully
independent “You do” category, where
the patient can complete goal-related
tasks on their own.   

4. Create a Care Plan: Create a
collaborative care plan driven by the
patient’s own priorities and vision for
themselves. Develop a set of benchmarks
that can be tracked and are clearly
connected to the long-term goals of the
patient. Revisit the plan often and be
prepared to alter it whenever necessary.

5. Highlight Progress with Data: Track
progress toward health goals and celebrate
success with the patient at every
opportunity.

Coaching Tips

The steps within the COACH framework
are not meant to be performed
sequentially. The steps are fluid and
may occur simultaneously, depending
on the patient’s needs. For example, a
care manager may need to revisit the
“Create a Care Plan” or “Connect Tasks
with Vision and Priorities” steps during
the process, given that a patient’s long-
term goals could change over time.
When determining a patient’s long-term
vision, which can then be connected to
tasks that fulfill this vision, ask open-
ended questions, and use reflective
language, such as, “It sounds like….” Or,
“I get the sense that….”
Try as much as possible to avoid the tug-
of-war scenario, where there is a
mismatch between provider and patient
goals. Providers can mitigate this by
clearly identifying the patient’s dominant
need and reflecting that back to the
patient often to ensure that it remains at
the forefront of the engagement.  
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COACH is a framework of techniques and tools employed by

health providers to be used as part of an intensive care

management intervention.

...

Download the COACH Manual here
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https://camdenhealth.org/wp-content/uploads/2017/04/COACHManual_FINAL_WithAppendix_Dec2016.pdf
https://camdenhealth.org/wp-content/uploads/2017/04/COACHManual_FINAL_WithAppendix_Dec2016.pdf


SENIOR CARE

4 Cost Burdens Faced by Seniors in Medicare and
Medicare Advantage Plans
Compiled by The Remington Report Editorial Team 

Findings from the Commonwealth Fund
Biennial Health Insurance Survey, 2022
examines the financial burden of care that
people 65 and older with Medicare face
and how that burden differs for people
with traditional Medicare and Medicare
Advantage. The analysis focuses on 1,604
respondents aged 65 and older who
indicated they were enrolled in Traditional
Medicare and Medicare Advantage plans.

Article Highlights

 Senior financial burdens impacting
healthcare.
Comparisons between Traditional
Medicare and Medicare
Advantage.
Medication implications.
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A common misconception is that once a
person becomes eligible for Medicare, they
no longer need to worry about medical bills
or choosing a health plan.

Most people choosing to enroll in
traditional Medicare have supplemental
coverage to help cover the required cost-
sharing payments and deductibles.

Medicare Advantage plans, however,
typically use tools, such as prior
authorization requirements, to manage
enrollees’ use of services, which can pose
barriers to care.

The survey examines the cost burdens,
income levels, and the relationships
between skipping medications and other
healthcare services.

Incomes for older adults with Medicare
varied across types of coverage. Compared
to those with traditional Medicare along
with supplemental coverage, larger shares
of older adults enrolled in Medicare
Advantage plans and those in traditional
Medicare without supplemental coverage
reported incomes below 200 percent of
FPL.

Problems a�ording care may

lead to skipping a trip to the

pharmacy to �ll a prescription,

a follow-up with a doctor, a visit

with a specialist, or a dental

visit.
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Across types of Medicare coverage, more than one in �ve

older adults reported cost-related problems getting dental

care, and more than one in 10 reported not �lling a

prescription because of the cost.

The share of older Medicare beneficiaries
in the past year who were underinsured,
meaning they were not sufficiently
protected against healthcare costs or
deductibles, was similar by age but differed
by type of Medicare coverage. One-third of
older adults in traditional Medicare who
did not have supplemental coverage
reported being underinsured.

...
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Regardless of which type of Medicare
coverage they had, older adults with low
incomes (below 200% of FPL) were the
most likely to say they were underinsured.
About one-third of beneficiaries with

incomes below 200 percent of FPL had
coverage that exposed them to high out-of-
pocket costs or deductibles relative to their
income.
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Inadequate insurance coverage can make it
harder to afford necessary health care. In
the survey, nearly four in 10 older adults
with Medicare (38%) reported experiencing
at least one cost-related access problem.
Problems affording care may lead to
skipping a trip to the pharmacy to fill a
prescription, a follow-up with a doctor, a
visit with a specialist, or a dental visit.

Traditional Medicare does not cover basic
dental care, but most Medicare Advantage
plans cover some dental care. Some in
traditional Medicare have dental coverage
through Medicaid, a former employer or
union, or a separately purchased dental
policy.

Among adults 65 and older with Medicare,
the proportion with problems accessing
care because of its cost was similar for 

those in Medicare Advantage and
traditional Medicare. Across types of
Medicare coverage, more than one in five
older adults reported cost-related
problems getting dental care, and more
than one in 10 reported not filling a
prescription because of the cost.

Conclusion

The affordability of healthcare remains an
issue for many adults 65 and older with
Medicare, particularly those with low
incomes. Regardless of the type of
Medicare coverage, many reported
difficulty affording dental care, didn’t fill
prescriptions, and skipped follow-up visits
because of costs. More than one in 10
reported having medical bills and debt
problems and said they suffered financial
consequences from that debt.
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While Medicare Advantage plans limit
enrollees’ out-of-pocket expenses, often
have lower premiums for Part D drug
coverage, have the option of lower cost-
sharing requirements, and typically include
some coverage for dental care, there
doesn’t appear to be much difference
between these plans and traditional 

Medicare concerning affordability. Adults
65 and older in Medicare Advantage plans
were as likely as those in traditional
Medicare to report problems affording
premiums and healthcare expenses,
including dental care and prescription
drugs and issues with medical debt and
bills.  
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PATIENT ENGAGEMENT

Patient Engagement Coaching: A Strategy for Patients
Living with Chronic Conditions
By Lisa Remington, President, The Remington Report and Remington’s Home Care Leadership Think
Tank

Coaching interventions have been widely
touted as a potential way to prevent
chronic illness and to help patients better
self-manage their chronic illnesses. Health
and Wellness Coaching (HWC) is now a
respected discipline that offers certification
and HWC for patients with chronic
conditions has demonstrated the potential
to positively change behaviors and health
outcomes.

Article Highlights

Coaching interventions can help
prevent chronic illness.
Times for patient coaching.
Types of patient coaching.
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The prevalence of chronic conditions is growing; to date, one

in four Americans lives with at least one chronic condition.

Furthermore, more people – 75% of those older than 65 years

– are living with multiple chronic conditions, also known as

multimorbidity. Coaching interventions have been widely

touted as a potential way to prevent chronic illness and to

help patients better self-manage their chronic illnesses.

Coaching describes a relationship between
two people, one doing the coaching and
the other receiving the coaching, and a
process to uncover goals and work toward
achieving those goals. Coaching draws
from a range of strategies to tailor its
response to the dynamic situation of
patients and their families.

Capacity Coaching draws on the practices
of the completely patient-driven spectrum
of HWC and Minimally Disruptive Medicine
to focus specifically on developing the
capacity within patients to adapt, endure,
and function optimally in their lives along
with illness and treatment.

It is designed to help patients facing
complexity from life, health, health care,
and their interplay. Capacity Coaching is
ideally integrated into the primary care
team but can occur separately. When
integrated into the care team, the coach-
patient interaction drives how other parts
of care are arranged for the patient.

Capacity Coaching tasks are illustrated in
column 2 of Table 1, next to their related
HWC tasks in column 1. Capacity Coaches,
who may be healthcare professionals or
trained peers, collaborate with patients

using means such as the ICAN (Instrument
for Patient Capacity Assessment)
Discussion Aid (Figure 2) as a conversation
starting point to facilitate asking how and
to what extent illness and treatment are
affecting the patient’s life –  for better or for
worse.

The ICAN Discussion Aid helps structure
the initial session and future interactions.
In each instance, the discussion aid can
generate conversation about how
healthcare and life are working together,
including what is helping the patient and
what is burdensome, and how these
factors manifest in various aspects of the
patient’s life. This approach provides an
understanding of broader life demands
and successes in which the patient
understands and manages illness and
treatment. Beginning from the practical
consequences and demands of illness and
treatment on diverse areas of a person’s
life, Capacity Coaching is oriented toward
developing strategies for decreasing the
burdens of illness and treatment,
bolstering existing sources of capacity, and
cultivating new abilities to bear and adapt
to life with illness and treatment. 
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Times for Patient Coaching

Patient-coach visits may occur as a single
consultation or over time, e.g., three or six
months. During this period, the Capacity
Coach continues to explore with the patient
to co-create an action plan that adapts
prescribed healthcare to the patient’s
situation while supporting and growing the
patient’s capacity for self-care and quality
of life. Like HWC, at the end of the coaching
visit, the patient and coach set up one or
more experiments for the coming week
ahead. The coach and patient can follow up
to see how those experiments went on the
next visit or asynchronously, e.g., through
e-mail.

Although established relationships and
continued follow-up are ideal in Capacity
Coaching, a single consultation may be the
most practical option for overwhelmed
patients. This factor differs from HWC, in
which established relationships are
considered a pillar of the practice.
Following the visit, if integrated into the
healthcare team, the Capacity Coach also
documents the visit summary and
subsequent actions needed in the
electronic medical record and shares this  
summary with colleagues treating the
patient.  
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For example, if the coach identifies that the
patient’s four times per day insulin regimen
is such a burden to the patient that she
rarely can adhere more than two times per
day, the coach will communicate this
burden to the team member managing the
patient’s diabetes care (either her
endocrinologist or her primary care
clinician) for modification.

Capacity Coaching begins with the practical
issues of living with illness, which
distinguishes it from HWC, and may begin

from more long-term visions of health or
clinically recommended treatment
regimens. 

The emphasis on the day-to-day problems
–  particularly the burden of illness and
treatment and the work that they entail –  
makes Capacity Coaching an approach that
is particularly helpful for the growing
population of patients with multiple
chronic conditions. Table 2describes
patient stories about how traditional HWC
activities are modified in Capacity Coaching
practice.
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Capacity Coaching is oriented toward developing strategies

for decreasing the burdens of illness and treatment,

bolstering existing sources of capacity, and cultivating new

capacities to bear and adapt to life with illness and

treatment.

Health and Wellness Coaching brings
considerable strengths to the table in
healthcare as a method for changing
behaviors to prevent and treat chronic
illness and in patients' physiologic,
behavioral, psychological, and social
outcomes for patients. However, the
growing population of patients with
multimorbidity may need a slightly
different approach to coaching –  one that
focuses on strengthening their capacity to
adapt and thrive with chronic illness and
that assists in orienting their healthcare
teams’ actions.

Capacity Coaching brings to the same table
a practice of coaching that incorporates the
 successful key elements of the HWC
process but orients them in new ways with
the conceptual and theoretical structures
specifically developed to meet the
challenges of living with and treating
multimorbidity. The type of coaching used
should align with the patient’s situation at
the time, as determined in conversation
with the patient. Clinical policymakers and
managers must consider the needs of their
population before deciding to offer a
specific type of coaching –  HWC, Capacity
Coaching, or both. Resources for
practitioners can be found in Table 3.

Remington Report Page 28

...



HEALTH EQUITY

Certi�cate-of-Need Ties Back to Health Equity
Assessments
Compiled by The Remington Report’s Editorial Team

New York State’s new requirement for
certain certificate-of-need (CON)
applications includes a health equity
impact assessment (HEIA).

New York is now the first state to
implement a required equity assessment in
its health facility planning and approval
process that went into effect June 22.

All New York State Article 28 facilities, such
as hospitals, skilled nursing facilities,
diagnostic and treatment clinics, midwifery
birth centers, and ambulatory surgery
centers, must determine if an HEIA is
required.

Article Highlights

Health equity impact assessment
requirement for certificates of
need.
Another step to require health
equity plans in healthcare.
Meant to build on the current
community needs assessment
requirements in certificates of
need.

Remington Report Page 29

...



According to the SACHS Policy Group, many
projects will fall into scope in the coming
months, from consolidating service lines to
moving capacity from inpatient to
outpatient settings. If they haven’t already,
providers working on such projects and
their partners must begin to consider how
they will be affected.

Below are five essential takeaways so far
about the HEIA process:

1. The scope of an HEIA is both broad
and specific.

The HEIA template requires consideration
of the impact of a project on at least 12
specific medically underserved groups
based on income, race, gender, sexual
orientation, age, disability status, and many
other factors. This process is meant to
build on the current community needs
assessment requirements in CONs, making
it more granular and tied to community
engagement. As a result, providers and
their assessors will need to think through
the possible impacts of their projects on
diverse groups and develop strategies on
how to mitigate them.

2. Applicants will have
significantflexibility in choosing their
independent assessor – for now.

In recognition of the diverse types of
projects and populations that this will apply
to, CON applicants are free to choose their
own expert to conduct the HEIA. The only
requirement is that the assessor must a)
have experience in “health equity, anti-
racism, and community and stakeholder
engagement,” and b) be independent from
the rest of the CON writing process.

The Department of Health has explicitly
stated that it does not intend to create a
certification or licensure process for HEIA
conductors or provide more specific
experience requirements to “allow
providers to be broad in their thinking” –
although it will re-evaluate this position
after the first six to 12 months of the
process.

3. The independence of the HEIA
assessor doesn’t mean that providers
can’t work on equity issues in
parallel.

The assessor must not “help compile or
write” any other part of the specific CON
for which they are conducting the HEIA.
However, NYS’s intention doesn’t seem to
be to prohibit providers from addressing
equity issues during the CON’s
development or to wall off the assessor
entirely from the CON. Addressing health
equity issues that arise in parallel with the
development of the CON will be
significantly more efficient than waiting to
do so until after an HEIA is conducted. As
such, entities should consider how their
HEIA assessor can provide feedback and
information to help guide the development
of the CON without violating the conflict-of-
interest policy.

4. The HEIA process can potentially help
smooth difficulties with community
engagement.

Many CON projects can arouse significant
community opposition, particularly when
they potentially reduce access to health
services or appear to do so. The HEIA
process offers a positive opportunity to
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reassure community members and other
stakeholders that they now have a formal
structure to raise these concerns to an
independent entity. Providers should
consider how to take advantage of this to
help proactively address the vital interests
of the community.

5. The HEIA increases the incentive to
ensure projects maximize flexibility.

Conducting and responding to the HEIA will
be a significant new part of the process for
providers undertaking major service line
changes, whether they are expansions into
new areas or removal of excess capacity.
When designing a strategy for such
projects, providers should keep in mind
that creating capacity that has multiple
uses or flexibility for conversion will be
even more important than before.
Maintaining flexibility will both enable the
facility to address concerns the HEIA may
raise about serving a wider range of
potential medically underserved
populations and allow it to have greater
capacity to respond to shifting community
needs without having to go through
another CON process and a new HEIA.

Don’t miss this additional
Remington Report resource: 5

Ways Health Equity is Advancing
in Medicare Models  

...
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Education from Trusted Experts

Keeping You Ahead of the Curve

We are proud to continue to build on our 30-year-strong commitment and
proven history as key educators to the advancement and growth of the

home care industry.

Remington’s Home Care Leadership Think Tank education provides a
broader exchange of knowledge and a greater understanding impacting care

at home.

More than 10,000 C-suite healthcare executives have benefited from The
Remington Report magazine and the Think Tank’s insights, education, and
strategic planning through multiple platforms, including summits, board

retreats, executive leadership programs, peer-to-peer networking groups,
and guided consulting.
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