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AGENDA: 
 

I. Welcome                                M. Buglino 

II. Review & Approve Minutes of Previous Meeting – Action Item                     M.  Buglino 

III. NYP/Queens Internal Audit Review                                D. Marsden 

IV. DY2-Q2 Quarter Close Progress                                                                                          S. Choudhury 

V. PPS Updates                                                                                                                          S. Choudhury 

VI. Primary Care Plan Revisions                                                                                                   A. Simmons  

VII. Population Health Management Roadmap – Action Item                                                        M.  Buglino 

VIII. Clinical Integration Strategy (Inclusive of Care Transitions Strategy) – Action Item             M.  Buglino 

IX. Finance Updates                                                                                                                       A. Simmons 

a. Value Based Payment Baseline Analysis – Action Item 

b. PPS Revenue & Expense DY to Date  

c. Payment #3 Timing  

X. Questions / Open Discussion   

XI. Adjourn 
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PLAN OVERVIEW 

Document Title: NYP/Q PPS Primary Care Plan  

Version 1.0 

Purpose: 

This document outlines the primary care plan for the NYP/Q PPS network to 
include processes for partner alignment, incentives, and expansion 
opportunities.  This strategy compliments the Population Health 
Management Roadmap of the PPS.   

Approving 
Committee: Clinical Integration Committee – Executive Committee  

Approval Date: TBD 
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Fundamental 1: Assessment of Current Primary Care Capacity, Performance and 

Needs, and a Plan for Remediating Need 
Ø PPS’s over-arching approach for expanding Primary Care capacity and ensuring the provision 

of required services (including, as appropriate, addressing gaps in Primary Care capacity) 

Ø How is the PPS working with community-based PCPs, as well as institution-based PCPs? 

 
The New York Presbyterian/Queens (NYP/Q) PPS considers primary care as a building block for 

transformation within a complex healthcare environment in order to increase network connectivity, 

maximize quality improvements, and increase patient access.  The PPS’ clinical integration strategy 

utilizes the concept of primary care to link multiple projects with similar deliverables, quality 

improvement needs, and engaged partners in order to increase efficiencies and outcomes.  The PMO 

strives to build a clinical network that is focused to providing the right care, in the right setting, at the 

right time by the most appropriate healthcare provider.   

As the PPS moved from clinical planning & strategy development to full clinical integration of project 

plans, the PMO completed network assessments to align partners with projects to ensure full commitment 

of project deliverables.  This commitment allows the PPS to align incentives with timelines and quality 

expectations which will enhance patient experience, increase access to the underserved Medicaid 

population, improve quality, and potentially reduce cost of care in the service area.  As a collaborative 

model, the NYP/Q PPS must be creative with tools and incentives in order to keep network partner 

commitments and ensure success of the program.  A well-developed plan of primary care transformation 

is an essential tool the PPS will use to maintain project commitments of our network providers.   

According to the community needs assessment (CNA), the service area of the NYP/Q PPS consists of 60 

clinics and 17 FQHC’s serving a population consisting of 43% Medicaid beneficiaries.  The projects 

selected by the PPS were based on the CNA and align primary care; these consist of 2.a.ii (PCHM), 3.a.i 

(PC:BH Co-location), 3.b.i (Cardiovascular), 3.d.ii (Pediatric Asthma), and 4.c.ii (Increase Access to HIV 

Care).  The PPS will utilize multiple partner types inclusive of free-standing primary care providers, 

facility-based primary care providers, FQHC’s, Health Homes, Article 28 clinics, behavioral health 

providers, and community based organizations to implement the project requirements of all projects.  All 

partner types are engaged in the governing structure, inclusive of clinical committees, and have direct 

lines of communication to the PMO via PAC meetings, committee meetings, onsite engagements, etc.   
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As the immediate needs to primary care access will be addressed with a number of the PCMH 

requirements, it is anticipated that the improvements to ED utilization will create additional access needs.  

The CNA cited 247,000 PPV’s which translates to an estimated 61,750 (25% reduction) additional 

outpatient visits for our provider network.   

   

An additional source, “New York State Health Workforce Planning Data Guide - 2013” published by the 

Center for Health Workforce Studies, reflects a deficiency of primary care providers in Queens County 

when compared to the New York State average.  Queens County has 98.4 Primary Care Providers per 

100,000 as compared to the NYS rate of 120.  This statistic is consisting among PCP’s, Physician 

Assistants, and Nurse Practitioners, which creates immediate needs of providers to increase primary care 

access.   

 

Table 1: Primary Care Physicians per 100,000[1] 

 Nassau Queens New York City New York State 

PCPs (includes 
Peds, Ob/Gyn) 

145.5 98.4 134.0 120.0 

Physician 
Assistants 

87.0 43.6 36.0 61.0 

Nurse 
Practitioners 

99.2 36.2 47.0 76.0 

 

Queens County has a large geography of federally designated HPSA areas including Corona, Jackson 

Heights, Woodside, Elmhurst, and Sunnyside. The NYP/Q PPS partner network was developed to ensure 

that partner organizations are distributed strategically across the service area and includes a HPSA 

designated FQHC, BrightPoint Health, and an Article 28 clinic, Jackson Heights. Based on a June 2016 

analysis by PCG for the NYS DSRIP program, the NYP/Q PPS has identified that in addition to an 

overall shortage of primary care providers in Queens County, there are a limited number of practitioners 

offering after-hours care (34.2%) and the average total care hours per week for a PCP is 29.  

 

 

 

                                                             
[1] Center for Health Workforce Studies. 2013. “New York State Health Workforce Planning Data Guide” Available 
at: http://chws.albany.edu/archive/uploads/2013/09/nys_health_workforce_planning_data_guide_2013.pdf  
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PCP Analysis Metric NYP/Q PPS Value 

Total # of Primary Care Providers (PCPs) in 

PPS 

244 

Total # of PPS’s network PCPs in the PNDS 237 (97.0%) 

Total # of PCPs participating in multiple PPS 175(71.7%) 

# of PPSs that a PCP Participates in: 

1 

2  

3  

4  

5 or more 

 

69 (28.3%) 

65 (26.6%) 

25 (10.2%) 

21 (8.6%) 

64(26.2%) 

% of PCPs Offering After-Hours Care 34.2% 

Average Total Care Hours (per PCP per week) 29 hrs. 

% of PCPs Accepting New Medicaid Members 93.7% 

Total PCPs w/PCMH 2011 Level 2 2 (0.8%) 

Total PCPs w/ PCMH 2011 Level 3 27 (11.1%) 

Total PCPs w/PCMH 2014 Level 2  2 (0.8%) 

Total PCPs w/ PCMH 2014 Level 3  4 (1.6%) 
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In order to meet the needs of this impact the PPS will utilize the following strategies to address gaps in 

care: 

• Expanding Primary Care Access at Behavioral Health Sites – The collaboration of primary care 

at behavioral health sites will immediately increase access to patients providing an additional site 

of care (right setting) and will build on existing relationships among providers at 9 clinics 

affecting over 15 primary care providers and 50 behavioral health providers.   

• Integrating Behavioral Health into Primary Care Sites – As with the expansion of primary care 

at behavioral health sites, the increased access of behavioral health visits will allow for patients to 

seek appropriate care by appropriate providers; therefore, increasing access in primary care 

provider schedules where the behavioral health patients were historically seen.   

• Implementing Open Access to Primary Care Sites – A PCMH Level 3 requirement is to offer 

open access scheduling to patients seeking care.  Our PPS has committed to 36 Primary Care 

Providers achieving this certification by DY3.  The implementation will increase access to 

appointments (same day or future dates), improve no-show rates, and diversify provider schedules 

in order to maximize clinical time of providers.   

• Engagement & Inclusion of Non-Physician Clinical Providers – Partners will be encouraged to 

utilize non-physician providers within their scope of practice in order to maximize practice 

efficiency and allow clinicians to work at the top of scope.  This strategy will increase access as 

well as align patient acuity with provider type for ongoing treatments.    

• Telehealth Program Development – Clinical leads will identify potential needs for telehealth 

programs based on the needs of the patient or providers to ensure access to providers across the 

continuum of care regardless of geographic location.  The telehealth analysis is currently 

underway to (1) Identify population & partner needs, (2) Outline partners involved to ensure an 

effective return on investment, (3) Review local and federal regulations, (4) Identify capital or 

operational funding potentials for installation, and (5) Plan for sustainability for years outside of 

the DSRIP program.  The PPS is focused to maximizing efforts by engaging specific providers 

and other PPS’s to review existing programs and discuss lessons learned. 

• Connection of Partners to IT Tools (RHIO & Population Health Management Tool) – A 

priority of the PPS is to align providers with RHIO connectivity as well as provide them with IT 

tools that will help increase connectivity and communication among providers.  The RHIO Pilot, 

which provides funds flow incentives to providers, ensures connectivity, and provides the primary 

care provider with information about the patient care that will ensure a time effective encounter 

and clinical planning.  Allscripts Care Director (ACD) is the Population Health Management Tool 

approved for the PPS to create an alert system partnered with a care coordination best practice in 

order for primary care providers to be well informed of their patient facility-based activity (ED & 
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inpatient).  The tools along with care coordination strategies will build on the primary care 

concepts to result in additional access to those we serve.   

• Conducting Gap Assessment Periodically – The PPS is committed to ongoing analysis of our 

network and community needs and will utilize our governing process inclusive of the PAC 

committee to complete periodic assessments focused to primary care gaps (patients and 

providers). According to the studies by the Center for Health Workforce in 2013, Queens borough 

had significant low number of PCPs, Physician Assistants and Nurse practitioners compared to 

rest of the other boroughs and counties.   

The PPS will conduct further analysis in ongoing basis which will provide valuable network information 

on access and quality to address patient and partner needs for future engagements or program 

developments.    

Fundamental 2: Primary Care Expansion, Practice and, Workforce 
Transformation to Support Training and Technical Assistance 

Ø What are your PPS’s plans for working with Primary Care at the practice level, and 

how are you supporting them to successfully achieve PCMH/APC? Resources could 

include collaboration, accreditation, incentives, training/staffing support, practice 

transformation support, central resources, vendors to support key activities, additional 

staffing resources, etc. 

Ø How is your PPS working to ensure that existing statewide resources for technical 

assistance are being leveraged appropriately? 

 

The NYP/Q PPS contracted with HANYS (Healthcare Association of New York State) to provide 

implementation services for PCMH certification across the provider network.  The consulting group 

focuses to achieving 2014 Level 3 status for 36 primary care providers inclusive of community-based & 

institution-based providers.  The HANYS team developed a rigorous timeline with PCMH and DSRIP 

deliverables to meet all expectations and works hand-in-hand with our network providers to achieve 

deliverables.  Along with consultative services, our network providers also have access to the HANYS 

team to problem-solve PCMH integration needs to ensure a custom approach to clinical integration of this 

program.  HANYS also provides Physician Champion training & engagement opportunities, and staff 

training based on the needs of the PPS & clinical providers.   

Along with the practice transformation support, the NYP/Q PPS built the funds flow model to incentivize 

primary care transformation inclusive of PCMH transformation and engaged patient activity.  The model 
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rewards providers for achieving 2014 Level 3 status as well as provides incentives to partners for meeting 

engaged patient definitions for all primary care aligned projects.   

The PMO team is partnering with other PPS’s and engaging in non-DSRIP state-wide strategies to ensure 

full understanding of opportunities related to DSRIP clinical integration and communicates findings or 

opportunities to network partners utilizing a PPS website, network emails, committee meeting agenda 

items, PAC updates, and Town Hall agenda items.  Examples of resources utilized by the PPS include:  

NYC REACH, NCQA Website tools, HANYS PPS Leadership forum, GNYHA All PPS meetings, HIV 

Statewide workgroup, etc.   

Fundamental 3: PPS Strategy for How Primary Care will play a Central Role in 
an Integrated Delivery System 

Ø How will the PPS strengthen the continuum of Primary Care and ensure meaningful 

linkages to necessary secondary and tertiary services? 

Ø How is Primary Care represented in your PPS’s governance committees and structure 

and clinical quality committees?  

The NYP/Q PPS chose project 2.a.ii – Implementation of PCMH versus project 2.a.i – Implementation of 

an Integrated Delivery System (IDS) with a collaborative care model to focus the impact of the DSRIP 

program.  Although the PPS is not integrating an IDS, the vast majority of the PCMH deliverables align 

with the IDS strategy.  Such strategies include,  (1) Establishing comprehensive services across the 

continuum of care, (2) Ensuring clinical integration to patient focused care, (3) Mapping proper 

geographical coverage of providers, (4) Standardized care utilizing industry best practices and/or 

evidence based medicine approaches, (5) Performance measuring and management of quality and 

finances, (6) Innovative culture for governance and leadership, (7) Information Technology infrastructure, 

and (7) Physician engagement & integration.    

The PPS is committed to strengthening the continuum of primary care and ensuring linkages to secondary 

and tertiary services utilizing the following tactics: 

• RHIO Connectivity – The PPS leadership considers Healthix a critical partner in the DSRIP 

program for healthcare connectivity transformation.  A key tactic of ensuring connectivity for the 

continuum of care is access to vital records for patient coordination and planning.  The PPS 

developed a RHIO pilot to provide incentives to providers for RHIO connectivity and 

incorporates RHIO expectations into each project integration.   

• Behavioral Health Access – The co-location of behavioral health providers into primary care 

clinics will allow the clinical teams to address:  Primary prevention which focuses to target 

individuals at high-risk for developing a disorder, secondary prevention that seeks to diagnose 
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mental health conditions in their early stages, and tertiary prevention which focuses to the 

reduction of negative impacts due to the condition.  The behavioral health and primary care 

projects implement screening, training, and best practice utilization focused to ensuring access to 

the behavioral health community.   

• Implementation of Cureatr – The PPS is implementing the IT tool Cureatr which will provide 

event notifications to Care Coordinators, and primary care providers located at primary care 

practices, notifying them of their patients’ visit to an emergency department, or inpatient 

admission.  The tool will prompt the coordinators to perform patient outreach and ensure 

connectivity to primary, secondary, or tertiary services.    

• Care Coordination Training – The Workforce Training Strategy defined by the PPS outlines 

specific care coordination training which will ensure primary care engagement and access to 

levels of care based on the acuity of each patient.  The training will be funded by the workforce 

training budget and offered to all partners.  The PPS in collaboration with GNYHA has already 

conducted care coordination training in June, 2016, which was attended by staff from private 

primary care providers, Article 28 clinics, and FQHC’s. 

• Aligning Incentives with Evolving Funds Flow Models – The PPS leadership understands that 

the DSRIP network will evolve over time and therefore so should the funds flow model.  The 

leadership is committed to updating the funds flow / incentive models to align with primary care 

deliverables and ensure engagement of all provider types.   

• Implementation of PPS Best Practices & Evidence Based Medicine Protocols – All project 

committees have clinical representation that recommends best practices or evidence based 

medicine protocols to align with the desired outcomes of the project.  The practices or protocols 

are used as engagement tools with each partner based on the quality outcomes as analyzed by the 

Rapid Cycle Evaluation team.   

The NYP/Q PPS developed a collaborative governing system that offers committee appointments to all 

provider types based on their project commitments.  Each provider is given the opportunity to join 

committees based on their interest or process of clinical implementation.  Primary care providers are 

members of both organizational and project committees to ensure direct input into the ongoing evolution 

of the PPS.   
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Fundamental 4: PPS Strategy to Enable Primary Care to Participate Effectively in 
VBP 

Ø How will key issues for shifting to VBP be managed? (e.g., technical assistance on 

contracting and data analysis, ensuring primary care providers receive necessary data 

from hospitals/emergency departments (EDs), creating transition plans, addressing 

workforce needs and behavioral health integration) 

As described in previous sections, the NYP/Q PPS is a collaborative model, and will develop a VBP 

strategy and roadmap based on the foundation of engagement, education, and state resources.  The PPS 

leadership, as advised by legal counsel, must refrain from gathering managed care proprietary 

information, providing managed care negotiation advice, or sharing any confidential materials as outlined 

by federal regulations.  The PMO team is partnering with the NYP PPS on Value Based Payment to 

outline the strategy and roadmap.  The VBP PPS survey is currently in process for all partners and will 

define the next steps of developing an education based strategy for roll-out.  It is anticipated the following 

items will be offered to the network to assist in the move to VBP: 

• Educational Opportunities – The PPS training strategy outlines a VBP educational program that 

will focus to the needs of VBP, overall strategies of beginning VBP, etc.  Such training 

opportunities will be identified utilizing the partnership with the 1199 Training & Education 

Fund.   

• Partner Quality Analysis – The Rapid Cycle Evaluation Unit will provide partners quality based 

summary details based on their internal strategies for risk based contracting.  The RCE team will 

not provide advice on negotiations but will provide summary level data based on data sets 

received from the DSRIP program.   

• State-Wide Resources – The PPS will continue to provide partners with state resources focused to 

VBP to include learning symposiums, emails, and or webinars.   

Fundamental 5: PPS Funds Flow support Primary Care Strategies 
Ø What resources are being expended by your PPS to support PCPs in DSRIP? 

The current funds flow model of the NYP/Q PPS incentivizes primary care providers to engage utilizing 

multiple facets.  The funds flow allows for reimbursement for non-covered services based on project 

commitments, revenue loss based on project implementation, incentives for engagement in non-revenue 

generated or impacted items such as RHIO Pilot, MAX series, TOM series, or the state-wide HIV 

collaborative, incentives for the completion of project deliverables such as PCMH 2014 Level 3 

certification, and incentives for reporting of engaged patients based on the DSRIP definitions.  Primary 
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care providers have multiple incentives with the funds flow model based on their commitments to the 

DSRIP projects. 

The funds flow model was built utilizing a zero based budgeting process per project to ensure incentive 

alignment with project requirements and quality metric outcomes. The budget process included 

administrative overhead, revenue loss, non-covered services, contingency, workforce, and incentive 

payments for all network partners. The budget is used as an accountability tool to ensure compliance with 

budget category percentage commitments that were outlined by the PPS in the DSRIP application 

process. Incentive payments for partners are aligned with the biannual DSRIP payments to the PPS. To 

date, the NYP/Q PPS has paid out $515,000 to partners.  

The primary care providers also have access to the PPS training program, which allocates the $517,000 

dedicated to workforce spending based on clinical needs.  Primary care providers and their staff have 

access to multiple training opportunities offered with in person or webinar options to ensure no 

interference with clinical activity.  The Healthstream tool has been purchased by the PPS to provide web-

based access to all providers for a robust database of healthcare education ranging from cultural 

competency & health literacy to clinical safety.  Primary care providers will have access to online training 

as well as staff completion reports for ongoing competency reviews and staff development.   

The PPS is committed to the ongoing development of the funds flow model based on the dynamics of the 

DSRIP program and to offering services to partners that are not directly categorized as “incentives” but 

should be recognized as value add to their practices such as training programs, PMO support, access to 

state-wide initiatives, etc.  

Fundamental 6: PPS Progression towards Integrating Primary Care and 
Behavioral Health   

Ø This would include both collaborative care and the development of needed 

community-based providers. 

The NYP/Q PPS has identified all sites of care that will integrate primary care and behavioral health.  The 

PPS has selected both integration of primary care into behavioral health (Model 1) and integrating 

behavioral health into primary care (Model 2). The locations include a combination of community based 

providers as well as institution based providers and allow for access points at varying geographical areas 

based on the needs of the community. Additionally, the PPS has chosen a pediatric site to co-locate 

primary care and behavioral health services to address the largely unmet needs of pediatric behavioral 

health in the community.   

In collaboration with the partners of the integrated sites, the PPS is assisting with: 
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• PCMH Certification – The PPS is collaborating with HANYS Solutions, as described in previous 

sections, to assist primary care network partners in achieving PCMH 2014 Level 3 certification 

by DY3. The PPS has included the primary care integrated sites in the HANYS Solutions 

transformation process to ensure that all requirements are met; these sites include both adult 

primary care practices as well a pediatric primary care practice.  

• Substance Abuse Screening – The PPS has contracted with CBO partner, Elmcor, to develop a 

curriculum for substance abuse screening in the primary care setting. The PPS is engaging 

primary care and mid-level practitioners at partner sites to engage in training specific to substance 

abuse screening for patients.  

• Billing Requirements – The PPS has engaged internal legal counsel to assist with determining 

the proper billing procedures for the integrated sites of care. The PPS is utilizing the guidance 

from DOH/OMH to ensure that billing will be completed properly and meet all regulatory and 

legal criteria.  

• Capital Needs– The PPS is collaborating with partners to plan for any site specific capital needs 

including construction requirements, CON documentation, etc. Although the PPS was not 

awarded capital funding, it is working with each integrated location to ensure proper regulatory 

structure in order to maximize patient access and partner engagement. 

• Recruitment – The PPS is working with partners to identify recruitment needs for the integrated 

sites. The PPS is currently in the process of facilitating collaboration between partners to staff 

primary care and behavioral health physicians at reciprocal sites. Any recruitment needs that 

cannot be filled through this process will be escalated to the workforce committee to provide 

assistance where available.     
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PLAN OVERVIEW 

Document Title: NYP/Q PPS Population Health Management Roadmap 

Version 1.0 

Purpose: 
This document outlines the PPS Population Health Management roadmap that 
includes a comprehensive strategy and action plan for tool use to manage the 
patient population associated with the network of partners.   

Approving Committee: IT Committee – Clinical Integration Committee – Executive Committee  

Approval Date: TBD 
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OVERVIEW 
The NYP/Q PPS includes over 134 network partners covering the service area of Queens County representing 

33 of the 52 zip codes in the borough.  These partners represent the full healthcare spectrum, including 

homecare, post-acute care, hospice, pharmacies, behavioral health and substance abuse, primary care, and 

community based organizations. Nine projects including primary care, behavioral health, long term care, 

palliative care, asthma, cardiovascular, and HIV were selected based on the needs of the community we serve.  

 

Healthcare reimbursement and clinical expectations are changing and the DSRIP program outlines clear 

expectations focused to reduced utilization of hospitals to include admissions, re-admissions, and emergency 

department utilization.  The DSRIP initiative along with other local and federal initiatives have focus to 

combine clinical efforts for team based care, establish or expand care coordination, and to implement or 

maximize IT infrastructure and tools for true population health management.  

 

The goal of population health management (“PHM”) is to keep a designated patient population as healthy as 

possible while increasing access to preventative processes, decreasing utilization of unnecessary diagnostic 

testing, and decreasing utilization of hospital based services such as inpatient and emergency department.  The 

focus of PMH is not just to reduce cost and improper utilization but to change the healthcare model from sick 

care to preventative care.  A robust PHM strategy is dynamic and allows for ongoing modifications due to 

changes in health conditions and partner networks in order to address the preventative and chronic care needs of 

the designated population.   

 

A single healthcare organization is not capable of performing a comprehensive population health management 

strategy to address health disparities along with the social and environmental factors; therefore, the NYP/Q PPS 

will develop a systemic approach utilizing the DSRIP partner network.  The PHM model will utilize existing 

clinical strategies along with the implementation of the nine approved DSRIP clinical programs to accomplish a 

PHM program that supplies proactive preventative as well as chronic care while maintaining constant contact 

with a defined patient base.  The PMH model will highlight (1) primary care physician roles and responsibilities 

to maximize the scope of clinicians, (2) importance of patient accountability and activation in their personal 

care, (3) establishing or expanding care coordination provided through wellness, disease and chronic care 

management programs, and (4) connectivity and utilization of electronic tools to improve communication and 

access to patient records.   
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KEY STAKEHOLDERS  
 

ROLE RESPONSIBILITY 
Lead Entity (NYP/Q) Establishing the strategy & processes for DSRIP network population health 

management  
PPS Project Management 
Office 

Maintaining staff focused to PHM strategies and processes 
Establishing reporting policies & expectations  
Gathering data elements & reporting to NYS and partners  
Monitoring use & compliance of partners with policies  
Data warehousing of partner performance data  
Ongoing reporting to Clinical Integration & Executive Committee 

PPS Clinical Integration 
Committee 

Oversight of clinical workgroup integration  
Approvals of PHM processes or strategies  
Reporting to the Executive Committee  

PPS Executive Committee Oversight of the PMO processes 
Chair accountable to the Lead Entity for ongoing updates 

PPS Network Partners  Partner to implement the PHM strategy specific to the needs of their practice 
and patient base 
Identify risks or concerns regarding the PPS process  
Directly communicate with the PMO regarding data & reporting processes  

 

MILESTONES 
 

This strategy & accompanying policies will address the following milestone: 

Milestone #1:  Develop population health management roadmap  

Minimum Standards: 

• IT infrastructure required to support a population health management approach, such as the creation of a 
population health dashboard based on available data sets and registries 

• Plans for achieving PCMH 2014 Level 3 certification in relevant provider organizations, such as by 
using a learning collaborative for the necessary training and support to attain PCMH certification 

• Identify priority target populations and define plans for addressing their health disparities by 
establishing goals that reflect the State of New York’s Prevention Agenda 

• List of PCMH 2014 Level 3 certified provider organizations 
• Screenshots of the IT systems used to support the population health roadmap 
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COMMUNICATIONS & ROLL-OUT PLAN 
 

The PMO and the DSRIP IT Project Manager will take a proactive role in ensuring effective communications 
on this strategy.  The PPS will focus to utilize existing communication sources, sited in the Communications & 
Engagement Plan, to maximize efforts currently in place.  If project information is communicated via secure 
means or through internal company resources, all stakeholders, internal and external, must have the necessary 
access to receive project communications.   

The Project Management Office will partner with the network through the clinical workgroups as well as 
individual encounters to implement the PHM strategy and processes. The strategy will be managed utilizing the 
following tools:   

• Performance Logic  
• Population Health Management Tool (Allscripts / Curerator)  
• Engagement in committee meetings & workgroups  
• Rapid Cycle Evaluation Unit 

It is critical that communications and roll-out for our network is efficient and effective to ensure partner 
engagement and use of products developed.  The PMO management team will perform continuous outreach to 
partners for feedback on the process, tools, reports, and data for ongoing updates.  
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POPULATION HEALTH MANAGEMENT STRATEGY 
 

A Population Health Management strategy is imperative to the success of the PPS DSRIP program to align 
clinical integration strategies with expectations of quality improvements and infrastructure development all 
focused to developing a high-value multi-faceted network.  Patient Centered Medical Home, hospital re-
admission reduction strategies, prevention programs, value based payment transformation, and IT infrastructure 
investing are just a few PPS corresponding initiatives dedicated to a pre-identified group of patients.   

The NYP/Q PPS network of partners as well as selected projects were concentrated in primary care & 
behavioral healthcare, cardiovascular, asthma, HIV, and long-term care projects with a plan to concentrate a 
PHM strategy to make sizable impacts to the patient population.  The governing process of the PPS has been 
developed to engage multiple partner types to develop a patient-centered approach to care models to overlap 
existing programs and establish partner relationships.  A right-sized PPS along with existing partner 
relationships will permit a PHM approach targeted to patient outcomes that align with clinical projects and 
state-wide initiatives.  A defined patient group will ensure the following: 

• Stratification of Patient Populations for Targeted Interventions 
• Ability to Provide a Wide-Spectrum of Services Maximizing Partner Engagement  
• Encourage Team Based Care  
• Set Expectations of Best Practice Standards or Evidence Based Medicine Protocols  
• Implement Care Management Interventions Based on Desired Outcomes  
• Establish Performance Reporting Expectations for Identified Populations 
• Implement IT Infrastructure to Increase Communication & Care Coordination   

The pre-defined patient population along with a defined population health management strategy will align 
clinical integration with quality based outcomes.  The roadmap contains core components as building blocks to 
achieve the triple-aim of healthcare transformation.  The core components are  

(1) People Centered Foundation 

(2) Patient Centered Medical Home 

(3) High Value Network 

(4) Population Health Informatics & Technology 

(5) Governance & Operations 

(6) Payer Relationships.   

The combination of the six core components will outline the PPS, partner, and payer expectations and ensure 
alignment of strategies for long-term sustainability for the Medicaid population.   
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People Centered Foundation 
Ø Methods to enhance patient education and access to care.  
Ø Protocols and processes to help patients get the right care at the right place and time, taking into 

consideration specific patient needs.  
 

Patient Centered Medical Home Strategy  
Ø A network-wide capability to deliver comprehensive, high value primary care services that meets Triple 

Aim goals. 
Ø Coordinated care for comprehensive & personalized care. 
Ø Clinicians practicing at the top of their license. 
Ø Full engagement of the patient & family in the continuum of care. 

  



 

Page | 8  
 

Committed DSRIP PCMH Conversion Sites 
The following network providers have committed to the 2.a.ii project for PCMH transformation.  The HANYS 
consulting group has engaged all providers in multiple cohorts to allow for a staged roll-out to ensure Level 3 
certification by March 31, 2017.   

Practice Name # of Providers 

ACC (Residency Site) 3 
Jackson Heights 4 
TLCC (Residency Site) 6 
Jose Quiwa 1 
Ma Jesus Calagos MD 1 
Brightpoint Health (Project Samaritan/HELP/PSI) 3 
Community Health Network (FQHC) 14 
Advanced Pediatrics PC 3 
Total Providers 36 
Total Speed & Scale Commitment 36 

 

PPS Implementation Support  
The NYP/Q PPS contracted with HANYS (Healthcare Association of New York State) to provide 
implementation services for PCMH certification across the provider network.  The consulting group focuses to 
achieving 2014 Level 3 status for 36 primary care providers inclusive of community-based & institution-based 
providers.  The HANYS team developed a rigorous timeline with PCMH and DSRIP deliverables to meet all 
expectations and works hand-in-hand with our network providers to achieve deliverables.  Along with 
consultative services, our network providers also have access to the HANYS team to problem-solve PCMH 
integration needs to ensure a custom approach to clinical integration of this program.  HANYS also provides 
Physician Champion training & engagement opportunities, and staff training based on the needs of the PPS & 
clinical providers.   

Along with the practice transformation support, the NYP/Q PPS built the funds flow model to incentivize 
primary care transformation inclusive of PCMH transformation and engaged patient activity.  The model 
rewards providers for achieving 2014 Level 3 status as well as provides incentives to partners for meeting 
engaged patient definitions for all primary care aligned projects.   
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Care Management Strategy  
According to the Center for Healthcare Strategies, Inc. (CHCS) a Care Management Strategy is a system that 
applies systems, science, incentives, and information to improve medical practice and assist consumers and 
their support system to become engaged in a collaborative process designed to manage medical/social/mental 
health conditions more effectively.  The NYP/QPPS will utilize the Care Management Framework published by 
CHCS (Attachment B) as a guide to align clinical and operational strategies to ensure effective planning and 
implementation to build a high value network.  The components of the framework include: 

ü Identification / Stratification / Prioritization  
ü Intervention  
ü Evaluation  
ü Payment / Financing 

The clinical integration strategy outlines processes that will support the components of Identification / 
Stratification / Prioritization, Evaluation, and Payment / Financing and this section will outline concepts 
associated with Intervention.     

Utilizing the framework the PPS clinical leadership will be able to connect acute care, PCMH, and post-acute 
care activities to manage each patient across the continuum of care regardless of location or partner.  The key 
principle is to provide adequate tools and resources to the network and align strategies of quality improvements 
through engagement, communication, and incentives.  The NYP/Q PPS established the DSRIP network based 
on key needs of patients with existing partners to maximize efforts and build on existing synergies.  This 
principle allows for immediate and increased activities of the network for Information Technology, 
Performance Reporting, Rapid Cycle Evaluation, and Best Practice Utilization to ensure appropriate care, in the 
appropriate setting, by the appropriate provider, and with the appropriate tools.   
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The care management strategy aligns patients with providers and providers with providers regardless of location 
utilizing tools, resources and programs.  Care coordination with connectivity and notifications as well patient 
access to primary care and behavioral health will allow the PPS to build a system of care management that 
crosses the continuum of care.  The strategy includes: 

Ø High Risk Patient Identification & Tracking  
Ø Patient Event Notifications  
Ø Care Planning  
Ø Discharge Planning 
Ø Care Coordination  
Ø Referral Management 
Ø Medication Reconciliation  
Ø Co-Location of Primary Care & Behavioral Health  
Ø Wellness Screening  
Ø INTERACT Implementation  
Ø RHIO Connectivity  
Ø Electronic Health Record Implementation  
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Identification / Stratification / Prioritization   
The NYP/Q PPS has defined a targeted population health strategy to allow focused attention to clinical 
integration and quality outcomes with the resources available in the DSRIP program in order to address 
disparities.  The ability to target patients and providers with clinical strategies and dedicated resources will 
ensure the success of quality outcomes and the ability to move to a sustainability model utilizing the value-
based payment methods.  The ability to track a pre-defined population allows the PPS to be proactive in 
strategies and interventions and to complete risk-stratification and planning based on the trends of the defined 
population.  This will allow the high value network to be nimble in their clinical integration and make rapid and 
ongoing changes based on the needs of the pre-defined patient population.   

In order to maximize efforts of all projects, the PMO team, through the PCMH integration process, has 
established expectations to align the pre-defined population with the three chronic conditions identified for the 
level 3 certification.  As each practive has the ability to choose based on their individual practice needs, we are 
encouraging the alignment across the PPS to build synergy and the ability to provide population health tools to 
enhance their PCHM practices.  The PCMH analysis process is currently underway with HANYS and it is 
anticipated the three chronic conditions sponsored by the PPS are cardiovascular, diabetes, and smoking 
cessation.     

The conditions sponsored by the PPS align with the PCMH Level 3 certification as well as the findings of the 
Community Needs Assessment.   
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High Value Network  
Ø Development of a diversified network consisting of clinical & non-clinical providers focused to the 

advancement of the care continuum. 
Ø Implementation of performance reporting and process improvement initiatives aligned with clinical 

integration.  
 

The NYP/Q leadership team strategically developed the network of partners during the attribution process with 
the intent to focus the network to those providers who bring high quality care, have existing relationships with 
the hospital system, or showed interest based on existing strategies which aligned with the PPS deliverables.  
The network is focused to long-term care, primary care, behavioral health, asthma, cardiovascular, and HIV 
strategies and represents a wide variety of clinical & non-clinical providers across the continuum of care.  The 
ability to develop a network with direct attention to a focused patient population enables a system of 
concentrated efforts, robust tool utilization, and ease of patient tracking across partners.   

Access to the MAPP & Salient partner based quality data 
provides the PMO Rapid Cycle Evaluation team 

(concept in development) the ability for ongoing quality 
analysis of partners focused to process improvement 

efforts, risk identification of providers, partner 
engagement for best practice utilization, and escalation 
of concerns to the appropriate governing committees.   

The Performance Reporting process, as outlined in the 
Performance Reporting strategy, will track partner 
progress of quality metrics aligned with committed 
projects.  Partners will be stratified by risk categories 
according to the quality outcome expectations of the 
NYS DOH (improvement over self – based on the 
measurement year).  The quality review will focus to 

ongoing development of our high value network utilizing Salient quality data, project performance data, and 
engaged patient activity data.  The combination of quality data and operational requirements will clearly outline 
partner expectations in order to develop action plans for continuous network development.   

The analysis and risk stratification of partners will develop tools needed to influence the additional factor of 
developing a high value network:  establish funds flow criteria to incentivize value.  Performance metrics will 
play a key role in the evolving funds flow model of the NYP/Q PPS.  The current model incentivizes 
engagement, reporting, project requirements, and patient impact and will include quality based outcome 
incentives with Phase II of the model.  Funds Flow Phase II is anticipated to begin development mid-DY2 
dependent on the release of NYS DOH accurate quality data at the network provider level.  This will be a task 
of the PMO Finance team and Finance Committee alongside the Clinical Oversight Committee to align clinical 
integration – quality – outcomes – and funding.   



 

Page | 14  
 

Population Health Informatics & Technology   
Ø A technology infrastructure to support delivery of high value care and to provide the reporting and 

analytical capabilities required to measure these services. 

The development of informatics tools focused to population health management is critical in the success of the 
PPS as partners and patients need access to tools to access information, communicate, track, and trend 
healthcare activity.  The PPS is committed to the installation of tools to manage the PPS attributed patient 
population.  The Population Health Management Tool Utilization Guidelines approved June 9, 2016 outlines the 
PPS expectations for the following PHM tools: 

 

Allscripts Care Director – The ACD tool brings value to a multi-faceted PPS with complex projects and 
patients by ensuring offering the following: 

Ø Risk scoring functionality - facilitate the management of high risk, high utilization and chronically ill 
patients. 

Ø Care coordination functionality - facilitate care coordination through the use of the assessments and the 
care plans to track measureable goals and interventions. 

Ø Transitions of Care - coordinate transitions of care between all care settings including home care, 
physician practices, post-acute care facilities, community services and hospitals. 

The NYP/Q PPS partners will be expected to use the PHM tool to support the following goals; 

Ø Identify and manage at-risk patients 
Ø Improve transitions of care 
Ø Reduce potential re-admissions 
Ø Decrease redundancies 
Ø Connect care settings 

The NYP/Q team will also use the ACD tool as the source for sending and receiving appropriate patient 
information from the RHIO, such as client event notifications (Alerts) related to admission, discharge or 
transfer information. The tool will support the NYP/Q goals for analytics through the aggregation of patient 
data across multiple health information resources. The analysis of captured data will facilitate an actionable 
patient record which will allow providers (Care Coordinators) to improve clinical outcomes. 

The NYP/Q DSRIP team will launch Phase 1 of ACD to its internal DSRIP staff in June 2016. The 2nd phase of 
the implementation will progress into August of 2016. During the 2nd phase of the implementation, the 
appropriate partners will be identified, trained and provided with the policies and expectations for use of the 
system, to support DSRIP requirements. 
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Cureator –  
In addition to the implementation of the Population Health Management system, Allscripts Care Director, the 
PPS will also implement Cureatr.  This web-based mobile application is used to support data exchange, secure 
text messaging and clinical event notifications. By leveraging the available tools, providers across the PPS will 
be able to impact patient outcomes.  

The main tool within the Cureatr application that will be used to support population health and impact outcomes 
is the Client event notifications. By leveraging the CENs, providers will be able to close care gaps, improve 
outcomes and reduce hospitalization. The Cureatr generated clinical event notifications will increase provider 
awareness and stimulate collaborative decision-making by automatically alerting providers of healthcare events 
that occur within a defined patient population. Specifically, Cureatr notifies providers about patient care 
transitions in real-time and connects them across settings to coordinate care. Once the notification are received, 
providers using the application can communicate with the appropriate care team members using secure text to 
exchange necessary patient information and further coordinate care.   

Providers with a Cureatr account will also be able to receive the alerts on the smart phones or within the desktop 
app. Integration with this application is supported by certain required resources and tools such as signed data 
exchange agreements, HIPAA Consents, ADT feeds, and EMR integration along with staff trainings.  The PPS 
plan is to collaborate with the vendor (Cureatr) to engage, integrate, train and provide access to the appropriate 
downstream partners. Some of the additional steps needed to implement and configure the application include 
the following: 

• A PPS patient roster indicating all individuals whose care events will be monitored 
• A trigger event, such as registration of a patient to an ED or inpatient service 
• A payload of content to be delivered in a notification message, including patient demographics, 

encounter site, date and time of trigger event, and potentially additional clinical information 
• A delivery mechanism, such as automated email, fax, or EHR message generation; and, a recipient, 

such as a durable provider or care manager who may subsequently impact care delivery and care 
resource allocation 
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Cureatr System Design Overview
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Governance & Operations 
Ø The administrative functions needed to efficiently operate and manage the various components of the 

clinically integrated network and to meet reporting and compliance requirements. 
 

The NYP/Q PMO will partner with the IT Committee & the Clinical Integration Committee as well as each 
clinical workgroup leader to implement the population health management roadmap alongside the clinical 
integration of all projects to align incentives and maximize partner efforts.  The PHM process will be managed 
by a Population Health Manager housed in the Project Management Office who will focus to clinical integration 
of projects alongside the construction of a Rapid Cycle Evaluation Unit (RCE).  The RCE will provide the PH 
Manager the ability to rapidly access and analyze data in order to update the PHM strategy based on quality 
outcomes or patient needs.   

 
The PMO staff will work alongside the clinical workgroups with direct reporting accountability to the Clinical 
Integration Committee.  All revisions to the strategy or processes will be approved by the IT Committee, 
Clinical Integration Committee as well as the Executive Committee.    
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Payer Partnerships 
Ø The relationship between the network and payers needs to create and operationalize mutually beneficial 

agreements that incent and support delivery of efficient, patient centered high quality care. 

The alignment of the population health management strategy with a well-defined payer strategy is critical to the 
sustainability of clinical programs focused to improvements.  The historic fee-for-service programs have limited 
the transformation of healthcare programs due to coverage limits and lack of provider engagement focused to 
quality outcomes.  Population health is a key factor of developing a financially sustainable model that will 
evolve the healthcare of a community while engaging high-value networks with defined expectations of clinical 
outcomes.   

The NYP/Q PPS is a collaborative model and will develop a VBP strategy based on the foundation of 
engagement, education, and state resources to align with the Population Health Management Roadmap.  The 
PPS leadership, as advised by legal counsel, must refrain from gathering managed care proprietary information, 
providing managed care negotiation advice, or sharing any confidential materials as outlined by federal 
regulations.  The PMO team is partnering with the NYP PPS on Value Based Payment to outline the strategy 
and roadmap.  The VBP PPS survey is currently in process for all partners and will define the next steps of 
developing an education based strategy for roll-out.  It is anticipated the following items will be offered to the 
network to assist in the move to VBP: 

Ø Educational Opportunities – The PPS training strategy outlines a VBP educational program that will 
focus to the needs of VBP, overall strategies of beginning VBP, etc.  Such training opportunities will be 
identified utilizing the partnership with the 1199 Training & Education Fund.   

Ø Partner Quality Analysis – The Rapid Cycle Evaluation Unit will provide partners quality based 
summary details based on their internal strategies for risk based contracting.  The RCE team will not 
provide advice on negotiations but will provide summary level data based on data sets received from the 
DSRIP program.   

Ø State-Wide Resources – The PPS will continue to provide partners with state resources focused to VBP 
to include learning symposiums, emails, and or webinars.   
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Attachment A 

IT Tool Screenshots 
This screenshot represents the assessment template for the Hospital- Home Care Project.  
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This screenshot represents the assessment template for the NYPQ Inpatient avoidance program for SNF (INTERACT) 
programs.  
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This template represents the Care Transition for SNF residents Assessments.  

 

This screenshot represent the designated Care Plan template which will be used to support care coordination.  

 

 

All the information included in these screenshots was created using test data.  
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Allscripts Care Director (ACD) Screenshot



 

Page | 24  
 
IT Tool Design Overview:
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Attachment B 
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Care Management Framework
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OVERVIEW  

The NewYork-Presbyterian/Queens PPS (NYP/Q PPS) is utilizing the DSRIP program to create 

a clinically integrated system of partners to achieve the triple aim and improve the health of the 

Medicaid population. The PPS has completed a Clinical Integration Needs Assessment, which 

guided the creation of the Clinical Integration Strategy. The PPS’ clinical integration strategy 

utilizes the concept of primary care to link multiple projects with similar deliverables, quality 

improvement needs, and engaged partners in order to increase efficiencies and outcomes.  The 

PMO is building a clinical network that is focused to providing the right care, in the right place, 

at the right time, by the most appropriate healthcare provider.  The NYP/Q Clinical Integration 

Strategy will be the key instrument utilized by the PPS and PMO for project implementation, 

network development, and organizational development. The strategy includes primary care 

transformation, PCMH Level 3 Certification, care transition, integrated primary care and 

behavioral health models, and long-term care, as well as plans for monitoring quality outcomes 

and performance reporting with the help of integrated technology.   

PPS GOVERNANCE  

The NYP/Q PPS leadership team strategically developed the network of partners during the 

attribution process; the intent was to focus the network to those providers who bring high quality 

care, have existing relationships with the hospital system, and/or showed interest based on 

existing strategies which align with PPS deliverables. The network is comprised of both clinical 

and non-clinical providers across the care continuum that are focused to long-term care, primary 

care, behavioral health, asthma, cardiovascular, and HIV strategies..  

The PPS has established a committee structure within the collaborative contracting model for the DSRIP 

program, with each clinical committee comprised of representatives from the PPS lead entity, NYP/Q, 

and PPS partner organizations. These committees research, review, and recommend best practices to the 

Clinical Integration and Population Health Management committee for review and approval. Each 

committee is led b a  chair and co-chair and the Clinical Integration and Population Health Management 

Committee is comprised of the chairs from each of the clinical sub-committees in addition to a 

representative from the PPS RHIO partner, Healthix.  The Clinical Integration Strategy aims to identify 
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best practices and methodologies to create and maintain a clinically integrated system and reduce 

identified gaps and risks from the Clinical Integration Needs Assessment.  

KEY STAKEHOLDERS 

ROLE RESPONSIBILITY 
Lead Entity (NYP/Q) • Establish the strategy & processes for DSRIP network clinical 

integration  
PPS Project 
Management Office 

• Maintainstaff focused to clinical integration strategies and 
processes 

• Establish reporting policies & expectations  
• Gather data elements & reporting to NYS and partners  
• Monitor use & compliance of partners with policies   
• Data warehousing of partner performance data  
• Ongoing reporting to Clinical Integration & Executive 

Committee 
PPS Clinical Integration 
Committee 

• Oversight of clinical workgroup integration  
• Approvals of clinical integration processes or strategies  
• Report to the Executive Committee  

PPS Executive 
Committee 

• Oversight of the PMO processes 
• Chair accountable to the Lead Entity for ongoing updates 

PPS Network Partners- 
clinical   

• Partner to implement the clinical integration strategy specific 
to the needs of their practice and patient base 

• Identify clinical gaps of patient care needed to improve 
quality outcomes  

• Communicate with the PMO regarding data & reporting 
processes  

• Attend workgroup or committee meetings as defined by the 
PPS  

PPS Network Partners- 
non clinical   

• Directly communicate with the PMO regarding data & 
reporting processes 

• Identify risks or concerns regarding the PPS process 
• Attend workgroup or committee meetings as defined by the 

PPS 
Project Advisory 
Committee (PAC)  

• Receive updates from the PMO regarding the clinical 
integration strategy or roll-out 

• Provide collaborative feedback pertaining to gaps, industry 
trends, or lessons learned as it relates to clinical integration 
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COMMUNICATIONS & ROLL-OUT PLAN  

The PPS PMO Population Health Manager will take a proactive role in ensuring effective 
communications on this strategy.  The PPS will utilize existing communication sources, sited in 
the Communications & Engagement Plan, to maximize efforts currently in place.   

The PMOwill partner with the partners through the clinical sub-committees and site visits to 
implement the clinical integration strategy. The implementation of the strategy will be managed 
and monitored utilizing the following tools:   

• Performance Logic  
• Population Health Management Tool (Allscripts / Curerator)  
• Engagement in committee meetings & workgroups  
• Rapid Cycle Evaluation Unit (RCE) 

The PMO management team will perform continuous outreach to partners for feedback on the 
process, tools, reports, and data for ongoing updates.  

CLINICAL INTEGRATION STRATEGY 

The clinical integration strategy centers on delivering quality based care through utilization of 

evidence-based guidelines to build a high-value network, leveraging the interdependence across 

all partner organizations. As healthcare organizations across the care continuum focus to quality 

metrics and their financial implications, the likelihood of success improves drastically through 

successful practitioner engagement. Successful clinical integration requires the network to be 

driven by clinical leadership, clearguidelines, and frequent and effective communication. 

Clinically integrated systems should choose metrics that span the continuum of care which 

include focusing on metrics related to care transitions between sites and adopting the same 

metrics across payors. Additionally, success is contingent upon appropriate investment in 

infrastructure including systems that connect hospitals and practitioners through patient registries 

and other electronic systems. A robust infrastructure provides the tools practitioners and 

hospitals need to monitor quality and cost. The NYP/Q PPS strives to build the robust clinical 

integration strategy that will address all of the discussed above goals.  

BEST PRACTICES The PPS clinical sub-committees have adopted best practices based on 

partner needs and project requirements.  The approved best practices, outlined in Attachment A 

of the Appendix, encompass clinical practices, competency demonstration, and training 
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programs. The approved best practices have been provided to partners in each project and are 

available on the PPS website (www.nyp.org/queens/dsrippps). The NYP/Q PMO staff have 

conducted site visits with partners to answered questions and provide clarification and helpful 

information about best practices, work flows, and project implementation. Feedback received 

from partners is routinely presented to the Clinical Integration and Population Health 

Management Committee for further discussion and determination of action as appropriate. As a 

collaborative contracting model the NYP/Q PPS advocates for partners to adopt these best 

practices as appropriate at their sites and incentives participation through the funds flow model.  

PRIMARY CARE TRANSFORMATION 

TheNYP/Q PPS considers primary care as a building block for transformation within a complex 

healthcare environment in order to increase network connectivity, maximize quality 

improvements, and improve patient access. The PPS is based in Queens County, which is a 

federally designated HPSA area. In order to meet the primary care shortages in the PPS service 

area, the PPS will utilize the following strategies to address gaps in care: ·  

Ø Expanding Primary Care Access at Behavioral Health Sites – The collaboration of 

primary care at behavioral health sites will immediately increase access to patients by 

providing an additional site of care (right setting) and will build on existing relationships 

among providers at 9 clinics affecting over 15 primary care providers and 50 behavioral 

health providers. 

Ø Integrating Behavioral Health into Primary Care Sites – As with the expansion of 

primary care at behavioral health sites, the increased access of behavioral health visits 

will allow for patients to seek appropriate care by appropriate providers; therefore, 

increasing access in primary care provider schedules where the behavioral health patients 

were historically seen. 

Ø Implementing Open Access to Primary Care Sites – A PCMH Level 3 requirement is to 

offer open access scheduling to patients seeking care. The PPS has committed to 36 

primary care providers achieving this certification by DY3. The implementation will 

increase access to appointments (same day or future dates), improve no-show rates, and 

diversify provider schedules in order to maximize clinical time of providers.  

http://www.nyp.org/queens/dsrippps
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Ø Engagement & Inclusion of Non-Physician Clinical Providers – Partners will be 

encouraged to utilize non-physician providers within their scope of practice in order to 

maximize practice efficiency and allow clinicians to work at the top of scope. This 

strategy will increase access as well as align patient acuity with provider type for ongoing 

treatments.  

Ø Telehealth Program Development – Clinical leads will identify potential needs for 

telehealth programs based on the needs of the patient or providers to ensure access to 

providers across the continuum of care regardless of geographic location. The telehealth 

analysis is currently underway to identify population & partner needs, outline partners 

involved to ensure an effective return on investment, review local and federal regulations, 

identify capital or operational funding potentials for installation, and plan for 

sustainability for years outside of the DSRIP program. The PPS is focused to maximizing 

efforts by engaging specific providers and other PPS’s to review existing programs and 

discuss lessons learned.  

Ø Connection of Partners to IT Tools (RHIO & Population Health Management Tool) – 

A priority of the PPS is to align providers with RHIO connectivity as well as provide 

them with IT tools that will help increase connectivity and communication among 

providers. The RHIO Pilot, which provides funds flow incentives to providers, ensures 

connectivity, and provides the primary care provider with information about the patient 

care that will ensure a time effective encounter and clinical planning. Allscripts Care 

Director (ACD) is the Population Health Management Tool approved for the PPS to 

create an alert system partnered with a care coordination best practice in order for 

primary care providers to be well informed of their patient facility-based activity (ED & 

inpatient). The tools along with care coordination strategies will build on the primary care 

concepts to result in additional access to those we serve.  

Ø Conducting Gap Assessment Periodically – The PPS is committed to ongoing analysis 

of our network and community needs and will utilize our governing process inclusive of 

the PAC committee to complete periodic assessments focused to primary care gaps 

(patients and providers). According to the studies by the Center for Health Workforce in 

2013, Queens borough had significant low number of PCPs, Physician Assistants and 

Nurse practitioners compared to rest of the other boroughs and counties. The PPS will 
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conduct further analysis on an ongoing basis, which will provide valuable network 

information on access and quality to address patient and partner needs for future 

engagements or program developments. 

PCMH LEVEL 3 CERTIFICATION  

Committed DSRIP PCMH Conversion Sites 

The following network providers have committed to the 2.a.ii project for PCMH transformation.  
The HANYS consulting group has engaged all providers in multiple cohorts to allow for a staged 
rollout to ensure Level 3 certification by March 31, 2017.   

Practice Name # of Providers 

ACC (Residency Site) 3 
Jackson Heights 4 
TLCC (Residency Site) 6 
Jose Quiwa 1 
Ma Jesus Calagos MD 1 
Brightpoint Health (Project Samaritan/HELP/PSI) 3 
Community Health Network (FQHC) 14 
Advanced Pediatrics PC 3 
Total Providers 36 
Total Speed & Scale Commitment 36 

 

PPS Implementation Support 
The NYP/Q PPS contracted with HANYS (Healthcare Association of New York State) to 

provide implementation services for PCMH certification across the provider network.  The 

consulting group is focused to achieving 2014 Level 3 status for 36 primary care providers 

inclusive of community-based & institution-based providers.  The HANYS team developed a 

rigorous timeline aligned with PCMH and DSRIP deliverables to meet all expectations and 

works hand-in-hand with our network providers to achieve deliverables.  Along with consultative 

services, our network providers also have access to the HANYS team to problem-solve PCMH 

integration needs to ensure a custom approach to clinical integration of this program.  HANYS 

also provides Physician Champion training & engagement opportunities, and staff training based 

on the needs of the PPS & clinical providers.   
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Along with the practice transformation support, the NYP/Q PPS built the funds flow model to 

incentivize primary care transformation inclusive of PCMH transformation and engaged patient 

activity.  The model rewards providers for achieving 2014 Level 3 status as well as provides 

incentives to partners for meeting engaged patient definitions for all primary care aligned 

projects.   

CARE TRANSITIONS  

According to the Center for Healthcare Strategies, Inc. (CHCS) a Care Management Strategy is a 
system that applies systems, science, incentives, and information to improve medical practice 
and assist consumers and their support system to become engaged in a collaborative process 
designed to manage medical/social/mental health conditions more effectively.  The NYP/Q PPS 
will utilize the Care Management Framework published by CHCS (Attachment B) as a guide to 
align clinical and operational strategies to ensure effective planning and implementation to build 
a high value network.  The components of the framework include: 

ü Identification / Stratification / Prioritization  
ü Intervention  
ü Evaluation  
ü Payment / Financing 

The clinical integration strategy outlines processes that will support the components of 
Identification / Stratification / Prioritization, Evaluation, and Payment / Financing and this 
section will outline concepts associated with Intervention.   

Utilizing the framework the PPS clinical leadership will be able to connect acute care, PCMH, 
and post-acute care activities to manage each patient across the continuum of care regardless of 
location or partner.  The key principle is to provide adequate tools and resources to the network 
and align strategies of quality improvements through engagement, communication, and 
incentives.  The NYP/Q PPS established the DSRIP network based on key needs of patients with 
existing partners to maximize efforts and build on existing synergies.  This principle allows for 
immediate and increased activities of the network for Information Technology, Performance 
Reporting, Rapid Cycle Evaluation, and Best Practice Utilization to ensure appropriate care, in 
the appropriate setting, by the appropriate provider, and with the appropriate tools.   
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The care management strategy aligns patients with providers and providers with providers 
regardless of location utilizing tools, resources and programs.  Care coordination with 
connectivity and notifications as well patient access to primary care and behavioral health will 
allow the PPS to build a system of care management that crosses the continuum of care.  The 
strategy includes: 

Ø High Risk Patient Identification & Tracking  
Ø Patient Event Notifications  
Ø Care Planning  
Ø Discharge Planning 
Ø Care Coordination  
Ø Referral Management 
Ø Medication Reconciliation  
Ø Co-Location of Primary Care & Behavioral Health  
Ø Wellness Screening  
Ø INTERACT Implementation  
Ø RHIO Connectivity  
Ø Electronic Health Record Implementation  

QUALITY METRICS & REVIEW PROCESS 

NYP/Q PPS emphasizes a data-driven approach for performance and quality improvement 

within the clinically integrated system. In order to facilitate the utilization of available data 

meaningfully and to implement process improvement strategies that will stem from the data 

trends and analysis, the PMO has taken multiple steps. The PMO team recruited staff, which 



 

Page | 12 
 

includes a data analyst and financial analyst, whose roles, respectively, are to manage the 

monthly intake of engaged patient information, development of dashboards specific to need of 

the projects or leaders,  partner with the RCE to complete forecasting and risk assessments and  

to partner with the data analyst to maintain databases, which allow for complete analysis of 

partners based on outcome data. The  Population Health Manager oversees the the quality 

improvement and performance reporting processes across the PPS and works with the team to 

identify needs and utilize data to engage partners in the RCE process.   

Moreover, the PPS produces a quarterly quality based outcome dashboard, Attachment C, for 

each project sub-committee. The dashboards encompass summaries of quality and metric 

specific data pulled from MAPP, Salient, and PPS claims data housed on the secure server. Each 

dashboard is unique to the clinical project and is utilized for further analysis and process 

improvement planning by the clinical sub-committee. The dashboards also provide tools to the 

Rapid Cycle Evaluation Unit team to identify trends and risks associated with quality based 

outcomes.  

Access to the MAPP released partner based quality data provides the RCE team the ability to 

complete ongoing quality analytics of partners focused to process improvement efforts, risk 

identification of providers, partner engagement for best practice utilization, and escalation of 

concerns to the appropriate governing committees.  The performance reporting process tracks 

partner progress of quality metrics aligned with committed projects. Partners are risk stratified by 

categories according to the quality outcome expectations of the NYS DOH (improvement over 

self – based on the measurement year). The quality review will focus to ongoing development of 

our high value network utilizing Salient quality data, project performance data, and engaged 

patient activity data.  The combination of quality data and operational requirements will clearly 

outline partner expectations in order to develop action plans for continuous network 

development.   

The PMO benchmarks quality metrics, Attachment D and Attachment E, for the long-term care 

partners. Measures include overall rating and quality of services rating of the skilled nursing 

facilities, improved functional outcome, percentage of short-stay residents who were re-

hospitalized after a nursing home admission , percentage of short-stay residents who have had an 
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outpatient emergency department visit, and percentage of  short-stay residents who were 

successfully discharged to the community. The traffic signal scheme of green and red color-

coding is used to identify the partners who are performing on quality measures that are below the 

state average. The benchmark data is shared with the partners during committee meetings and 

further discussion is facilitated to improve on measures that most partners are not doing so well 

across the network. NYS DOH provides reports to the PPS in order to fulfill the requirement of 

pay-for-reporting and pay-for-performance metrics. 

o Additional metrics will be completed by an annual chart audit.  The audit will be managed by 

a NYS DOH vendor in order to identify random partners for quality outcome sampling.  The 

PPS will be engaged in the process of chart audits and will receive feedback and results upon 

completion of the audit.  

Project Measure Description Measure Type 
3.a.i Screening for 

Clinical 
Depression and 
Follow-up  

Percentage of Medicaid enrollees age 18 and 
older who were screened for clinical 
depression using a standardized depression 
screening tool, and if positive screen, received 
appropriate follow-up care 

Hybrid – G Codes & 
Chart Review 
Information 

3.b.i Controlling High 
Blood Pressure 

Percentage of Medicaid members 18-85 years 
of age who had a diagnosis of hypertension 
(HTN) and BP effectively controlled during 
the MY. 

HEDIS 

 

o The PPS PMO RCE will identify additional processes for data reporting & tool utilization for 

more timely data collection in order to influence process improvement efforts.   

The timing of performance metrics are aligned with NYS designated measurement years.  

Description From To 
Implementation Plan – 
Distribution Year (DY) 

April 1st March 31st 

Quality Metrics – Measurement 
Year (MY)  

July 1st June 30th 

 

The analysis and risk stratification of partners will develop tools needed to influence the 

additional factor of developing a high value network: establish funds flow criteria to incentivize 
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value.  Performance metrics will play a key role in the evolving funds flow model of the NYP/Q 

PPS.  The current model incentivizes engagement, reporting, implementation of project 

requirements, and patient impact and will include quality based outcome incentives with Phase II 

of the model.  Funds Flow Phase II is anticipated to begin development mid-DY2 dependent on 

the release of NYS DOH accurate quality data at the network provider level.  This will be a task 

of the PMO Finance team and Finance Committee alongside the Clinical Integration and 

Population Health Management Committee to align clinical integration – quality – outcomes – 

and funding.   

 

RAPID CYCLE EVALUATION UNIT 

A Rapid Cycle Evaluation (RCE) Unit will be established in DSRIP DY2 to utilize performance 

data reported by partners as well as data available in MAPP (Salient) and other tools for quality 

improvement efforts.  A CQI (Continuous Quality Improvement) technique will be established 

with expectations that align with PPS performance of metrics as well as the timing associated 

with such metrics.   

Upon recruitment of the Rapid Cycle Unit team, a focused strategy will be developed to outline 

the processes associated with the unit.  This strategy will outline partners, data sources, process 

improvement strategies, follow-up methods for improvements, and risks associated by quality 

based outcomes. National best practices will be utilized to build the strategy & processes for the 

PPS.   

ROOT CAUSE ANALYSIS  

The NYP/Q PPS long-term care project leads have started a root-cause analysis (RCA) exercise 

with the committee members focused to actual patient outcomes. The blinded patient process is 

discussed from beginning to end in order to identify areas that the network could have changed 

processes, tools, or communication channels to avoid an emergency department visit, admission, 

or re-admission. The exercise is not intended to place blame but to identify process improvement 

opportunities or gaps in care in order for the long-term care network to improve quality 
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outcomes. The RCA will continue and will be another tool that is utilized in the Rapid Cycle 

Evaluation Unit. 

POPULATION HEALTH PLATFORM  

Allscripts Care Director:  

In support of Population Health requirements and to align with the clinical integration 

assessment needs, the NYP/Q PPS will implement the Allscripts Care Director (ACD) 

application. As specified by the DOH, the PPS is required to “perform population health 

management by actively using EHRs and other IT platforms to track attributed lives by creating 

registries”. Allscripts Care Director will support population health and performance reporting, 

through the use of a standardize care plan, Event Notifications, Attribution Plans, Patient 

Registries, Risk Stratification and Care Coordination. Once fully implemented the Allscripts 

Care Director System will provide a central location for the management and tracking of all 

engaged patients. The system will also support performance reporting thorough its ad hoc 

reporting capabilities. All actively engaged attributed patient will be enrolled into the population 

health system, where they will be able to be managed and tracked through the various tools such 

as Event Notifications, Care Plan and Assessment.  Implementation of the Population Health 

System will follow a two-phase roll-out plan. Phase 1 will provision system design to include; 

Interface builds, Assessments, Care Plans, Patient/Provider Upload, Attribution Plans and 

Security configuration.  
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Cureator :  

In addition to the implementation of the Population Health Management system, Allscripts Care 

Director, the PPS will also implement Cureatr.  This web-based mobile application is used to 

support data exchange, secure text messaging and clinical event notifications. By leveraging the 

available tools, providers across the PPS will be able to impact patient outcomes.  

The main tool within the Cureatr application that will be used to support population health and 

impact outcomes is the Client event notifications. By leveraging the CENs, providers will be able 

to close care gaps, improve outcomes and reduce hospitalization. The Cureatr generated clinical 

event notifications will increase provider awareness and stimulate collaborative decision-making 

by automatically alerting providers of healthcare events that occur within a defined patient 

population. Specifically, Cureatr notifies providers about patient care transitions in real-time and 
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connects them across settings to coordinate care. Once the notification are received, providers 

using the application can communicate with the appropriate care team members using secure text 

to exchange necessary patient information and further coordinate care.  

Providers with a Cureatr account will also be able to receive the alerts on the smart phones or 

within the desktop app. Integration with this application is supported by certain required 

resources and tools such as signed data exchange agreements, HIPAA Consents, ADT feeds, and 

EMR integration along with staff trainings.  The PPS plan is to collaborate with the vendor 

(Cureatr) to engage, integrate, train and provide access to the appropriate downstream partners. 

Some of the additional steps needed to implement and configure the application include the 

following: 

• A PPS patient roster indicating all individuals whose care events will be monitored 

• A trigger event, such as registration of a patient to an ED or inpatient service 

• A payload of content to be delivered in a notification message, including patient 

demographics, encounter site, date and time of trigger event, and potentially additional 

clinical information 

• A delivery mechanism, such as automated email, fax, or EHR message generation; and a 

recipient, such as a durable provider or care manager who may subsequently impact care 

delivery and care resource allocation 

Other tools :  

The NYP/Q PPS has 4 projects that are specific to the long term care population. An integral 

requirement of these projects is to improve the mechanisms for advance care planning with this 

population. As such, the PPS has recommended the following tools for adoption by PPS partners 

participating in these projects. Each participating partner will have the ability to adopt the ACP 

tool that is best for their facility and workflows. 
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Attachment F in Appendix provides the training schedule for ACP/MOLST and eMOLST.  

In addition to these tools, the PPS is providing partners with the opportunity to become certified 

in EPEC (Education in Palliative and End-Of-Life Care). This training will ensure that partners 

are well versed in both how to use Advance Care Planning tools and how to engage patients and 

their family members in conversations around this topic. Our commitment is to provide all 16 

EPEC modules in order to certify at least one Practitioner at each facility. Each of the modules is 

clinically driven and completion of all 16 modules will result in EPEC certification. 

Additionally, CME credits will be provided for each class. Attachment G and H in the Appendix 

provide the sample of the EPEC Training registration form and the training schedule, 

respectively.  

CLINICALLY INTEGRATED NETWORK TRAINING 

The PPS aims to offer trainings to partners based on their participation in specific projects with 

the PPS. These trainings will help to form the NYP/Q PPS as a clinically integrated network. In 

addition to the trainings for specific projects, the PPS is providing trainings on quality 

improvement initiatives for practitioners and staff.  

2.a.ii – Patient Centered Medical Home 
The NYP/Q PPS is working with partners to complete the certification process for Patient 

Centered Medical Home (PCMH) 2014 Level 3 standards. The PPS has engaged a vendor, 

HANYS Solutions, to assist partners with the transformation process.  

Objectives & Target Audience  

The PPS is working with PCP partners and their office staff on the PCMH transformation process. 

The PPS committed to having 36 providers obtain the certification and is on track to meet the project 

requirement by the end of DY3. The goal of the trainings for PCMH is to ensure that the providers 

and care coordinators have the skills and tools they need to be successful in the PCMH model. 

Speed & Scale Project Commitment 
Project 2.a.ii 

Project Scale Commitment 
Primary Care Physicians 36 



 

Page | 19 
 

Learning Objectives and Curricula 

The PPS is offering two training opportunities specific to the PCMH project. These trainings, in 

addition to the support provided by HANYS Solutions, will help partners to complete the 

certification process for PCMH Level 3 2014 standards and fully embrace the shift from a 

primary care site to a patient centered medical home.  

Ø Physician Champion Training 

The PPS hosted a physician champion training for the practices undergoing the PCMH 

transformation and for those that have completed the transformation but had not yet had 

champion training. The training focused on: 

o NCQA’s 2014 PCMH Standards 

o True Practice Transformation 

o Role of Change Management 

o Role of HIT 

o Lessons learned  

The training session was recorded so that it can be used by practices that were not able to 

attend or will be undergoing the PCMH transformation process in the future.  

Ø Care Coordination Training 

In collaboration with GNYHA, the NYP/Q PPS is hosting an all-day training session for 

care coordinators in the PPS. Care coordinators and those who will play a coordination 

role, are invited to participate in the training. The goals of the training are to:  

o Learn the fundamental, evidence-based concepts for building an effective care 

coordination process to achieve improved outcomes. 

o Discuss their roles in the medical home and the medical neighborhood, focusing 

on coordination opportunities within the primary care practice, as well as across 

the continuum of care. 

o Review strategies for implementing care coordination processes within each of 

the members roles, and develop recommendations for implementing specific 

elements of team-based care coordination. 

o Share roles, responsibilities, and best practices within their individual sites. 
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PPS Milestones 

The trainings provided by the PPS will help partners to achieve PCMH certification. This will 

directly impact the PPSs ability to achieve the following milestones:  

Ø Project 2.a.ii – PCMH  

o Milestone #1 – Ensure that all participating PCPs in the PPS meet NCQA 2014 

Level 3 PCMH accreditation and/or meet state-determined criteria for Advanced 

Primary Care Models by the end of DSRIP Year 3. 

o Milestone #3 – Identify care coordinators at each primary care site who are 

responsible for care connectivity, internally, as well as connectivity to care 

managers at other primary care practices. 

o Milestone #7 – Ensure that all staff are trained on PCMH or Advanced Primary 

Care models, including evidence-based preventive and chronic disease 

management. 

Ø Project 3.a.i – Co-location of Primary Care & Behavioral Health  

o Milestone #1 – Co-locate behavioral health services at primary care practice sites. 

All participating primary care practices must meet 2014 NCQA level 3 PCMH or 

Advance Primary Care Model standards by DY 3. 

Ø Project 3.b.i – Cardiovascular  

o Milestone #3 – Ensure that EHR systems used by participating safety net 

providers meet Meaningful Use and PCMH Level 3 standards and/or APCM by 

the end of Demonstration Year 3. 

Ø Financial Sustainability 

o Milestone #6 – Put in place Level 1 VBP arrangement for PCMH/APC care and 

one other care bundle or subpopulation 

Competency and Measurements 

The PPS will use the success of PCMH certification as the measurement for success with these 

practices.  
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2.b.vii– INTERACT& 2.b.viii –Home Care Collaboration 

Objectives & Target Audience 

The PPS will provide training to the long-term care providers participating in the INTERACT 

and home care project. The PPS aims to implement a train-the-trainer model by having the 

facility champions trained and then having the champions act as the trainers and experts at their 

own facilities.    

Speed & Scale Project Commitment 
Projects 2.b.v & 2.b.vii 

Project Scale Commitment 
Primary Care Physicians 97 
Non-PCP Practitioners 72 
Hospitals 1 
Skilled Nursing Facilities  27 
All Other 102 
SNFs participating in the INTERACT program 27 

Learning Objectives and Curricula 

The PPS will provide training for staff on the INTERACT and INTERACT-like tools that are 

required for the projects. The PPS will provide an in-person champion training to achieve the 

goals of a train-the-trainer, or coaching, model for the PPS. Additionally, the PPS will work with 

partners to ensure that patients, families, and caregivers are educated and engaged in the care 

planning process.  

Ø INTERACT & INTERACT-like Tools 

The PPS will engage a certified INTERACT trainer to provide in person training for the 

SNF and Home Care INTERACT principles and tools. The learning objectives of the 

trainings are: 

1. Describe the current landscape of health care reform and funding that make the 

INTERACT™ an essential QI initiative for post-acute and long-term care 

organizations 

2. Articulate the key strategies that form the foundation of the INTERACT™ QIP 

3. Understand how to optimally utilize INTERACT™ QIP tools and resources 
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4. Define key strategies for successful INTERACT™ QIP implementation, 

including how INTERACT™ can help meet QAPI requirements 

5. Define key strategies for successfully sustaining the INTERACT™ QIP 

implementation processes 

6. Measure and track organization specific INTERACT™ QIP implementation 

processes 

7. Measure and track organization specific INTERACT™ QIP hospitalization and 

other related outcomes 

8. Report and interpret feedback on INTERACT™ QIP implementation and 

outcomes to the facility team and leadership 

9. Demonstrate an ability to effectively educate facility staff on the INTERACT™ 

QIP 

10. Understand how to complete the CIC training certification process 

The PPS will train 2 champions from each partner site; (1) nursing manager and (1) staff 

manager.  

Ø Patient, Family, and Caregiver Training 

To be successful in reducing potentially preventable readmissions, the PPS must engage 

the community to educate them about the care planning process. The PPS will work with 

long term care partners to ensure that education for the patient, family, and caregiver is 

incorporated into the care planning and meetings with the clinicians. The PPS will help 

partners develop or access educational materials as needed.  

PPS Milestones   

INTERACT champion training for the SNF and home care partners will enable the PPS to 

achieve numerous project milestones.  

Ø Project 2.b.vii – INTERACT  

o Milestone #4 – Educate all staff on care pathways and INTERACT principles 

o Milestone #6 – Create coaching program to facilitate and support implementation 

o Milestone #7 – Educate patient and family/caretakers, to facilitate participation in 

planning of care 
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Ø Project 2.b.viii – Home Care Collaboration 

o Milestone #2 – Ensure home care staff have knowledge and skills to identify and 

respond to patient risks for readmission, as well as to support evidence-based 

medicine and chronic care management. 

o Milestone #4 – Educate all staff on care pathways and INTERACT-like principles 

o Milestone #6 – Create coaching program to facilitate and support implementation 

o Milestone #7 –  Educate patient and family/caretakers, to facilitate participation in 

planning of care 

Competency and Measurements 

The PPS will use the DSRIP project metrics and the potentially preventable visit and readmission 

(PPV and PPR) rates as proxy measures for success with the training and implementation of 

these milestones.  

3.b.i – Cardiovascular 

Objectives & Target Audience  

The PPS will target partners in the cardiovascular project for training related to the specific 3.b.i 

milestones. The PPS aims to ensure that the workforce is prepared for the new process of open 

access blood pressure readings and the utilization of the Million Hearts Campaign. 

 

 

 

 

Speed & Scale Project Commitment 
Project 3.b.i 

Project Scale Commitment 
Primary Care Physicians 131 
Non-PCP Practitioners 50 
Clinics 1 
Behavioral Health 1 
Pharmacy 2 
All Other 100 
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Learning Objectives and Curricula 

The PPS is providing materials related to the Million Hearts Campaign, hypertension diagnosis 

and medication management, blood pressure check, and tobacco cessation referrals for partners.  

Ø Million Hearts Campaign  

The Million Hearts Campaign, http://millionhearts.hhs.gov/, provides resources and 

protocols on hypertension and tobacco-smoking cessation. These protocols have been 

provided to participating sites for implementation by the clinical director. The PPS will 

offer an in service, as needed, with partners and participating sites on how to use the tools 

and protocols for improving patient care.  

Ø Blood Pressure Competency 

The PPS has approved the competency checklist for both the manual and automatic blood 

pressure check. Partners will ensure that the BP competency is incorporated into their 

annual competency check process and provide copies of the completed certification of 

competency to the PPS.  

PPS Milestones 

The Cardiovascular training on blood pressure competency and the million hearts campaign will 

help the PPS to accomplish the following milestones:  

Ø Milestone #9 

Ensure that all staff involved in measuring and recording blood pressure are using correct 

measurement techniques and equipment. 

Ø Milestone #18 

Adopt strategies from the Million Hearts Campaign 

Competency and Measurements 

The PPS will request random audits and documentation of the partner blood pressure 

competency and utilization of the million hearts campaign. The PPS will use these samples as 

part of the documentation submission process for the IA quarterly reports.  

 

http://millionhearts.hhs.gov/
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3.d.ii – Asthma 

Objectives & Target Audience  

The PPS has engaged a CBO partner with expertise in pediatric asthma to create an educational 

plan for PCPs participating in the project. Additionally, the PPS project has engaged a mental 

health partner with school-based clinics to aide in addressing the pediatric asthma population 

while at school.  

 

 

 

 

 

Learning Objectives and Curricula 

Ø The PPS has created a home care flow to identify the entry points into the system for the 

target patient population and identify the high need areas for provider education.  

Ø Asthma Education 

The Asthma Coalition Queens, a CBO partner, is currently in the process of creating an 

educational program for pediatricians and behavioral health partners to address the pediatric 

asthma population. This education will include identification of asthma, common prescriptions 

that can be prescribed at ED presentation, how to use an asthma action plan, and the referral 

process for home care.  

PPS Milestones  

The PPS will achieve the following milestone through the proposed training plan: 

Ø Milestone #4 

Implement training and asthma self-management education services, including basic facts 
about asthma, proper medication use, identification and avoidance of environmental 

Speed & Scale Project Commitment 
Project 3.d.ii 

Project Scale Commitment 
Primary Care Physicians 13 
Non-PCP Practitioners 14 
Pharmacy 2 
Community Based Organizations 1 
All Other   6 
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exposures that worsen asthma, self-monitoring of asthma symptoms and asthma control, 
and using written asthma action plans. 

 

 

 

 

 

 

3.g.ii – Palliative Care 

Objectives & Target Audience 

The NYP/Q PPS has implemented a robust training program for partners who currently provide 

or will be providing this care to patients. The PPS has engaged clinical leadership, social 

workers, administrators, and providers for the training program. 

Speed & Scale Project Commitment 
Project 3.g.ii 

Project Scale Commitment 
Primary Care Physicians 98 
Non-PCP Practitioners 70 
Skilled Nursing 
Facilities  27 

Hospice 6 
All Other 99 

 

Learning Objectives and Curricula 

The PPS has engaged a certified trainer, Dr. Cynthia Pan from NYP/Q, to provide palliative care 

training.  
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Ø Education in Palliative and End-of-Life Care (EPEC)  

The EPEC training is held bimonthly1 at different SNF partner sites. Dr. Pan reviews two 

modules per session, which include the following topics:  

o Gaps in End-of-Life Care o Physician Assisted Suicide 
o Legal Issues o Depression, Anxiety, Delirium 
o Next Steps o Goals of Care 
o Advance Care Planning o Sudden Illness 
o Communicating Bad News o Medical Futility 
o Whole Patient Assessment o Common Physical Symptoms 
o Pain Management o Withholding, Withdrawing Therapy 
o Elements & Modules in End-of-

Life Care 
o Last Hours of Living 

The training incorporates videos, slides, and discussion to create an engaging 

environment for participants. Providers who attend all 8 sessions (16 modules) will 

receive EPEC certification in addition to receiving CME credits.  

Ø Center to Advance Palliative Care (CAPC) 

The PPS has provided partners with information on joining CAPC for a reduced fee as 

part of the DSRIP initiatives. CAPC provides educational opportunities and resources 

specific to palliative care to members.  

Ø Palliative Care Outcome Score (PCOS) Tool 

The DOH has implemented a new tool as a mechanism of measuring quality for palliative 

care for the project. The PPS has begun the process of piloting the tool at a partner site. 

The pilot kicked-off in August2016 and based on the lessons learned and needs of the 

partner, the PPS will determine the appropriate next steps for whether a training program 

is needed for partners.  

PPS Milestones  

The PPSs EPEC, CAPC and PCOS tool trainings will be used to complete the following project 

milestone:  

Ø Milestone #4 

                                                             
1 EPEC Schedule provided in Appendix 
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Engage staff in trainings to increase role-appropriate competence in palliative care skills 

and protocols developed by the PPS. 

Competency and Measurements 

The EPEC program required pre- and post-competency exams as part of the training program. 

These competencies will be used, along with the implementation of all f the project 

requirements, to determine the success of the training program. Education opportunities from 

CAPC will include competencies as required by CAPC based on the specific topic and 

curriculum. The PPS will use the metric for PCOS as a determination on the success of training 

in addition to feedback from the pilot site.  

GOVERNANCE & OPERATIONS  
 

The Clinical Integration Committee will govern the approval and implementation of the clinical 

integration strategy. Strategy and updates will be brought to the PPS Executive Committee for 

review, recommendations, or final approvals. The strategy will be reviewed annually for 

adjustments based on PPS performance or network needs. The PMO team, Population Health 

Manager and Data Analytics resources will work with partners monthly to ensure compliance of 

the strategy and will report compliance issues to the Clinical Integration Committee based on 

findings. All partner compliance issues will be reported to the Executive Committee quarterly, or 

more frequently as needed, with an action plan to remedy the issues identified.



APPENDIX 

ATTACHMENT A:  INVENTORY OF PPS APPROVED BEST PRACTICES  
 

Project Best Practices / 
Tools Description Date 

Approved 
2.a.ii - PCMH PCMH Roadmap Timeline & Roadmap for PCMH Transformation 11/30/15 
2.a.ii - PCMH PCMH Physician 

Champion Role & 
Responsibilities 

Outlines the role and responsibilities for 
providers that are the PCMH champion at their 
site  

1/13/16 

2.a.ii - PCMH PCMH Care 
Coordinator Role & 
Responsibilities 

Outlines the role and responsibilities for care 
coordinators at  PCMH sites 

1/13/16 

2.a.ii - PCMH EHR 
Recommendations 

Outline resources available to partners who need 
to implement an EHR and provides an inventory 
of EHR systems currently used by PPS partners 

3/31/16 

2.a.ii - PCMH PCMH Training Plan 
& Timeline 

Outline of the training plan and timeline for 
PCMH sites undergoing transformation  

3/31/16 

2.a.ii - PCMH Open Access 
Scheduling 

Best practice for open access scheduling at sites 3/31/16 

2.a.ii - PCMH Pop. Health 
Management Tool 
Guideline 

Overview of the best practices for utilizing the 
PPS provided population health management 
tool 

6/24/16 

2.b.v, 2.b.vii, 
2.b.viii, 3.g.ii -
- LTC Projects 

Advance Care 
Planning Tools 

Inventory of approved tools to utilize with 
patients for advance care planning 

3/31/16 

2.b.v – Care 
Transitions 

NYS Transition of 
Care 

NYS Requirements of a successful transition of 
care from hospital to SNF or home care 

6/24/16 

2.b.vii - 
INTERACT 

INTERACT Tool Overview of INTERACT tool and modules for 
adoption by SNFs 

11/30/15 

2.b.vii - 
INTERACT 

INTERACT Facility 
Champion 

Outlines the role and responsibilities for 
INTERACT champions at participating SNF & 
home care sites  

1/13/16 

3.a.i - PC/BH Co-Location Sites Inventory of PPS sites that will be co-locating 
primary care & behavioral health services 

11/30/15 

3.a.i - PC/BH Preventative 
Screening Best 
Practices - Primary 
Care & Behavioral 
Health 

Tools for preventative care screening including:  
-PHQ-2 & PHQ-9 
-GPCOG 
-Vaccines 
-Screening Tests (lipid, colon, cervical etc.) 

11/30/15 

3.b.i - US Preventative Task Recommendations on Lipid & Hypertension 11/30/15 
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Project Best Practices / 
Tools Description Date 

Approved 
Cardiovascular Force  Screening Best Practices 
3.b.i - 
Cardiovascular 

Million Hearts 
Campaign 

Best practice for cardiovascular including 
hypertension diagnosis workflow 

3/31/16 

3.b.i - 
Cardiovascular 

BP Competency 
Forms 

Outline of requirement for competency on blood 
pressure screening and forms for documentation  

3/31/16 

3.b.i - 
Cardiovascular 

Medication 
Management 

Best practice for prescribing single pill or fixed 
dose combination medication for hypertension 

6/24/16 

3.b.i - 
Cardiovascular 

Blood Pressure Self-
Management  

Best practice from Million Hearts Campaign for 
patient self-management for blood pressure 

6/24/16 

3.b.i – 
Cardiovascular 

5 A’s of Tobacco 
Cessation 

Best practice for smoking cessation using the 5 
A’s and NYS quitline 

6/24/16 

3.d.ii – 
Asthma 

Clinical Flow 
Diagram 

Process flow for referrals for pediatric asthma 4/13/16 

3.d.ii – 
Asthma 

Asthma Best 
Practices 

Asthma best practices including home 
assessments, surveys, school programs and 
checklists 

4/13/16 

3.g.ii – 
Palliative Care  

Provider & 
Community 
Recourses 

Inventory of resources available to PPS partners 
specific to palliative care 

3/31/16 

3.g.ii – 
Palliative Care  

EPEC Training Best practice training program for partners 6/24/16 

3.g.ii – 
Palliative Care 

MOLST / eMOLST Best practice for utilizing the MOSLT forms for 
partners with an emphasis on using the 
electronic version (eMOLST) 

6/24/16 
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ATTACHMENT B:  CARE MANAGEMENT FRAMEWORK 
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ATTACHMENT C:  QUALITY BASED OUTCOMES 
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ATTACHMENT D:  BENCHMARKS WITH STATE AND NATIONAL AVERAGE 
 



ATTACHMENT E:  OVERVIEW OF QUALITY METRICS  

Measure  Baseline for MY2 
Increase 
Flag 

MY2 Annual 
Improvement 
Target  

MY2 High 
Performance 
Target  

Change needed to 
meet MY 2 Target 

Statewide 
Performance 
Goal 

2.a.ii             
Increase certification of primary care 
practitioners with PCMH certification 
and/or Advanced Primary Care Models (as 
developed under the NYS Health 
Innovation Plan (SHIP)) 

      Adult Access to Preventive or Ambulatory 
Care - 20 to 44 years 83.44983553 ▲ 84.21332151 

 
0.763485987 91.0846954 

Adult Access to Preventive or Ambulatory 
Care - 45 to 64 years 91.32996633 ▲ 91.63213279 

 
0.302166457 94.3516309 

Adult Access to Preventive or Ambulatory 
Care - 65 and older 94.16058394 ▲ 94.18896999 

 
0.028386046 94.4444444 

CAHPS Measures - Care Coordination with 
provider up-to-date about care received 
from other providers 86.35595281 ▲ 86.91135753 

 
0.555404719 91.91 

Children's Access to Primary Care - 12 to 
19 years 95.38281707 ▲ 95.72791629 

 
0.345099223 98.8338093 

Children's Access to Primary Care - 12 to 
24 Months 96.31053036 ▲ 96.67947733 

 
0.368946964 100 

Children's Access to Primary Care - 25 
months to 6 years 95.42124542 ▲ 95.72122614 

 
0.299980718 98.4210526 

Children's Access to Primary Care - 7 to 11 
years 97.8314746 ▲ 98.04832714 

 
0.21685254 100 

Getting Timely Appointments, Care and 
information (Q6, 8, 10, and 12) 90.65300129 ▲ 90.83970116 

 
0.186699871 92.52 

H-CAHPS - Care Transition Metrics (Q23, 
24, and 25) 93 ▲ 93.4 

 
0.4 97 

Helpful, Courteous, and Respectful Office 92.66679517 ▲ 92.99811565 
 

0.331320483 95.98 
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Measure  Baseline for MY2 
Increase 
Flag 

MY2 Annual 
Improvement 
Target  

MY2 High 
Performance 
Target  

Change needed to 
meet MY 2 Target 

Statewide 
Performance 
Goal 

Staff (Q24 and 25) 
Medicaid Spending on ER and Inpatient 
Services +/- 300.89391 

     Medicaid spending on Primary Care and 
community based behavioral health care 50.75988688 

     PDI 90 - Composite of all measures +/- 655.2525893 
 

593.8638304 
 

-61.38875893 41.365 
Percent of eligible providers meeting 
Meaningful Use criteria who conduct 
bidirectional exchange with qualified 
entities (RHIOs) 45.28301887 ▲ 

    Percent of eligible providers meeting 
Meaningful Use criteria who have 
participating agreements with qualified 
entities (RHIOs) 48.42767296 ▲ 

    Percent of PCP meeting PCMH (NCQA) or 
Advance Primary Care (SHIP) standards 28.73134328 ▲ 

    Potentially Avoidable Emergency Room 
Visits  +/- 39.2739968 

 
35.95649712 32.63899744 -3.31749968 6.099 

Potentially Avoidable Readmissions   +/- 1352.948368 
 

1235.719131 1118.489894 -117.2292368 180.656 
PQI 90 - Composite of all measures +/- 2454.780362 

 
2241.407726 

 
-213.3726362 321.054 

Primary Care -  Length of Relationship - 
Q3 83.16443129 ▲ 83.50198817 

 
0.337556871 86.54 

Primary Care -  Usual Source of Care - Q2 86.38296794 ▲ 86.99167115 
 

0.608703206 92.47 
2.b.v             
Care transitions intervention for skilled 
nursing facility (SNF) residents 

      Adult Access to Preventive or Ambulatory 
Care - 20 to 44 years 83.44983553 ▲ 84.21332151 

 
0.763485987 91.0846954 

Adult Access to Preventive or Ambulatory 
Care - 45 to 64 years 91.32996633 ▲ 91.63213279 

 
0.302166457 94.3516309 
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Measure  Baseline for MY2 
Increase 
Flag 

MY2 Annual 
Improvement 
Target  

MY2 High 
Performance 
Target  

Change needed to 
meet MY 2 Target 

Statewide 
Performance 
Goal 

Adult Access to Preventive or Ambulatory 
Care - 65 and older 94.16058394 ▲ 94.18896999 

 
0.028386046 94.4444444 

CAHPS Measures - Care Coordination with 
provider up-to-date about care received 
from other providers 86.35595281 ▲ 86.91135753 

 
0.555404719 91.91 

Children's Access to Primary Care - 12 to 
19 years 95.38281707 ▲ 95.72791629 

 
0.345099223 98.8338093 

Children's Access to Primary Care - 12 to 
24 Months 96.31053036 ▲ 96.67947733 

 
0.368946964 100 

Children's Access to Primary Care - 25 
months to 6 years 95.42124542 ▲ 95.72122614 

 
0.299980718 98.4210526 

Children's Access to Primary Care - 7 to 11 
years 97.8314746 ▲ 98.04832714 

 
0.21685254 100 

Getting Timely Appointments, Care and 
information (Q6, 8, 10, and 12) 90.65300129 ▲ 90.83970116 

 
0.186699871 92.52 

H-CAHPS - Care Transition Metrics (Q23, 
24, and 25) 93 ▲ 93.4 

 
0.4 97 

Helpful, Courteous, and Respectful Office 
Staff (Q24 and 25) 92.66679517 ▲ 92.99811565 

 
0.331320483 95.98 

Medicaid Spending on ER and Inpatient 
Services +/- 300.89391 

     Medicaid spending on Primary Care and 
community based behavioral health care 50.75988688 

     PDI 90 - Composite of all measures +/- 655.2525893 
 

593.8638304 
 

-61.38875893 41.365 
Percent of eligible providers meeting 
Meaningful Use criteria who conduct 
bidirectional exchange with qualified 
entities (RHIOs) 45.28301887 ▲ 
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Measure  Baseline for MY2 
Increase 
Flag 

MY2 Annual 
Improvement 
Target  

MY2 High 
Performance 
Target  

Change needed to 
meet MY 2 Target 

Statewide 
Performance 
Goal 

Percent of eligible providers meeting 
Meaningful Use criteria who have 
participating agreements with qualified 
entities (RHIOs) 48.42767296 ▲ 

    Percent of PCP meeting PCMH (NCQA) or 
Advance Primary Care (SHIP) standards 28.73134328 ▲ 

    Potentially Avoidable Emergency Room 
Visits  +/- 39.2739968 

 
35.95649712 32.63899744 -3.31749968 6.099 

Potentially Avoidable Readmissions   +/- 1352.948368 
 

1235.719131 1118.489894 -117.2292368 180.656 
PQI 90 - Composite of all measures +/- 2454.780362 

 
2241.407726 

 
-213.3726362 321.054 

Primary Care -  Length of Relationship - 
Q3 83.16443129 ▲ 83.50198817 

 
0.337556871 86.54 

Primary Care -  Usual Source of Care - Q2 86.38296794 ▲ 86.99167115 
 

0.608703206 92.47 
2.b.vii             
Implementing the INTERACT project 
(inpatient transfer avoidance program for 
SNF) 

      Adult Access to Preventive or Ambulatory 
Care - 20 to 44 years 83.44983553 ▲ 84.21332151 

 
0.763485987 91.0846954 

Adult Access to Preventive or Ambulatory 
Care - 45 to 64 years 91.32996633 ▲ 91.63213279 

 
0.302166457 94.3516309 

Adult Access to Preventive or Ambulatory 
Care - 65 and older 94.16058394 ▲ 94.18896999 

 
0.028386046 94.4444444 

CAHPS Measures - Care Coordination with 
provider up-to-date about care received 
from other providers 86.35595281 ▲ 86.91135753 

 
0.555404719 91.91 

Children's Access to Primary Care - 12 to 
19 years 95.38281707 ▲ 95.72791629 

 
0.345099223 98.8338093 

Children's Access to Primary Care - 12 to 
24 Months 96.31053036 ▲ 96.67947733 

 
0.368946964 100 
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Measure  Baseline for MY2 
Increase 
Flag 

MY2 Annual 
Improvement 
Target  

MY2 High 
Performance 
Target  

Change needed to 
meet MY 2 Target 

Statewide 
Performance 
Goal 

Children's Access to Primary Care - 25 
months to 6 years 95.42124542 ▲ 95.72122614 

 
0.299980718 98.4210526 

Children's Access to Primary Care - 7 to 11 
years 97.8314746 ▲ 98.04832714 

 
0.21685254 100 

Getting Timely Appointments, Care and 
information (Q6, 8, 10, and 12) 90.65300129 ▲ 90.83970116 

 
0.186699871 92.52 

H-CAHPS - Care Transition Metrics (Q23, 
24, and 25) 93 ▲ 93.4 

 
0.4 97 

Helpful, Courteous, and Respectful Office 
Staff (Q24 and 25) 92.66679517 ▲ 92.99811565 

 
0.331320483 95.98 

Medicaid Spending on ER and Inpatient 
Services +/- 300.89391 

     Medicaid spending on Primary Care and 
community based behavioral health care 50.75988688 

     PDI 90 - Composite of all measures +/- 655.2525893 
 

593.8638304 
 

-61.38875893 41.365 
Percent of eligible providers meeting 
Meaningful Use criteria who conduct 
bidirectional exchange with qualified 
entities (RHIOs) 45.28301887 ▲ 

    Percent of eligible providers meeting 
Meaningful Use criteria who have 
participating agreements with qualified 
entities (RHIOs) 48.42767296 ▲ 

    Percent of PCP meeting PCMH (NCQA) or 
Advance Primary Care (SHIP) standards 28.73134328 ▲ 

    Potentially Avoidable Emergency Room 
Visits  +/- 39.2739968 

 
35.95649712 32.63899744 -3.31749968 6.099 

Potentially Avoidable Readmissions   +/- 1352.948368 
 

1235.719131 1118.489894 -117.2292368 180.656 
PQI 90 - Composite of all measures +/- 2454.780362 

 
2241.407726 

 
-213.3726362 321.054 

Primary Care -  Length of Relationship - 83.16443129 ▲ 83.50198817 
 

0.337556871 86.54 
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Measure  Baseline for MY2 
Increase 
Flag 

MY2 Annual 
Improvement 
Target  

MY2 High 
Performance 
Target  

Change needed to 
meet MY 2 Target 

Statewide 
Performance 
Goal 

Q3 
Primary Care -  Usual Source of Care - Q2 86.38296794 ▲ 86.99167115 

 
0.608703206 92.47 

2.b.viii             
Hospital-Home Care Collaboration 
Solutions 

      Adult Access to Preventive or Ambulatory 
Care - 20 to 44 years 83.44983553 ▲ 84.21332151 

 
0.763485987 91.0846954 

Adult Access to Preventive or Ambulatory 
Care - 45 to 64 years 91.32996633 ▲ 91.63213279 

 
0.302166457 94.3516309 

Adult Access to Preventive or Ambulatory 
Care - 65 and older 94.16058394 ▲ 94.18896999 

 
0.028386046 94.4444444 

CAHPS Measures - Care Coordination with 
provider up-to-date about care received 
from other providers 86.35595281 ▲ 86.91135753 

 
0.555404719 91.91 

Children's Access to Primary Care - 12 to 
19 years 95.38281707 ▲ 95.72791629 

 
0.345099223 98.8338093 

Children's Access to Primary Care - 12 to 
24 Months 96.31053036 ▲ 96.67947733 

 
0.368946964 100 

Children's Access to Primary Care - 25 
months to 6 years 95.42124542 ▲ 95.72122614 

 
0.299980718 98.4210526 

Children's Access to Primary Care - 7 to 11 
years 97.8314746 ▲ 98.04832714 

 
0.21685254 100 

Getting Timely Appointments, Care and 
information (Q6, 8, 10, and 12) 90.65300129 ▲ 90.83970116 

 
0.186699871 92.52 

H-CAHPS - Care Transition Metrics (Q23, 
24, and 25) 93 ▲ 93.4 

 
0.4 97 

Helpful, Courteous, and Respectful Office 
Staff (Q24 and 25) 92.66679517 ▲ 92.99811565 

 
0.331320483 95.98 

Medicaid Spending on ER and Inpatient 
Services +/- 300.89391 
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Measure  Baseline for MY2 
Increase 
Flag 

MY2 Annual 
Improvement 
Target  

MY2 High 
Performance 
Target  

Change needed to 
meet MY 2 Target 

Statewide 
Performance 
Goal 

Medicaid spending on Primary Care and 
community based behavioral health care 50.75988688 

     PDI 90 - Composite of all measures +/- 655.2525893 
 

593.8638304 
 

-61.38875893 41.365 
Percent of eligible providers meeting 
Meaningful Use criteria who conduct 
bidirectional exchange with qualified 
entities (RHIOs) 45.28301887 ▲ 

    Percent of eligible providers meeting 
Meaningful Use criteria who have 
participating agreements with qualified 
entities (RHIOs) 48.42767296 ▲ 

    Percent of PCP meeting PCMH (NCQA) or 
Advance Primary Care (SHIP) standards 28.73134328 ▲ 

    Potentially Avoidable Emergency Room 
Visits  +/- 39.2739968 

 
35.95649712 32.63899744 -3.31749968 6.099 

Potentially Avoidable Readmissions   +/- 1352.948368 
 

1235.719131 1118.489894 -117.2292368 180.656 
PQI 90 - Composite of all measures +/- 2454.780362 

 
2241.407726 

 
-213.3726362 321.054 

Primary Care -  Length of Relationship - 
Q3 83.16443129 ▲ 83.50198817 

 
0.337556871 86.54 

Primary Care -  Usual Source of Care - Q2 86.38296794 ▲ 86.99167115 
 

0.608703206 92.47 
3.a.i             
Integration of primary care and 
behavioral health services 

      Adherence to Antipsychotic Medications 
for People with Schizophrenia 61.79775281 ▲ 63.26503635 

 
1.467283539 76.4705882 

Antidepressant Medication Management 
- Effective Acute Phase Treatment 57.46606335 ▲ 57.71945701 57.97285068 0.253393665 60 
Antidepressant Medication Management 
- Effective Continuation Phase Treatment 39.36651584 ▲ 39.77769034 40.18886485 0.411174506 43.4782609 
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Measure  Baseline for MY2 
Increase 
Flag 

MY2 Annual 
Improvement 
Target  

MY2 High 
Performance 
Target  

Change needed to 
meet MY 2 Target 

Statewide 
Performance 
Goal 

Cardiovascular Monitoring for People 
with Cardiovascular Disease and 
Schizophrenia 72.72727273 ▲ 74.67754545 76.62781818 1.950272727 92.23 
Diabetes Monitoring for People with 
Diabetes and Schizophrenia 58.33333333 ▲ 61.47959184 64.62585035 3.146258507 89.7959184 
Diabetes Screening for People with 
Schizophrenia or Bipolar Disease who are 
Using Antipsychotic Medication 80.17241379 ▲ 81.05425498 

 
0.881841191 88.9908257 

Engagement of Alcohol and Other Drug 
Dependence Treatment (Initiation and 2 
visits within 44 days) 25.56390977 ▲ 25.8345188 

 
0.270609023 28.27 

Follow-up after hospitalization for Mental 
Illness - within 30 days 60 ▲ 62.82352941 65.64705882 2.82352941 88.2352941 
Follow-up after hospitalization for Mental 
Illness - within 7 days 50 ▲ 52.41935484 54.83870968 2.41935484 74.1935484 
Follow-up care for Children Prescribed 
ADHD Medications - Continuation Phase 85.71428571 ▲ 85.71428571 

 
0 78.65 

Follow-up care for Children Prescribed 
ADHD Medications - Initiation Phase 70.21276596 ▲ 70.41838012 

 
0.205614164 72.2689076 

Initiation of Alcohol and Other Drug 
Dependence Treatment (1 visit within 14 
days) 56.14035088 ▲ 56.24031579 

 
0.099964912 57.14 

Potentially Preventable Emergency 
Department Visits (for persons with BH 
diagnosis) +/- 93.49881797 

 
87.67753617 81.85625437 -5.821281797 35.286 

Screening for Clinical Depression and 
Follow-Up Plan  13.07189542 ▲ 17.38770588 

 
4.315810458 56.23 

3.b.i             
Evidence-based strategies for disease 
management in high risk/affected 
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Measure  Baseline for MY2 
Increase 
Flag 

MY2 Annual 
Improvement 
Target  

MY2 High 
Performance 
Target  

Change needed to 
meet MY 2 Target 

Statewide 
Performance 
Goal 

populations (adult only) 

Aspirin Use 40 ▲ 42.286 
 

2.286 62.86 
Discussion of Risks and Benefits of Aspirin 
Use 55.68 ▲ 56.839 

 
1.159 67.27 

Flu Shots for Adults Ages 18 - 64 38.4 ▲ 40.905 
 

2.505 63.45 
Health Literacy - Describing How to Follow 
Instructions 87.12729487 ▲ 87.38456539 

 
0.257270513 89.7 

Health Literacy - Explained What To Do If 
Illness Got Worse 89.30038121 ▲ 89.78034309 

 
0.479961879 94.1 

Health Literacy - Instructions Easy to 
Understand 97.21571584 ▲ 97.37614426 

 
0.160428416 98.82 

Medical Assistance with Smoking and 
Tobacco Use Cessation - Advised to Quit 89.29 ▲ 89.919 

 
0.629 95.58 

Medical Assistance with Smoking and 
Tobacco Use Cessation - Discussed 
Cessation Medication 68.52 ▲ 70.056 

 
1.536 83.88 

Medical Assistance with Smoking and 
Tobacco Use Cessation - Discussed 
Cessation Strategies 55.36 ▲ 57.351 59.342 1.991 75.27 
Prevention Quality Indicator # 13 (Angina 
without procedure)  +/- 33.999728 

 
30.8748552 

 
-3.1248728 2.751 

Prevention Quality Indicator # 7 (HTN)  +/- 122.3990208 
 

111.3911187 
 

-11.00790208 12.32 
3.d.ii             
Expansion of asthma home-based self-
management program 

      Asthma Medication Ratio (5 - 64 Years) 52.98245614 ▲ 55.2883772 
 

2.305921056 76.0416667 
Medication Management for People with 
Asthma (5 - 64 Years) - 50% of Treatment 
Days Covered 51.41509434 ▲ 53.13072777 

 
1.715633426 68.5714286 
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Measure  Baseline for MY2 
Increase 
Flag 

MY2 Annual 
Improvement 
Target  

MY2 High 
Performance 
Target  

Change needed to 
meet MY 2 Target 

Statewide 
Performance 
Goal 

Medication Management for People with 
Asthma (5 - 64 Years) - 75% of Treatment 
Days Covered 31.13207547 ▲ 32.51324994 

 
1.381174473 44.9438202 

Pediatric Quality Indicator  # 14 Pediatric 
Asthma  +/- 507.3500715 

 
460.8699644 

 
-46.48010715 42.549 

Prevention Quality Indicator # 15 Younger 
Adult Asthma +/- 52.52790545 

 
48.6315149 

 
-3.896390545 13.564 

4.c.ii             
Increase early access to, and retention in, 
HIV care 

      Age-adjusted percentage of adults who 
have a regular health care provider - Aged 
18+ years 76.8 ▲ 

    Age-adjusted preventable hospitalizations 
rate per 10,000 - Aged 18+ years 109.1 

     Age-adjusted preventable hospitalizations 
rate per 10,000 - Aged 18+ years - Ratio of 
Black non-Hispanics to White non-
Hispanics 1.67 

     Age-adjusted preventable hospitalizations 
rate per 10,000 - Aged 18+ years - Ratio of 
Hispanics to White non-Hispanics 0.97 

     Chlamydia case rate per 100,000 women - 
Aged 15-44 years 1432.9 

     Newly diagnosed HIV case rate per 
100,000 22.6 

     Newly diagnosed HIV case rate per 
100,000 - Difference in rates (Black and 
White) of new HIV diagnoses 27.6 

     Newly diagnosed HIV case rate per 
100,000 - Difference in rates (Hispanic 23.8 
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Measure  Baseline for MY2 
Increase 
Flag 

MY2 Annual 
Improvement 
Target  

MY2 High 
Performance 
Target  

Change needed to 
meet MY 2 Target 

Statewide 
Performance 
Goal 

and White) of new HIV diagnoses 

Percentage of adults with health 
insurance - Aged 18-64 years 76.4 ▲ 

    Percentage of premature death (before 
age 65 years) 23.9 

     Percentage of premature death (before 
age 65 years) - Ratio of Black non-
Hispanics to White non-Hispanics 2.04 

     Percentage of premature death (before 
age 65 years) - Ratio of Hispanics to White 
non-Hispanics 2.15 

     Primary and secondary syphilis case rate 
per 100,000 females 0.5 

     Primary and secondary syphilis case rate 
per 100,000 males 15.7 

     Domain 1 Measure             
Health Home assigned/referred members 
in outreach or engagement 69.30966469 ▲ 

    Health Home engaged members with a 
care plan during the measurement year 52.25225225 ▲ 

    Health Home members who were in 
outreach/engagement who were engaged 
during the measurement year 18.95276039 ▲ 
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ATTACHMENT G:  EPEC TRAINING SCHEDULE 
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Value Based Payment (V.B.P.)
Baseline & Readiness Network Assessment

September 2016



Purpose
Create a baseline assessment of the New York-Presbyterian/Queens PPS partner network to 
include contracting status and a readiness assessment for moving to alternative payment 
methodologies.  

________________________________________________________________

Financial sustainability is an overall goal of the DSRIP program; therefore, the NYS DOH has 
established milestones related to value based payment methodologies inclusive of a 
comprehensive baseline assessment.  The assessment was completed utilizing a survey 
methodology for all network partners and is summarized in the below slide deck.  This analysis 
is inclusive of a baseline assessment of actual alternative payment models as well as a 
readiness assessment for moving toward such models. 

To ensure compliance with all local and federal regulations, all survey questions were not 
specific to payer or contractual relationships but included general questions relating to 
categories associated with value based payment arrangements.  

The PPS’ collaborative model will utilize this analysis to focus on education, connectivity, and 
quality analytics, which our network partners will be able to use to provide tools and resources 
for individual teams to work with MCO’s in order to move towards risk based models.  
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Governing Process

The VBP baseline assessment was completed by the Project Management Office 
with reviews and approvals for publishing by the Finance Committee as well as 
the Executive Committee.  

Approvals of this assessment will be completed in October 2016.  
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What is Value Based Payment (V.B.P.)?
National healthcare strategy used by healthcare systems to promote quality and 
value of health care services utilizing non fee for service payment methodologies 
focused to quality based outcomes.  Goals include:

§ Shift from pure volume-based payment (Fee-for-Service) to those that are 
outcome related

§ Implement pay for performance programs that reward improvements in 
quality metrics & aligns risks of all parties 

§ Establish methodologies that align with the complexity of the patient base 
as well as the offerings of the system with the strategies of the managed 
care organization

§ Engage multiple facets of the healthcare system to encourage quality 
based outcomes by assigning levels of risk 

§ Establish data reporting & warehousing mechanisms for tracking and 
ongoing performance reporting
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Survey Categories

I. Organization Type

II. Current Value/Equity Payment Arrangements

III. V.B.P. Model Preferences

IV. Current V.B.P. Aligned Medicaid Managed Care Organization (M.C.O.) 
Strategies

V. Readiness to convert 90% of Medicaid revenue sources to a V.B.P. 
methodology

VI. Training Topic Interest Areas

The following slides summarize the data compiled by category & 
organization type.
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Organization Types
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Results

§ All network partners were sent the VBP survey

§ (35) unique partners provided responses

§ (40) organization types reported

- Some partners counted their business operations among multiple 
classifications

§ Nursing Homes/Skilled Nursing Facilities represented 45% of the total 
responses 
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Current Value/Equity Payment Arrangements
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Results

§ 34% of the partner reporting population indicated, YES, to current 
arrangements

§ 62% of the partner reporting population indicated, NO, to current arrangements

§ PPS Opportunities:

- Education to increase familiarity with VBP concepts

- Growth opportunity to introduce unique VBP concepts 
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V.B.P. Model Preferences
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Results

§ 85% indicated NO preference to any specific V.B.P. model

§ 15% indicated YES to a preference of a specific V.B.P. model

§ PPS Opportunities:

- Education of unique types of VBP arrangements in the local market

- Alignment of education with the findings from the Rapid Cycle Evaluation 
Unit

- Engagement with MCO’s for discussions of concepts that align with 
population strategies
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Current V.B.P. Aligned Medicaid Managed Care 
Organization (M.C.O.) Strategies
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Results

§ 80% indicated No to having any current V.B.P. Aligned Medicaid Managed 
Care Organization (M.C.O.) Strategies

§ 20% indicated YES to having any current V.B.P. Aligned Medicaid Managed 
Care Organization (M.C.O.) Strategies

§ PPS Opportunities:

- Incorporation of multiple provider / payer strategies by network partners 

- Lessons learned among network partners for VBP arrangements
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Readiness to convert 90% of Medicaid revenue sources 
to a V.B.P. methodology
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Results

§ 37% Unsure

§ 34% Slightly confident

§ 25% Confident

§ PPS Opportunities:

- Provide basic education models for partner network 

- Partner with Medicaid MCO’s to roll-out any existing educational programs 
for VBP 

- Utilize Rapid Cycle Evaluation Unit quality analysis to provide partners 
baseline quality assessments 
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Training Topic Interest Areas
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Results

§ (3) Highest Requested Topics:

- Overall Education (85%)

- Quality Based Outcome Analytics (85%)

- I.T. Tool Maximization (80%)

§ PPS Opportunities:

- High interest in education of VBP models

- Utilization of Rapid Cycle Evaluation Unit data analytics for quality reporting
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Existing V.B.P. Arrangements Within NewYork-
Presbyterian/Queens PPS Network
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Next Steps 

§ Receive approvals from Finance & Executive Committees

§ Establish an educational program for value based payment opportunities

§ Await VBP NYS DOH updates to all deliverables 

§ Align VBP data needs with the Rapid Cycle Evaluation Unit (in development)

§ Establish communication channels specific to VBP utilizing website, 
Healthstreams, or Performance Logic
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Summary

§ Thank you to all our network partners that provided us with responses

- Any questions regarding what was discussed or for copies of anything 
presented, please feel free to contact:

2016 V.B.P. Survey20

Sadia Choudhury
Director
DSRIP PMO Office
E-Mail: Sac9139@NYP.ORG

Daniel M. Notarnicola
Financial Analyst
DSRIP PMO Office
E-Mail: Dan9032@NYP.ORG



New York Presbyterian / Queens PPS 
DSRIP - Finance Overview

10/20/2016
All expenses are reflected in GL290 file exported from Lawson General Ledger System - NYP/Q Hospital (Lead)

CONFIDENTIAL 1/5

April 1, 2015 - 
March 31, 2016

April 1, 2016 - 
March 31, 2017

April 1, 2017 - 
March 31, 2018

April 1, 2018 - 
March 31, 2019

April 1, 2019 - 
March 31, 2020

Month DY1 DY2 DY3 DY4 DY5
April 265,228$                      
May 112,922$                      
June 115,452$                      
July 151,267$                      
August
September
October 302,360$                     
November 31,398$                       
December 57,336$                       
January 49,765$                       
February 332,646$                     
March (5,641)$                        
Grand Total 767,864$                     644,868$                     -$                              -$                              -$                              

April 1, 2015 - 
March 31, 2016

April 1, 2016 - 
March 31, 2017

April 1, 2017 - 
March 31, 2018

April 1, 2018 - 
March 31, 2019

April 1, 2019 - 
March 31, 2020

Month DY1 DY2 DY3 DY4 DY5
April 
May
June 1,102,491$                  
July 367,497$                      
August 575,489$                      
September
October
November
December
January 367,497$                     
February
March
Grand Totals 1,469,988$                  942,986$                     -$                              -$                              -$                              

EXPENSE

REVENUE
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New York Presbyterian / Queens PPS 
DSRIP - Finance Overview

10/20/2016
All expenses are reflected in GL290 file exported from Lawson General Ledger System - NYP/Q Hospital (Lead)

CONFIDENTIAL 2/5

April 1, 2015 - 
March 31, 2016

April 1, 2016 - 
March 31, 2017

April 1, 2017 - 
March 31, 2018

April 1, 2018 - 
March 31, 2019

April 1, 2019 - 
March 31, 2020

Month DY1 DY2 DY3 DY4 DY5
April 77,613.29$                   
May 85,205.19$                   
June 36,758.15$                   
July 107,551.10$                
August 51,814.75$                   
September 38,476.62$                   
October 202,490.27$                
November 31,273.01$                  
December 679.33$                        
January 26,402.61$                  
February 166,415.78$                
March 93,358.03$                  
Grand Total 520,619.03$                397,419.10$                -$                               -$                               -$                               

April 1, 2015 - 
March 31, 2016

April 1, 2016 - 
March 31, 2017

April 1, 2017 - 
March 31, 2018

April 1, 2018 - 
March 31, 2019

April 1, 2019 - 
March 31, 2020

Month DY1 DY2 DY3 DY4 DY5
April (14,563.17)$                 
May 13,862.65$                   
June 7,995.00$                     
July 5,947.65$                     
August 5,946.98$                     
September 5,867.65$                     
October 99,870.00$                  
November 125.00$                        
December 56,656.66$                  
January 14,279.22$                  
February 14,279.22$                  
March
Grand Total 185,210.10$                25,056.76$                   -$                               -$                               -$                               

EXPENSE : Administrative Overhead

EXPENSE : Cost of Implementation

 $-
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New York Presbyterian / Queens PPS 
DSRIP - Finance Overview

10/20/2016
All expenses are reflected in GL290 file exported from Lawson General Ledger System - NYP/Q Hospital (Lead)

CONFIDENTIAL 3/5

April 1, 2015 - 
March 31, 2016

April 1, 2016 - 
March 31, 2017

April 1, 2017 - 
March 31, 2018

April 1, 2018 - 
March 31, 2019

April 1, 2019 - 
March 31, 2020

Month DY1 DY2 DY3 DY4 DY5
April 22,500.00$                   
May
June 72,000.00$                   
July 40,268.00$                   
August
September
October
November
December
January 4,083.00$                     
February 4,083.00$                     
March 334.00$                        
Grand Total 8,500.00$                     134,768.00$                -$                               -$                               -$                               

April 1, 2015 - 
March 31, 2016

April 1, 2016 - 
March 31, 2017

April 1, 2017 - 
March 31, 2018

April 1, 2018 - 
March 31, 2019

April 1, 2019 - 
March 31, 2020

Month DY1 DY2 DY3 DY4 DY5
April 50,530.84$                   
May
June
July
August
September
October
November
December
January
February 96,467.99$                  
March
Grand Total 96,467.99$                  50,530.84$                   -$                               -$                               -$                               

EXPENSE : Workforce

EXPENSE : Revenue Loss
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New York Presbyterian / Queens PPS 
DSRIP - Finance Overview

10/20/2016
All expenses are reflected in GL290 file exported from Lawson General Ledger System - NYP/Q Hospital (Lead)

CONFIDENTIAL 4/5

April 1, 2015 - 
March 31, 2016

April 1, 2016 - 
March 31, 2017

April 1, 2017 - 
March 31, 2018

April 1, 2018 - 
March 31, 2019

April 1, 2019 - 
March 31, 2020

Month DY1 DY2 DY3 DY4 DY5
April 10,332.57$                   
May
June
July
August
September
October
November
December
January
February 25,199.84$                  
March 7,743.70$                     
Grand Total 32,943.54$                  10,332.57$                   -$                               -$                               -$                               

April 1, 2015 - 
March 31, 2016

April 1, 2016 - 
March 31, 2017

April 1, 2017 - 
March 31, 2018

April 1, 2018 - 
March 31, 2019

April 1, 2019 - 
March 31, 2020

Month DY1 DY2 DY3 DY4 DY5
April 220,876.29$                
May 16,353.96$                   
June (1,301.37)$                    
July (2,500.00)$                    
August
September
October
November
December
January
February 31,200.04$                  
March 5,000.00$                     
Grand Total 36,200.04$                  233,428.88$                -$                               -$                               -$                               

EXPENSE : Incentives

EXPENSE : Non-Covered Services
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New York Presbyterian / Queens PPS 
DSRIP - Finance Overview

10/20/2016
All expenses are reflected in GL290 file exported from Lawson General Ledger System - NYP/Q Hospital (Lead)
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Overall Review : Expense / Revenue
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