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New York State DSRIP Payments and
Performance Measurement

« Calculation of Payments to Performing Provider Systems (PPS)
 Domains to Projects

* Projects to Measures

« Quality Measures

« Performance Measurement
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Calculation of PPS Payments

* PPS Project Valuation Award is the total dollars that may be earned based on
application commitments and project selection

* PPS payments were initially pay for reporting (P4R) calculated based on
progress of milestones and metrics

« Domain 1 Process — Organizational milestones (e.g. Governance, Workforce,
IT, Cultural Competency, )

« Domain 2 Project Implementation Milestones including provider and patient
target numbers for engagement

« As projects progress, there is less payment for reporting and more funds for
performance (P4P)

« Claims and non-claims based performance measures based on annual
Improvement targets of 10% or more to close gap to goal

Department
of Health

NEW YORK
g : STATE OF
oooooooooooo




Outcomes/Performance Measurement Approach

o Annual improvement targets a methodology of reducing the gap

to the goal by 10%. Outcome Metrics &
o Each subsequent year would continue to be set with a target Avoidable

using the most recent year’s data. This will account for smaller Hospitalizations

gains in subsequent years as performance improves toward the

goal or measurement ceiling. Process Metrics

o Performing Provider Systems may receive less than their
maximum allocation if they do not meet metrics and/or if
DSRIP funding is reduced because of the statewide penalty).

Project Valuation from DSRIP Program T| m e
Pay for Performance (P4F)
Fee for Service and “Pay for Reporting” (P4R)
Performance
Payment’ cY 2015 cY 2016 cY 2017 oY 2018 cY 2019
P4R 80% 60% 40% 20% 0%
System Transtormation and Financial [RACE 0% 0% 20% 35% 50% Statewide Accou qtab ility . _
CA U S (T P4R 10°% 10% 5 5% 5% o PPS funds received may be reduced for missed milestones

P4P 0% 15% 25% 30% 35% statewide
(Bomain ) PR % 10% 5 5% 5 - The reduction is applied proportionately to all PPSs

Population Health Outcome Milestones

(Domain 4) P4R 5% 5% 5 5% 5%
PPS Infrastructure Develop ment P4R 100% 85% 55% 35% 15%
Clinical Improvement and Health , . , , ,
P4P 0% 15% 45% 65% 85%
NEW YORK | Department
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DSRIP Pay for Performance

« 75 Pay for Performance (P4P) Measures in DSRIP

« 25 measures became P4P in June 30, 2017 reporting/payment cycle for
Measurement Year 2 (July 2015-June 2016)

 Annual Improvement Target (AIT)
« Gap to Goal — 10% improvement over previous measurement year
« Unearned AIT funds roll over to High Performance Fund (HPF)

* High Performance Fund (HPF)
« Ten (10) eligible HPF measures to further enhance DSRIP focus on key areas
« Preventable Emergency Room and Readmissions
» Behavioral Health measures
» Tier 1 - Based on 20% gap to goal achievement
» Tier 2 — Meets or exceeds state-wide performance target
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Tler | MY?2: Tier |
~$54M dollars
seed 20% improvement: earned, but
funding + baseline to statewide only 5% of
~$7M performance goal Tier Il dollars
forfeited High earned
DY1 Performance Meetir_lg or exceeding leaving:
Fund statewide performance $29M
50 \L goal. ) available
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Domains to Projects

Domain 2: System Transformation Projects
Create Integrated Delivery Systems focused on Evidence-Based
Medicine and Population Health Management

Applicants chose

Minimum 2, Maximum

Care transitions intervention model to reduce 30 day readmissions 4 Projects
for chronic health conditions o >
® ©
| N | =3
| qualfn 3 Clinical Irc?tp))r:v_emleﬂt IIDLOJec_ts Applicants chose § S
ntegration of primary care and behavioral health services Minimum 2, Maximum 2 =1
Evidence-based strategies for disease management in high 4 Proiect n
risk/affected populations R S S
Q o
- » - » H U)
Domain 4: Population-Wide Projects _ - @
Strengthen Mental Health and Substance Abuse Infrastructure Applicants chose
across Systems Minimum 1, Maximum
Promote tobacco use cessation, especially among low SES 2 Projects

populations and those with poor mental health

Department
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PPS Project Selection: Domain 2

DSRIP Performing Provider System
Project Selections

Index
Project Score  Short Description

Domain 2 System Transformation. Required to choose two to five projects (at least one from subdomain 2.a and one from 2b or 2.c}. See Footnote 4 in this brief for special rules regarding project 2.d.i {"the 11th project”).
—7f- Create ntegrated Delivery  Zai. 083 Integrated MIWW v v vt v v v o o v w v v v o ” o v v v o v v 7 )
Systems Zan e ra_nem-wmereﬂ TWedical Home [/ Advanced v v v v y 5
Primary Cara
2aiii 037 Health Home At-Risk o o v * v v v v v ¥ v 10
2aw 0.80 Medical Village—Hoszpital o w W “ 4
Zav 070 Medical Village—Nursing Home v 1
E. Implementation of Care 2hi 0.60 Ambulatory ICUs o " 2
Coordination and Transitional Z2hii 0.67 Primary Care in ED v 1
Care Programs i 02 ED Care Triage " * * 04 w v N L vE v v v o 13
<E 072 Transitions—Chronic Dis&D L4 v 4 v ¥ * * ¥ v o4 ¥ v ¥ ¥ o wE o owF 17
2bw 0.68 Transitions—~Mursing Facility o
2bvi 078 Tranzitional Supportive Housing o 1
2bwvi 063 Inpatient Transfer Avoidance for SMF o k4 v w v v ¥ 7
Zbmii 079 Hospital-Home Care Collaboration v W W wE v v v 7
Zhix 0.60 Hospital Obzervational Frograms v v i
C. Connecting Settings 2L 0.62 Community-Based Health Mavigation o b v v * v E 5
2 0.52 Telemedicine in Underserved Areas v 1
D. Access for Special 24i 083 Patient Activation Activities Toward " + + + +
. ) o w w W W o o W W W w " w W 14
Populations Community-Basad Care

For full descriptions of sach project, see New York State Delivery System Reform Incantive Payment Program Project Toolkit at hitps://www health.ny gov/health_care/medicaid/redssign/docs/dsrip_project_toolkit pdf
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Project to Measures - Example

Project 2.a.l: Create Integrated Delivery Systems that are focused on

Evidence-Based Medicine & Population Health Management

Project Measure Data Source
Getting Timely Appointments, Care and information C&G CAHPS
Care Coordination with Provider Survey

Potentially Avoidable Emergency Room Visits (PPV)

Potentially Avoidable Readmissions (PPR)

Prevention Quality Indicator - Composite of all measures (PQI90) NYSDOH
Pediatric Quality Indicator - Composite of all measures (PDI90) i
y P Warehouse

Adult Access to Preventive or Ambulatory Care
Children's Access to Primary Care
Medicaid Spending on ER and Inpatient Services SPARCS

(hospital discharge &

ED visit data) EWYORK | Department
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Claims-Based Measures

% Agency for Healthcare Research and Quality
- \ Advancing Excellence in Health Care

Prevention Quality Indicators (PQIs)
HEDIS® 2014 Pediatric Quality Indicators (PDIs)

IM Health Care

Potentially Preventable Readmissions (PPR)
Pediatric Preventable ED Visits (PPV)

TECHNICAL SPECIFICATIONS
FOR HEALTH PLANS

Volume 2
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Non-CIaims Measures: PPS Level

h Surveys and Tools to
Advonce Patient-Centered Care

CAHPS Chnician & Group Surveys Adult 12-Month Questionnaire 2.0
Your Provider Your Care From This Provider in the
Last 12 Months
1. Our records show that you got care from
the provider named below in the last 12 These questions ask about your own health
months. care. Do not include care you got when you

stayed overnight in a hospital. Do net include

Name of provider label goes here the youwest for destal cape visits.

Is that night? 4. Inthe last 12 months how many times did
— vou visit this provider to get care for
[ Yes yourself?

] No— If No. go to £26 on page 4
. €0 pag [] None — If None, go to £26 on
page 4

The questions in this survey will refer to the
provider named in Question 1 as “this provider.”
Please think of that persen as you answer the
survey.

&

time

to9

1. Is thus the provider you usually see if you 10 or times

need a check-up, want advice about a health

O00O0oo

problem, or get sick or hurt?
] Yes 5. Inthe last 12 months, did you phone this
— provider's office to get an appointment for
OO Ne anillness, injury, or condition that needed
care right away?
3. How long have you been going to this
2 3 gomg Yes . .
provider O ewns Medical Record Review 5

'] Less than 6 months

L] Atlenst Smonths but less than 1 yesr 6. Inthe last 12 months, when you phoned this

[ Atleast 1 year but less than 3 years provider's office to get an appointment for
] Atleast 3 years but less than 5 years care vou needed right away. how often
*[] 5 years or more did you get an appomntment as soon as you
nesded?

T Never

E Sometimes

] Usually

NEW YORK
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YORK Department | Medicaid
STATE | of Health Redesign Team

Delivery System Reform
Incentive Payment (DSRIP):
Measure Specification and

Reporting Manual

Measurement Year 3

JULY 10, 2017
DERIPEHEALTH.NY.GOV

Vil
Wl

X1

Xl
XL

Owerview of Requirements

Methodology for Establishing Performance Goals, Annual Improvement Targets, and
High Performance

Defining the Eligible Population for Performance Measurement
Baseline Results for Project Approval
Measure Reporting Schedule

Reporting Submission Process
Resources for Technical Assistance
Measure Descriptions, Specifications and Performance Goals

Takle 3. Domain 1 Measures
Table 4. additional Domain 1 Health Home Measures
Takble 5. Domain 2 Measures
Table 6. Domain 3 Measures
Takle 7. Domain 4 Measures

Random Sample, Medical Record Review Guidelines, and Early Elective Delivery Data
Collection

Aggregate Data Reporting
Member Detail File Requirements and Layout

Final Result Calculation
Data to Performing Provider Systems and Independent Assessor

Appendix A — Domain 1 Project Milestones and Metrics

Appendix B —Performing Provider System Member Detail File

Appendix C - New York State Perinatal Quality Collaborative Scheduled Delivery Form
Appendix D — New York-Specific Measure Specifications

screening for Clinical Deprassion and Follow Up

viral Load suppression

Emergency Department Use by the Uninsured

meaningful Use Certified Providers

Primary Care Providers mesting PCMH or APC Standards

Mon-Use of Primary and Preventive Care

Medicaid ER and Inpatient Spending

redicaid Primary Care and Community Based Behavioral Healthcare
other NY5-specific Measures

10
11
12

23
25
26
33
4o

56

59

g 3

2 2

BREBRBREBIZR T

https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/2016/docs/2016-07-25_measure_specific_rpting_manual.pdf
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DSRIP Quality Measures

Table 5. Domain 2 Measures

M E
Projects - 2
Steward and ! . . @ o o . ™
. Associated . Denominator w E E Achievement Z | = A
Measure Name Specification| NOF & Numerator Description . & 5 u = (=
Version with Description s g | Value ¥E| o o e
Measure Ea o E 'E 2| @ 7 -
8 £ 35 = g E E -
T25 2 ol I
i - N N
Domain 2 — System Transformation
Number of peopl 1if I
umber of people 6.10 per 100 | - if annua
2 mi— 3 8N Mumber of preventable (excludes those born Medicaid improvement
Potentially Preventable = 7 "| emergency visits as during the target or MYS
o 3 MA | 2.bi-2.b.ix i enrollees P4R P4p
Emergency Room Visits £ . | defined by revenue and measurement year] as i | performance DOH
2.ci—2.cii *High Perf Elig
CPT codes of June 30 of goal met or
# 5W measure
measurement year exceeded
Mumber of readmission 180.66 per | 1ifannual
_ 2ai-2av, chains (at risk admissions Number of people as of 100,.002[1 improvement NYS
Paotentially Preventable = | followed by one or more Medicaid target ar
- M NA | 2bi-2bix,| . . June 30 of the DOH | P4R| P4P
Readmissions ; | clinically related e Enrollees performance
2oi—2.cl o L measurement year ) i
readmissions within 30 *High Perf Elig| goal met or
days of discharge) # 5\W measure| exceeded
Mumber of people 18 1 if annual
Mumber of admissicns years and older who 245.40 per | improvement
. 2.8.i—2.a.wv, | which were in the were enrolled in 100,000 target or MYS
PQI 90 — Composite of all = ) . o
. AHRO 6.0 NA | 2.b.i-2.b.ix,| numerator of one of the | Medicaid for at least Medicaid performance DOH | P4R P4p
- 2.ci—2.cii | adult prevention quality | one month as of June Enrollees goal met or
indicators 30 of measurement # SW measure| exceeded
year

_)/—EITET‘Q' YORK | Department

%gongumw, of Health



DSRIP Quality Measures (Domain 3)

w
1=
Project
Steward and mlﬂf § \ o E u , z
e o Associated . Denominator [T = E Achievement £
Measure Name Specification| NQF # | Numerator Description . =] U wE | L "
Versi with Description 5 5 2 | Value SE | ¥ &g
ersion Measure Eou 3 t 5| & q g 5
R 31 ™ -
TR R
A % W 3t - o g apn
Mumber of people,
Mumber of people who EE_ES 13 Fﬂ 641.rea_rs, 1ifannual
remained on an with schizophrenia improvement
Adherence to Antipsychotic antinsvchotic who were dispensed tarpet or MYS
Medications for Pecple with | HEDIS® 2017 | 1879 | 3.a.i— 3.a.iy |:| ¥ ) at least 2 76.5% & DoH | P4P 4P
schizonhreni = medication for at least " hoti performance
chizophrenia BOD% of their treatment an ”:_'51"":_ ot ) goal met or
. medications during
period exceeded
the measurement
year
Number of people who
initiated treatment
through an inpatient Number of peoble a 0.5 if annual
Initiation of Alcohol and AOD admission, ; .p 23 improvement
Other Drug Dependence outpatient visit 2ol e target or NYS
& p o HEDIS® 2017 | 0004 | 3.ai-3.a.iv . i " new episode of 57.1% DOoH | P4PR P4P
Treatment (1 visit within 14 = intensive outpatient performance
i alcohol or other drug
days) encounter, or partial (AOD) dependence goal met or
hospitalization within 12 p excesded
days of the index
episode
Mumber of people who 0.5 if annual
initiated treatment AND | Mumber of people age -
Engagement of Alcohol and X improvement
Other Drug Deoendence who had two ar more 13 and older with a tareet of MYS
8 p . HEDIS® 2017 | 0004 | 3.ai-3.a.iv additional services with new episode of 2B.3% g DoH | P4PR F4pP
Treatment (Initiztion and 2 = i . performance
isits within 44 days) a diagnosis of AOQD glcohol or other drug goal met or
visits within ays L
within 30 days of the (AOD) dependence exceeded NEW YORK Department
initiation visit orroRTUNITY. | o Health
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Setting the Annual Improvement Targets
& High Performance Targets

Performance Goal for

88.6-62.4=26.2 this measure; same

Gap from most recent MY result to Performance Goal thrOUghOUt a” Syears

PPS Result from

most recent MY ﬁ

88.6

P -
4

50 55 60 65 70 75 80 85 90 95 100

Percent of discharges with at least one follow up visit in 30 days
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Setting the Annual Improvement Targets
& High Performance Targets

Performance Goal for

88.6-62.4=26.2 this measure; same
throughout all 5 years

Gap from most recent MY result to Performance Goal

PPS Result from

most recent MY ﬁ

H

88.6

26.2%0.1=2.62

Annual Improvement Target is
10% reduction in the gap to goal

50 55 60 65 70 75 80 85 90 95 100

Department
of Health
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Setting the Annual Improvement Targets
& High Performance Targets

Performance Goal for
88.6-62.4=26.2 this measure; same
Gap from most recent MY result to Performance Goal thrDuEhGUt all 5 years
PPS Result from

most recent MY M

el o
4
M
* -
26.2%0.1 =262 26.2*0.2=5.24
Annual Improvement Target Is High Performance Fund Eligible -
10% reduction in the gap to goal reduces gap to goal by 20% or more or
exceeds performance goal
50 55 60 65 70 75 80 85 90 95 100

Department

Percent of discharges with at least one follow up visit in 30 days NEW YORK
QEOF of Health
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Potentially Preventable Emergency Room Visits *

+ Alower rate is desirable

Performance Goal =6.1
I MYD MY
All PPS 0 u(E) @ PPS Result

Central New York Care Collaborative @ 44 49
MY0 MY?2
Adirondack Health Institute @ 50 50 @ All PPS Result

Care Compass Network 38 38 ‘ =MY2 result met the AIT

Finger Lakes PPS @ M 37
WMCHealth @ T 7)

Leatherstocking Collaborative Health Partners @ 40 #

Staten lsland PPS @ 34(34

Montefiore Hudson Valley Collaborative @ 34 36

Suffelk Care Collaborative @ 31

33
The New York-Presbyterian/Queens @ 39 40

OneCity Health @ 48 48 Improving
Community Care of Brooklyn @ 23 24 >‘

Nassau Queens PPS @ 25 25
Mount Sinai PPS O wuu
The New York and Presbyterian Hospital @41 43
Community Partners of Westem New York @38 39
North Country Initiative 56 a 59
Alliance for Better Health Care @ 47 49
Bronx Partners for Healthy Communities @6 37
Brooklyn Bridges PPS @ 17 17
Refuah Community Health Collaborative o 78
Advocate Community Providers @21 21
Better Health for Northeast New York @4 45
Bronx Health Access # 43 _ Not

Millennium Collaborative Care 77777777777777777777777777777777777777777”””””"””””””32” ””” :’*’6 ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, |mprOV|ng
} NEWYORK | Department

s
0 10 20 30 40 50 60 orrorTNT. | of Health




July 2017 19

Thank You!
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