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MEETING AGENDA
Welcome Remarks

Linda S. Efferen, MD, MBA
Executive Director & VP Medical Director, SCC

9:10 am – 10:10 am

SCC Program Highlights

Alexandra Kranidis, MPH, CPH, CHES
Project Manager, Asthma & Tobacco Cessation Programs
Stephanie Burke, MS, MHA, CHES
Administrative Manager, Community Engagement & Cultural Competency
Kelly Donnelly, MHA
Project Manager, Acute Care Transitions
Richard Poveromo, LMSW, CCM
Director of Social Work, John T. Mather Memorial Hospital
Alyse Marotta, MPH
Administrative Manager, Behavioral Health

10:10 am – 10:25 am

Break

10:25 am – 11:10 am

Moving into DSRIP Year 4: What Do We Need to Do?

9:00 am – 9:10 am

11:10 am – 11:25 am

Value Based Payment Overview

11:25 am –11:30 am

Closing Remarks

11:30 am – 12:00 pm

Networking

3/29/2018

Peggy Chan
Director, DSRIP, New York State Department of Health
Neil Shah, MBA
Director, Business Operations, SCC
Linda S. Efferen, MD, MBA
Executive Director & VP Medical Director, SCC
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Stop. Drop. Don’t Roll Your Tobacco: Suffolk Care
Collaborative’s Unified Approach to Expanding Tobacco
Cessation Services

Alexandra Kranidis, MPH, CPH, CHES, Project Manager, Asthma & Tobacco Cessation Programs
Alyse Marotta, MPH, Administrative Manager, Behavioral Health Programs

Tobacco Cessation Coalition Initiatives
1. Tobacco Cessation at Primary Care Practices (Project 3bi): Tobacco cessation protocols (such as the 5 A’s of tobacco control)
integrated in primary care practices’ electronic health records (EHR).
2. Facilitation of Referrals to NYS Smokers’ Quitline (Projects 2biv & 3bi): implement a process for referrals to the NYS Smokers’
Quitline.
3. Tobacco Free Campus at Behavioral Health Site Initiative (Projects 3ai & 4aii): Partner with Office of Mental Health (OMH) and
community-based tobacco cessation programs to assist sites to become tobacco free campuses.

4. Community Engagement & Population-wide Prevention Initiative (Project 4bii): Provide tobacco cessation education materials
5. Facilitation of Treating Tobacco Dependence Train the Trainer Program in Suffolk County: Collaborate with the “Learn to Be
Tobacco Free Program” through the Suffolk County Department of Health to co-facilitate Train the Trainer courses.

About the Tobacco Free Campus at Behavioral
Health Site Initiative

 1 in 5 adults in the US have some type of mental health condition
 NY smoking prevalence is 33.7% among adults with a mental health condition
vs 14.3% of adults without a mental health condition
 Secondhand smoke causes approximately 7,330 deaths from lung cancer and
33,950 deaths from heart disease each year

Tobacco Free Campus Initiative Goals






Create a healthier and safer environment for all clients, staff and visitors.
Protect clients, staff and visitors from the dangers of second hand smoke and
tobacco use.
Ensure tobacco dependence is addressed with all clients.
Assist in the creation or expansion of existing Tobacco Free Campus Policies.
Provide technical assistance to Behavioral Health Facilities during their transition
to Tobacco Free Campuses.

Initiative Components

 Tobacco Free Campus Toolkit
 Current State Assessment

 Technical Assistance
 Policy Development & Implementation
 On Site Staff Education
 SCC Learning Center Online Education
 Patient Education Materials
Center for Tobacco Control

Site Dashboards

Identified Trends


Most Behavioral Health Organizations (BHOs)
have existing smoke free and tobacco policies.



BHOs are updating existing policies to meet
current clinical recommendations.



BHOs are incorporating new language in
policies to address current electronic nicotine
delivery systems.



BHOs are offering new trainings and education
for staff on motivational interviewing and
prescribing pharmacotherapy.

Next Steps


Reassess and track the progress of Cohort 1 (8 BHOs, 10 individual sites) who
are currently implementing the initiative.



Cohort 2 (8 BHOs, 19 individual sites) launched in February 2018 and are in the
process of undergoing site visits.

Bridging the Gap to Deliver Culturally Competent, Health
Literate Care:
A Collaboratively Developed Train-the-Trainer Program
Designed for Community Serving Individuals

Althea Williams, MBA, PCMH-CCE
Director, Community & Practice Transformation
Stephanie Burke, MS, MHA, CHES,
Administrative Manager, Community Engagement & Cultural Competency

Bridging the Gap to Deliver Culturally Competent,
Health Literate Care

 Introduction & Audience
 Materials & Methods
 Curriculum components include:
 Health Equity: social determinants of health, place and health, unconscious
bias
 Cultural Competency and Humility: CLAS Standards, cultural differences on
Long Island
 Health Literacy: impact on health
 Facilitation skills and hands-on practice

Bridging the Gap to Deliver Culturally Competent,
Health Literate Care

 Evaluation
 Level 1: Reaction – satisfaction measures on trainer, content and structure of
training
 Level 2: Learning – self-reported understanding of learning objectives
 Level 3: Behavior – behavior, value, opinions and insight regarding training
outcomes
 Level 4: Results – How is target population being better served?

Bridging the Gap to Deliver Culturally Competent,
Health Literate Care

 Results
 Since the November 2016 inaugural training
 254 individuals have become Master Facilitators
 1,070 have received staff-level training

Bridging the Gap to Deliver Culturally Competent,
Health Literate Care

 Level 1 Reaction – satisfaction measures on trainer, content
and structure of training
 Audience Measured: Master Facilitators and Staff
 Tool Used: Paper survey immediately post-training

Bridging the Gap to Deliver Culturally Competent,
Health Literate Care

 Level 2 Learning – self-reported understanding of learning objectives
 Audience Measured: Master Facilitators and Staff
 Tool Used: Electronic survey distributed by LIHC 1-3 months posttraining
 Learning Objectives – Participants rated very confident:
 Application of the cultural humility approach to learn about your
client’s experience, values, beliefs and behaviors
 Utilization of health literacy strategies (plain language)

Bridging the Gap to Deliver Culturally Competent,
Health Literate Care

 Level 3 Behavior – behavior, value, opinions and insight regarding training
outcomes
 Audience Measured: Master Facilitators
 Tools Used: Paper survey incorporated into Master Facilitator's instructor’s guide +
‘Refresher Session’ to convene all Master Facilitators, hosted by partners every six
months

Bridging the Gap to Deliver Culturally Competent,
Health Literate Care

 Level 4 Results – How is target population being better served?
 Audience Measured: Populations receiving care
 Tools Used: CMS-required CG-CAHPS / HCAHPS surveys + NYS
readmission rates
 State performance score cards for DSRIP partners indicated that
Health Literacy scores, specifically "describing how to follow
instructions“, increased by 2.83%
 Potentially Preventable ED Visits decreased 5.9%
 Potentially Avoidable Readmissions decreased 11.7%

Bridging the Gap to Deliver Culturally Competent,
Health Literate Care

 Conclusion
 Level 4 Results
 Sustainable and cost-effective design
 Trainer’s feedback post-training
 Feedback & Updates
 Level 3 evaluation feedback
 Refresher sessions with Master Facilitators

Bridging the Gap to Deliver Culturally Competent,
Health Literate Care

 Acknowledgements
 Suffolk Care Collaborative
 Long Island Health Collaborative/Population Health Improvement Program
 Nassau Queens Performing Provider System
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 Participating organizations including those trained and leading trainings
throughout the region

Regional Care Transitions
Model for Engagement of
Integrated Care Networks
Kelly Donnelly, MHA
Project Manager, Acute Care Transitions
Laurie Blom, RN, BSN, MBA
Director, Care Transitions Innovation

Background

• Care Transitions Program focused on operationalizing and monitoring
quality improvement initiatives to impact performance metrics.
• Regional Care Transitions Workgroups were created to support
collaborations between hospitals and community partners to discuss
strategies for effective care transitions.
Purpose Statement
• To enhance the care transitions process and reduce unnecessary
hospital admissions and ED visits throughout Suffolk County.

PROGRAM GOALS

 Expand network engagement and
development
 Drive performance improvement and quality
assurance activities
 Identify and implement initiatives to improve
care transitions between hospital partners
and community providers

PROGRAM REGIONS

KEY STAKEHOLDERS

Hospital Representatives
• Directors (or designee) of:
• Emergency Department
• Care Management
• Social Work
• Nursing
• Palliative Care
• Hospitalists

Skilled Nursing Facility
Representatives
• Directors (or designee) of:
• Administrator
• Director of Nursing
• Assistant Director of
Nursing
• Medical Director

INITIATIVES: SNF TO ED COMMUNICATION

SNFs identified a need
for improved
communication to
hospital when sending
a patient for diagnostic
testing or other
procedure not
available within their
facility.

Nine hospitals and
several SNF partners
met to identify
strategies to improve
communication
between facilities.

SNF to ED
communication form
was created to assist
ED providers in
decision making when
a SNF resident
presents.

INITIATIVES: SNF TO ED COMMUNICATION

Key Elements of Form:
Provider to Provider contact
information to discuss patient
Primary Reason for Transfer
to the Hospital
Allergies & Isolation
Precautions

INITIATIVES: SNF CLINICAL CAPABILITIES
• Lack of knowledge of SNF capabilities within hospital.
Need
Identified
• Creation of an interactive tool supporting transitions of care for all SNF residents.
Solution • Each SNF profile includes all clinical capabilities available within the facility.

Use
Examples

• Discharge planning can utilize tool to search for specific service patient may need post-discharge.
• ED staff member can utilize to assist in determining safety of treating and releasing patient back to facility.

Health Home Linkages at
Mather Hospital
Richard Poveromo, LMSW, CCM
Director of Social Work, Mather Hospital
Kelly Donnelly, MHA
Project Manager, Acute Care Transitions, Suffolk Care Collaborative

Background
• New NYS DOH health home referral requirements from the hospital’s
emergency department
• Collaboration with HRHCare’s Health Home, CommunityHealth Care
Collaborative
Objectives
• To improve awareness of health homes (HH) and referral processes for
hospital ED and inpatient staff.
• Streamline health home referral workflows for ED and inpatient staff.
• Implement an electronic health home referral tool into hospital’s electronic
medical record (EMR).

APPROACH

•
•
•

SCC partnered with the CommunityHealth Care
Collaborative team to assist hospital partners in
meeting new requirements.
Together, met with Mather’s med/surg & behavioral
health leadership to discuss current state, areas for
improvement and next steps.
Defined referral workflows, finalized a staff training
approach and identified an opportunity to embed
HRHCare’s new online referral tool into the EMR.

TIMELINE

WORKFLOW

ED Social Worker screens patients for Health
Home eligibility & makes appropriate referral.

As a part of the TOC program, SCC embedded
care manager follows high-risk patient for 30days post discharge and will act as a bridge
between hospital and HH activation.
CommunityHealth Care Collaborative enrolls
and follows patient through long-term care
management services.

HEALTH HOME POLICY,
REFERRAL PROCESS & EDUCATION
Step 1: Health Home
Policy Creation

Mather created a
comprehensive health home
referral policy for emergency
department patients.

Step 2: Streamline Health Home Referral
Process

Step 3: Staff Education

Staff members in the
medical/surgical and
behavioral health
departments were inserviced on the policies,
workflows and Health
Home 101.

IT INTEGRATION

Step 4: Integrate HRHCare Referral Form into EMR
Health Home Referral Screening within EMR

Staff will see this screen within the EMR
prompting them to make an appropriate
health home referral.

If a staff member would like to
make an HRHCare health home
referral, they indicate “Hudson
River” within the EMR and they
are redirected to HRHCare’s
online referral form.

IT INTEGRATION CONTINUED
HRHCare’s Health Home Online Referral

NEXT STEPS

• Monitor the rate of referrals to health home services
• Emergency Department
• Med/Surg Units
• Behavioral Health Units
• Staff Health Home Education

Data Delivers: Collecting SBIRT Data to Inform
Quality Improvement
Alyse Marotta, MPH,
Administrative Manager, Behavioral Health
Suffolk Care Collaborative

BACKGROUND

National
• 8% of US population met diagnostic criteria for a SUD for alcohol or illicit drugs
• 1% met diagnostic criteria for both1 (2016).
• Of these 20.8 million people only 2.2 million (10.4%) received any type of SUD treatment
•

Abuse of alcohol, tobacco, and illicit drugs, total $740 billion annually in costs associated to crime, lost work productivity,
and health care2.
• Annual health care costs related to:
• Alcohol $27 billion (2010)
• Illicit drugs & prescription opioids was $37 billion (2013)2.
State
• 2010 - 12% of New York State residents, age 12 and older, have a SUD
•
1.9 million individuals3.
1.
2.
3.

U.S Department of Health & Human Services. (2016). Facing Addiction in America: The Surgeon General’s Report on Alcohol, Drugs, and Health. Retrieved from https://addiction.surgeongeneral.gov/surgeon-generals-report.pdf
NIH National Institute on Drug Abuse. (2017). Trends & Statistics. Retrieved from https://www.drugabuse.gov/related-topics/trends-statistics
New York State Department of Health. (2015). The Burden of Substance Use. Retrieved from https://www.health.ny.gov/prevention/prevention_agenda/mental_health_and_substance_abuse/substance_abuse.htm

BACKGROUND, CONT.

Suffolk County

•

2014:
• Highest number of overdose deaths related to heroin
• Highest number of overdose deaths where prescription opioids were a factor4

•

2012-2014: Age adjusted County rate for drug related hospitalizations was 25.8/10,000
• rate is higher, and significantly different from, both
• New York State rate (22.6)
• New York State Excluding New York City rate (20.7)6
• places Suffolk County in a “least favorable” County Ranking Group5

The overall trend in substance use underscores the importance of promoting evidence based population health
focused initiatives.
4. Office of the New York State Comptroller. (2016). Prescription Opioid Abuse and Heroin Addiction in New York State. Retrieved from https://www.osc.state.ny.us/press/releases/june16/heroin_and_opioids.pdf
5. New York State Department of Health. (2016). New York State Community Health Indicator Reports (CHIRS). Retrieved from https://www.health.ny.gov/statistics/chac/indicators/index.htm#rank
6. New York State Department of Health. (2016). Tobacco, Alcohol and Other Substance Abuse Indicators - Suffolk County. Retrieved from https://www.health.ny.gov/statistics/chac/chai/docs/sub_47.htm

WHY SBIRT?

•

Screening, Brief Intervention, and Referral to Treatment (SBIRT) is a comprehensive,
integrated, public health approach to the delivery of early intervention and treatment services
for persons with substance use disorders, as well as those who are at risk of developing these
disorders.
Screening – pre/full screen using AUDIT, DAST, CRAFFT
Brief Intervention – 15 minute motivational interviewing session
Referral to Treatment - referral to SUD treatment facility

•

Through DSRIP, the Suffolk Care Collaborative has partnered with 11 Hospitals in Suffolk
County to implement SBIRT in Emergency Departments.

SBIRT DATA COLLECTION
•

In DY2Q4, the SCC initiated a reporting procedure for hospitals to collect
and submit SBIRT Data to monitor program implementation and further
understand the substance use burden in Suffolk County.
• Data collected quarterly
• Created by SBIRT Workgroup and Committee

1.) Raw Data Collection Template - where SBIRT encounters are documented,
featuring16 data elements.
•
designed to mirror the style of a decision tree; the columns of the
spreadsheet allow the hospitals to document the refusal,
screening-out, or advancement of each patient at each stage in
the SBIRT process
•
The segmentation of the data allows for providers to identify
specific areas that need to be improved to increase the integrity of
the SBIRT program.
2.) Quarterly SBIRT Services Total - aggregates the monthly raw data into
quarterly totals.
3.) Quarterly SBIRT Data Results - utilizes the quarterly data aggregate and
applies formula logic to compare certain raw data elements. Auto-calculation
allows the template to be readily used by hospitals to examine SBIRT processes
and outcomes.

4.) Referral to Treatment Template - captures information related to the number
of patients referred to specified substance use agencies.

PRE-SCREEN

FULL SCREEN

REFERRAL TO TREATMENT

SBIRT DATA ANALYSIS

•

SBIRT data can be examined from both a population health (PH) and quality improvement (QI)
perspective.

Population Health perspective - used to identify substance use treatment needs across Suffolk
County.
• stages of the SBIRT process are compared to the total eligible population visiting EDs
• data trends can inform the need for increased resources in Suffolk County.
Quality Improvement Perspective - focuses on the progression of patients from one step in the
SBIRT process to the next.
• Emphasizes the process of SBIRT
• where the program is functioning optimally or where workflows can be improved.
• Hospitals can create and deploy targeted QI projects
• enhancing the SBIRT program
• increasing its efficacy

POPULATION LEVEL DATA

The SCC has collected SBIRT data from 10 Suffolk County Hospitals, from DY2Q4 to DY3Q3.

QUALITY IMPROVEMENT DATA

The SCC has collected SBIRT data from 10 Suffolk County Hospitals, from DY2Q4 to DY3Q3.

NEXT STEPS

• Construct quarterly SBIRT scorecards for each Hospital to monitor program progress
• Continue to analyze collected data for opportunities related to performance
improvement of the SBIRT process within each hospital

• Develop strategies to address trends observed across hospitals
• Strengthen ties with community substance use treatment facilities
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VALUE BASED PAYMENT OVERVIEW
Presented by
Neil Shah, MBA

Director, Business Operations, SCC
Suffolk Care Collaborative

INTRODUCTION TO VBP REFORM & A FOCUS ON POPULATION
HEALTH MANAGEMENT

VALUE BASED PAYMENT
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LEARNING OBJECTIVES

• Describe Population Health Management and the role of the Suffolk
Care Collaborative
• Describe the Triple Aim and the benefits to broader health care
initiatives
• Summarize the current status of the US health care delivery system
as an impetus for moving towards value based payment models
• Identify the key elements of Value Based Payment (VBP) efforts,
including NYS Medicaid goals/ progress and the NYS VBP Roadmap

UNDERSTANDING THE TERMS

Population Health Management is:
• The aggregation of patient data across multiple health information
technology resources
• The analysis of that data into a single, actionable patient record
• The action taken by care providers to improve both clinical and
financial outcomes

UNDERSTANDING THE TERMS

An integrated delivery system (IDS) is:
• An integrated, collaborative and accountable service delivery
structure that incorporates the full continuum of care
• Reduces service fragmentation
• Supports the transition from fee-for-service to an outcomebased payment model
• Focuses on community-based care

UNDERSTANDING THE TERMS

Clinical Integration refers to the coordination of care across a continuum of services to improve the
value of care by improving clinical and financial outcomes through disease management, care
management and information technology. Services include:
• Preventive Care
• Outpatient Treatment
• Acute Hospital Care
• Skilled Nursing Care
• Rehabilitation
• Home Health Care
• Palliative Care

CLINICALLY INTEGRATED NETWORK OVERVIEW

•

•

•

•

A Clinically Integrated Network is comprised of the groups of medical
providers, community based organizations, mental health providers,
hospitals and facilities that an individual interact with and receive care from.
Clinical Interoperability allows for the Clinically Integrated Network to
communicate effectively with one another and coordinate care across the
continuum.

Once the Clinically Integrated Network is in place, Population Health
Management can begin to identify cohorts that are at risk for adverse
outcomes.
The continuous flow of information, coordination of care and management of
patient populations results in an integrated delivery system which focuses on
successful transitions and reduction in fragmented care.

Measure
Outcomes

Manage
Care

Patient and
Provider
Engagement

Define the
Population

Identify
Care Gaps

Stratify
Risks

ROLE OF SCC

• Establish a solid foundation of team-based care across medical, behavioral, and social
service.
• Assure that patients get the right care at the right time, while avoiding unnecessary services.
• Develop a robust data infrastructure and advanced analytical capabilities.
• Improve access to care, for Medicaid members and uninsured populations.
• Improve chronic condition management for those with chronic disease.
• Support provider practice transformation by transitioning from traditional fee-for-service
toward value based payment.
• Address in a meaningful way health disparities in Suffolk County.

THE INSTITUTE FOR HEALTHCARE IMPROVEMENT
(IHI) TRIPLE AIM

Benefits of the Triple Aim:
• Organizations and communities that attain the Triple Aim
will have healthier populations, in part because of new
designs that better identify problems and solutions.
• Patients can expect more coordinated care.
• Stabilization or reduction of the per capita cost of care for
populations.

http://www.ihi.org/Engage/Initiatives/TripleAim/Pages/default.aspx

WHY ARE HEALTH CARE CHANGES NEEDED NOW?

http://www.commonwealthfund.org/publications/fund-reports/2014/jun/mirror-mirror

U.S. HEALTH CARE SPENDING COMPARED TO
OTHER COUNTRIES

VALUE BASED PAYMENT PREPARATION

Patient Centered
Medical
Home

Performance
Management

Technical
OnBoarding

BH and
Behavioral
Primary&
Health
CareCare
Primary
Integration

Care
Management

Provider support for transition from Fee for Service to Value Based Payment

HOW DELIVERY SYSTEM REFORM INCENTIVE PAYMENT (DSRIP)
& VBP WORK TOGETHER

GOALS AND TIMELINE FOR NEW YORK STATE VBP

VBP GOAL BY 2020

*Minimum of 80% includes Managed Long Term Care (MLTC) and (depending on move to managed care)
Individuals with Intellectual/Developmental Disabilities

VBP PROGRESS
At the start of DSRIP 25.5% of Medicaid Spend
was in VBP Level 1 or Higher

As of 2016 38.32% of Medicaid Spend was
in VBP Level 1 or Higher

VBP Level 3 1.7%

NYS VBP ROADMAP
Building upon the infrastructure that DSRIP will help put in place, this Roadmap outlines
a transformation towards payment reform which:
• Aligns the payment incentives with the aims and goals of DSRIP and population health
management
• Rewards value over volume
• Ensures reinvestment of potential savings in the delivery system
• Allows for reimbursement of innovative care models not currently funded or
underfunded
• Allows for increased margins for providers when delivering value and an increased
viability of the State’s safety net
• Reduces the percentage of overall Medicaid dollars spent on administration rather
than care

WHAT NEW YORK STATE’S MEDICAID VALUE BASED PAYMENT PLAN IS NOT

 A new rate setting methodology
 The State backing away from adequate reimbursement for Federally
Qualified Health Centers (FQHCs) and other community based
providers
 An attempt to make providers do more for less
 An attempt to make PPS leads responsible for all PPS providers’
contracting
 An attempt to require MCOs to contract with PPSs for VBP
Arrangements
 A requirement that only PPSs can enter Medicaid VBP Arrangements
 A Roadmap for all future payment reform

A DEEPER DIVE INTO VALUE BASED PAYMENT MODELS

VALUE BASED PAYMENT
(VBP)
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LEARNING OBJECTIVES

• Describe the basics of VBP contract levels and arrangements
• Review the increase in risk levels related to VBP arrangements and their
financial implications
• Describe provider considerations for each VBP arrangement

OVERVIEW OF VBP LEVELS

What to Consider:
• Realistically assess your ability to take on risk.
• Providers can engage in Level 1 VBP contracts to start and
move to higher levels in the future.
• Moving to Level 3 Full Capitation allows maximum flexibility.

LEVEL 0
Level 0: Fee for Service* (FFS) with Bonus Payments based on
Quality Scores – No Risk Sharing
• Eligible to receive bonus payments if quality scores are met.
• This is not considered to be a sufficient move away from
traditional FFS incentives to be counted as VBP in terms of
NYS VBP Roadmap.
*Fee for Service (FFS) is defined as the method in which providers are
paid for each service performed.

Level 0

Quality Bonus

LEVEL 1

Level 1: Fee for Service (FFS) with shared
savings* available when quality scores
are met – Upside Only

*Shared savings is defined as a payment strategy that offers incentives for providers to reduce healthcare spending for a
defined patient population by offering providers a percentage of net savings realized as a result of their efforts.

LEVEL 1 CONTINUED
• Target budget is negotiated between Managed Care Organization (MCO) and VBP contractor using guidelines
in the NYS VBP Roadmap.
• VBP contractor is an entity that contracts VBP arrangements with an MCO and can be an Accountable Care
Organization (ACO), Independent Practice Association (IPA) or an individual provider.

• When the total spend on the services included in the VBP arrangement remain below the target budget, these
savings are shared between MCO and VBP contractor as per terms of the contract.
• When the total spend on the services included in the VBP arrangement are above the target budget, VBP
contractors are not at risk; losses are not shared.

VBP Roadmap can be accessed here. See pages 23-28 for target budget details.

LEVEL 2
Level 2: Fee for Service (FFS) with Upside Shared Savings and
Downside Risk Sharing
• Continues the existing (usually FFS) payment methodology from
MCO to VBP contractors.
• Allows the VBP contractor to receive more shared savings than in
Level 1 arrangement.

• VBP contractor also shares in potential losses which are mitigated
(using stop loss, risk corridors and/or other risk-mitigation
strategies*).

*Risk protection offered by NYS to Medicaid
MCO’s intended to limit the plan’s liability.

LEVEL 3
Level 3: Full Capitation Payments
Recommended for mature VBP contractors that have experience with VBP Level 2

• FFS is replaced by prospective payments to cover all associated
costs:
• Fully Capitated Per Member Per Month (PMPM) arrangements
-OR• Prospectively paid bundled payments.
• Risk-mitigation strategy is NOT applicable at Level 3.

Important note: If the cost of care goes above the fully capitated/bundled payment
amount, the VBP contractor will have to cover the additional expenses. Conversely,
if the cost of care is less than the fully funded amount, the VBP contractor keeps the
full payment.

VBP ARRANGEMENTS
There is no single path towards Value Based Payments. There are a variety of options from which MCOs and VBP
contractors can jointly choose:
Arrangement Types
• Total Care for General Population (TCGP): All costs and outcomes for care, excluding MLTC, HARP, HIV/AIDS and I/DD*
subpopulations.
• Episodic Care
• Integrated Primary Care (IPC): All costs and outcomes associated with primary care, sick care and a set of
chronic conditions selected due to high volume and/or costs.
• Maternity Care: Episodes associated with pregnancies, including delivery and first month of life of newborn and
up to 60 days post-discharge for mother.
• Total Care for Special Needs Subpopulations: Costs and outcomes of total care for all members within a subpopulation
exclusive of TCGP.
• HARP: For those with Serious Mental Illness or Substance Use Disorders
• HIV/AIDS
• MLTC
• I/DD
VBP contractors can contract TCGP as well as Subpopulations as appropriate; nothing mandates that the Roadmap defined arrangement types
must be handled in standalone contracts

TOTAL CARE FOR THE GENERAL POPULATION
What to consider as a provider when contracting Total Care for the General Population.
GOAL: Improve population health through enhancing the quality of the total spectrum of care.

INTEGRATED PRIMARY CARE

14 conditions included in Chronic
Care:

INTEGRATED PRIMARY CARE CONTINUED
What to consider as a provider when contracting Integrated Primary Care (IPC).
GOAL: Improve the quality of care for both mother and newborn.
• VBP contractor is at risk for that component that it most controls, and where the potential savings are high.
• Compared to a TCGP arrangement, the IPC arrangement limits the risk to hose components of the costs of
care within the scope of influence of the primary care professionals.
• Many IPC contractors may opt to also contract a Level 1 TCGP contract for their attributed population.
• Contractors can share in the potential savings realized outside the scope of the IPC bundle without
sharing in the downside risk.
• Many of the chronic care conditions are related to behavioral health.
• Providers should focus on integration of physical and behavioral health.
• Engage and include other providers that may provide behavioral health services.

MATERNITY CARE
What to consider as a provider when contracting Maternity Care.
GOAL: Improve the quality of care for both mother and newborn.

• Providers should focus on reducing unnecessary
cesarean sections, emphasizing the “right care at the
right place” and improving health education and lowbirth weight and teenage pregnancy prevention.
• Medicaid members younger than 12 or older than 65 at
the time of delivery are excluded. The maternity bundle
excludes stillbirths or multiple live births.
• Providers should consider risk: Bundles with a total cost
above a certain threshold (so called “stop loss”) have
costs above the threshold excluded. This protects the
VBP contractor from the risk of high-cost NICU
admissions.

TOTAL CARE FOR THE SPECIAL NEEDS SUBPOPULATION
What to consider as a provider when contracting Total Care for the Special Needs Subpopulation.
GOAL: Improve population health through enhancing the quality of care for specific subpopulations that often require highly specific care.

• All services covered by the associated managed care plans are included, and all
members fulfilling the criteria for eligibility to such plans are included.
• Providers should identify who the specific members are and tailor approaches
to reduce inefficiencies and potentially avoidable complications.
• Specialized providers that are dedicated to serving these populations will be in a
strong position to generate shared savings.
• Providers should put a strong emphasis on collaborating with community-based
organizations (CBOs) and addressing social determinates of health (SDH)
• SDH interventions can have a strong impact on outcomes and shared savings.

*

UPSIDE AND DOWNSIDE RISK SHARING ARRANGMENTS
This table reflects the shared savings percentages established as a “guideline” to support
providers & plans in VBP contracting negotiations.

Source: New York State Department of Health Medicaid Redesign Team. A Pathway Towards Value Based Payment, New York State Roadmap for Medicaid
Payment Reform. NYS DOH VBP website, June 2016 updated version approved by CMS March 2017.

ROLE OF QUALITY IN VBP

• Quality performance is rewarded through adjustments of premiums
received by the MCO from the State.
• According to VBP Contracting Guidelines, quality performance impacts the
target budget set by the MCO for the VBP contractor.
• Quality performance also determines percentages of savings/losses shared
with VBP contractor.

CONCLUSION

While VBP encourages efficiency, QUALITY is
paramount!
No savings will be earned without meeting
minimum quality thresholds.

THANK YOU

For questions please contact
Neil Shah, MBA
Director of Business Operations
Suffolk Care Collaborative
Neil.Shah@stonybrookmedicine.edu
631-638-1418

