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(O‘ Suffolk Care AGENDA

SCC’s Organizational Structure and Approach to Performance
Improvement

Developing Performance Improvement Strategies with DOH Data

Future State Data Strategy — Addressing Attribution

Aligning Partner Incentives

Q Training Strategy
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(O Suffolk Care SCC PROGRAM MANAGEMENT STRUCTURE
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« The PMO Team and Network Development & Performance Team has aligned operations
into 1 Program Management Structure.

« The 11 DSRIP projects have been organized into 5 clinical improvement programs:
Chronic Diseases Program
Behavioral Health Program
Care Transitions Program
Community & Patient Activation Program
Integrated Delivery System Program
«  Program Management efforts have been categorized into two main functions:
o Program Operations/Process Improvement
o Performance Improvement

O O O O O

«  Programs will be managed by a “Program Management Team” representative of internal
stakeholders with responsibility to ensure program success

« The Program Management Team is supported by one PM from the PMO and one PM from the
Performance Team
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PERFORMANCE IMPROVEMENT REPORTING
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QUALITY IMPROVEMENT STEPS

Ql STEPS SCC Action Plan

Prioritization

Performance Drivers

Process Deficiency

Process Improvement

Measures prioritized at the beginning of each Measurement Year
based on dollar valuation, number of lives to close

Performance Workbooks created by HUB prioritizing partners for
outreach (Heat Maps)

SCC Clinical Alert

Clinical Documentation Improvement Guide created to identify
the specific performance drivers to close the gap

Clinical Transformation Teams across the HUBS working with
partners to identify and address gaps

SCC PI Toolkit
Data Collection Plan
PDSA Cycle Template
Corrective Action Plan
Lean Projects
MAX Series
SCC Learning Center
GNYHA Ambulatory PI Training Collaborative
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DEVELOPING PERFORMANCE IMPROVEMENT
STRATEGIES WITH DOH DATA

Presented by:
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The SCC has utilized several data
sources to support performance

Improvement:
Salient Interactive Miner DOH Performance Data
Salesforce SCC Provider Network
DOH MAPP Provider Network SCC Provider Network

GNYHA PPS Strategic Planning Model Financial details and forecasting for
DSRIP metrics
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TWO MAIN FOCUSES

The SCC’s Performance Management

Team has two main focuses:

Performance
Improvement Monitoring
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Suffolk Care TELLING THE STORY OF PERFORMANCE
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Using the DOH’s performance data and combining it with SCC'’s
Provider Network information, SCC was able to create interactive
workbooks to tell the story.

‘m In-Network 3‘ :"‘ "l
Measure . |eropartion of]
Result '?r:";:' ““;':Im HP Target] H:::;;T’ o
(Adult Access Preventive (20 - 44) (+) 8297 79.11 59.9%
Adult Access Preventive (45 - 64) (+) 8880 8602 68.5%
[Adult Access Preventive (65 and Older) (+) 91.17 88.23 70.2%
[Antidepressant Medication Mgmt {Acute) (+) 55.06 10 55.61 17 57.2%
Antidepressant Medication Mgmr (Cont) (=) 4075 7 4105 10 57.2%
[Antipsychotic Medication Adherence (+] 64.76 1 441%
e Asthma Medication Ratio (5 - 64 Years) (+) 64.30 6218 T74%
#, SAL'ENT'I“:".\-’\L—L“‘ILN COMPAMNY Child Access - Primary Care (12 to 19) (+) 9679 9393 T48%
Child Access - Primary Care (12 to 24 Months) (+) 97.33 96.33 79.9%
Child Access - Primary Care (25 Months to 6) (+) 9482 93.08 B24%
Child Access - Primary Care (7 to 11) (+) 9840 9687 823%
Child ADHD Medication F/U [Continuation) {+) 60.77 5 70.2%
o . Child ADHD Medication F/U {Initiation) (+) 53.14 10 714%
| nteractn{e M|ner v Monitoring (CV & Schizophrenia) (+) 7137 1 7368 2 42.3%
Diabetes Monitoring (DM & Schizophrenia) (#) 70.05 14 7224 17 44 4%
Diabetes Screening (Antipsychotic Medication) (+)| 77.29 [} 487%
Engagement of Alcohol/Drug Treatment {#) 29.18 28.28 55.3%
Follow Up after MH Inpatient (30 Days) (+) 62.72 60.43 63.52 7 48.6%
Follow Up after MH Inpatient (7 Days) [+) 4835 4436 47568 48 6%
PQI 8 - Heart Failure Admission Rate (-)* 158.10 - 51.8%
Initiation of Alcohol/Drug Treatment (<) 5295 85 55.3%
Medication Mgmt for Asthma (50%) (+) 5434 65 77.4%
Medication Mgmt for Asthma (75%) (+) 2849 51 T74%
\ersion 5.70.128 Service Pack 3 Release x32d PDI 14 - Pediatric Asthma (-] 2838 14 719%
Copyright {c) 2001-2015 Salient Corporation PDI 90 - Pediatric Composite (- 23793 27862 717%
All Rights Reserved Potentially Avoidable Readmissions {-) 439.05 601.12 554.40 59.1%
Potentially Preventable ED s () 2792 28.87 26.34 1868 58.7%
Potentially Preventable ED Visits (BH) (-) 99.27 8216 54.3%
PQI 1- DM Short Term Complications (-} 85.31 9 51.8%
POl 15 - Asthma Younger Adults (-]
PQI 7 - Hypertension (-)
Data Period: July 1, 2015 - June 30, 2016
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TELLING THE STORY OF PERFORMANCE
SALIENT EXTRACT

Salient Export

- Data is exported from the Salient Interactive Miner (SIM) tool when each
quarter of DOH performance data is released

« Data is organized “By” Measure and MC PCP*

« Exported to Excel

« Salient Help Team
(hhssupport@salient.com)

IS a great resource!

Comp ~ ME 6/2016

Total Measure Goal: 2

Dataset: NY Medicaid DV6 - DOH

User: CRAY

Cube: Tracking_Measures

Path: PPS Name:SUNY at Stony Brook University Hospital
By: Measure Goal \ Measure \ Current MC PCP Provider
Filters: Measure:G[PPS]_Dashboard Measures

Sort: Name:ASC

Measure Goal  Measure Current MC PCP Provider  Line Monthly Member Measure Numerator Line Monthly Member Measure Denominator Monthly Member Measure Result
DOWN 65,533 956,719 5,313.84
¥ Comp ~ ME6/2016 DOWN PDI 14 - Pediatric Asthma 147, 70,754, 207.76,
DOWN PDI 14- Pediatric Asthma _ Provider 1 0 1 0.00
= DOWN PDI 14- Pediatric Asthma  Provider2 0 1 0.00
PPS Name:SUNY at Stony Brook University Hospital > & DOWN PDI 14- Pediatric Asthma _ Provider3 2 97 2,061.86
DOWN PDI 14- Pediatric Asthma  Provider4 0 2 0.00
By:Measure Goal DOWN |+ \Measure \ Current MC PCP Provider DOWN PDI 14- Pediatric Asthma _ Provider s 0 5 0.00
Sort: Name:ASC DOWN PDI 14 - Pediatric Asthma  Provider 6 0 3 0.00
Filters: Measure:G[PPS]_Dashboard Measures DOWN PDI 14- Pediatric Asthma _ Provider 7 0 1 0.00
DOWN PDI 14- Pediatric Asthma  Provider 8 0 4 0.00
Total Measure Goal: 2 DOWN PDI 14 - Pediatric Asthma  Provider9 [ 2 0.00
4| Line Monthly Member Measure Line Monthly Member Measure D WMonthly Member Measure Result DOWN PDI 14- Pediatric Asthma  Provider 10 0 3 0.00
JIDOWN AR et L DOWN PDI 14- Pediatric Asthma  Provider 11 0 1 0.00
[/ PDI 14 - Pediatric Asthma 147 70.754 207.76 DOWN PDI 14 - Pediatric Asthma _ Provider 12 0 2 0.00
|+/ PDI 90 - Pediatric Composite 13 50437 24.04 DOWN PDI 14- Pediatric Asthma  Provider 13 0 1 0.00
[+/ PQI 1 - DM Short Term Complications 118 116,008 101.72 DOWN PDI 14- Pediatric Asthma  Provider 14 0 1 0.00
|+/ PQI 15 - Asthma Younger Adults 47 66,369 70.29 DOWN PDI 14- Pediatric Asthma  Provider 15 0 16 0.00
|+/ PQI 7 - Hypertension 69 116,008 59.48 DOWN PDI 14- Pediatric Asthma _ Provider 16 0 47 0.00
|+| PQI 8 - Heart Failure Admission Rate 77 116,008 152.58 DOWN PDI 14- Pediatric Asthma  Provider 17 2 26 7,692.31
[+ Potentially Avoidable Readmissions 1,040 205,895 505.11 DOWN PDI 14- Pediatric Asthma  Provider 18 0 2 0.00
|+ Potentially Preventable ED Visits 51,764 201,850 2564 DOWN PDI 14 - Pediatric Asthma _ Provider 19 0 687 0.00
[+ Potentially Preventable ED Visits (BH) 12,058 12,890 93.55 DOWN PDI 14- Pediatric Asthma  Provider 20 0 1 0.00
(= up 113,413 140,711 80.60 DOWN PDI 14- Pediatric Asthma _ Provider 21 0 58 0.00
[+| Adult Access Preventive (20 - 44) 28,853 36,548 78.95 DOWN PDI 14- Pediatric Asthma  Provider 22 0 1 0.00
|+| Adult Access Preventive (45 - 64) 18,435 21,266 86.69 DOWN PDI 14 - Pediatric Asthma _ Provider 23 0 2 0.00
|+| Adult Access Preventive (65 and Older) 1,666 1,871 89.04 DOWN PDI 14 - Pediatric Asthma  Provider 24 0 1 0.00

*DOH Data MC PCP-centric. The PPS is unable to align ~ 43% of the at-risk population to a provider as of the June 2016 attribution.
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Suffolk Care TELLING THE STORY OF PERFORMANCE
Collaborative PROVIDER NETWORK

Incorporate Provider Network

Salient data (MC PCPs) are cross-walked with the SCC’s internal
provider network information (housed in Salesforce), as well as the
DOH’s MAPP provider network to categorize MC PCP’s based on:

. Hub

. Contract Status

. Attestation Status
. Contracted Entity

Comp ~ ME 6/2016
Total Measure Goal: 2
Dataset: NY Medicaid DV6 - DOH
User: CRAY
Cube: Tracking_Measures
Path: PPS Name:SUNY at Stony Brook University Hospital
By: Measure Goal \ Measure \ Current MC PCP Provider
Filters: Measure:G[PPS]_Dashboard Measures
Sort: Name:ASC
leasure Goa __Measure Current MC PCP Prov der L ne Month y Member Measure Numerator L ne Month y Member Measure Denom nator __Month y Member Measure Resu t
OWN 65,533 956,719 5313.84

DOWN PDI 14 - Pediatric Asthma 147 70,754 207.76
DOWN PDI 14- Pediatric Asthma _ Provider 1 0 1 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 2 0 1 0.00
DOWN PDI 14- Pediatric Asthma _Provider 3 2 97 2,061.86
DOWN PDI 14- Pediatric Asthma _ Provider 4 0 2 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 5 [} 5 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 6 0 3 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 7 0 1 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 8 0 4 0.00
DOWN PDI 14- Pediatric Asthma _ Provider9 0 2 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 10 0 3 0.00

S a e S 0 rce DOWN PDI 14- Pediatric Asthma  Provider 11 [} 1 0.00
DOWN PDI 14- Pediatric Asthma  Provider 12 0 2 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 13 0 1 0.00
DOWN PDI 14- Pediatric Asthma  Provider 14 0 1 0.00
DOWN PDI 14- Pediatric Asthma  Provider 15 0 16 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 16 o 47, 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 17 2 2% 7,692.31
DOWN PDI 14- Pediatric Asthma  Provider 18 0 2 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 19 0 687 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 20 0 1 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 21 0 58 0.00
DOWN PDI 14 - Pediatric Asthma _ Provider 22 0 1 0.00
DOWN PDI 14- Pediatric Asthma _ Provider 23 o 2 0.00
DOWN PDI 14 - Pediatric Asthma__ Provider 24 0 1 0.00
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Develop Different *Views” of Data

A
peamane

Gaps in Care
Heat Maps by
Contracted

Entity




TELLING THE STORY OF PERFORMANCE
DATA VISUALIZATION
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‘{@In-Ne&wnrk 3
Wiy |
Measure Praportion of|
e e e e
[Adult Access Preventive (20 - 44) (+) 8297 7911 59.9%
[Adult Access Preventive (45 - 64) (+) 88.80 86.02 68.5%
|Antidepressant Medication Mgmt (Acute) (+) 55.06 10 55.61 17 57.2%
JAr epressant Medication Mgmt (Cont) (+) 4075 7 4105 10 57.2%
JAr sychotic Medicatien Adherence (+) 84.76 1 44.1%
AT T sl i
[Child Access - Primary Care (12 to 19) (+) 96.79 9393 74.8% Contract Status
Child Access - Primary Care (12 to 24 Menths) (+) 97.33 96.33 79.9%
s accece - prmary core 25 morens 08 (1 | saz2  ssoa
Jchild Access - Primary Care (710 11) [+ 9840 9687 823%
|Child ADHD Medication F/U (Continuation) (+) 6077 5 70.2%
Jchild ADHD Medication F/U (Initiation) (+) 53.14 10 714%
oiaeres NMonitoring (D & Senzophrenia) (- oo 1 mm o we (T
Diabetes Screening (Antipsychotic Medication) (+) 7729 9 48T% .
engazement o Alcanol/0rug Treatmen (+ w1 2z s [ P ope Contracted En“ty Performance
Fotiow Up after MH Inpatient (30 Days) (+] 6272 6043 6352 7 286% Measure Numerator | Denominator | Result | Target Lives | HP Target| Goal # Lives
Follow Up after MH Inpatient (7 Days) (+) 4825 4436 47.68 486% Jaduit Access Preventive (20 - 44) (+) 5,008 6,220 8051 79.11
PQI 8 - Heart Failure Admission Rate (-)* 158.10 - 51.8% JAduit Access Preventive (45 - 64) (+) 3,619 4123 8778 8602
[initiation of Alcohol/Drug Treatment (+] 5205 85 553% rcuit Access Preventive (85 and Older) (+) 288 318 9057 8823
[Medication Mgmt for Asthma (50%) (+) 5434 65 TT4% JAntidepressant Medication Mgmt {Acute) (+) 201 356 5646  55.06 5561
[Medication Mgmt for Asthma (75%) (+) 2849 51 T74% i ation Mgmt (Cont) (+) 147 356 4128 4075 4105
PDI 14 - Pediatric Asthma (-) 218.38 14 T19% Jantipsychotic Medication Adherence (+) 134 193 6943 64.76
D1 90 - Ped Composite (-} 23793 27862 T1T% Justhma Medication Ratio (5 - 64 Years) (+) 286 aa3 6456 6118
Potentially Avoidable Readmissions () 43905 60112 55440 59.1% hild Access - Primary Care (120 19) (+) 3,004 3351 921 9393
Potentially Preventable ED Visits () 79 2887 2634 1868 58.7% hild Access - Primary Care (12 to 24 Months) (+) 1,947 2,005 9711 9633
Potentizly Preventable ED Visits (BH) () 0.1 2027 2218 54.3% hild Access - Primary Care (25 Months to 6) (+) 3,166 3393 9331 9308 .
Fev 1o o e comprcerans (0 wns Provider Performance
Pa! 15 - Asthma Younger Adults (-) 95.53 4BB% hild ADHD Medication F/U [Continuation) (] 16 2 [0S o7 a
PQI 7 - Hypertension (-} 7156 9994 518% hild ADHD Medication F/U (Initiation) (+) 62 1s 5439 5314
Data Period: July 1, 2015 - June 30, 2016 Manitoring (CV & Schizophrenia) {+) 5 8 7137 1 73.68 1 .
[Diabetes Monitoring (DM & Schizophrenia) (+) 30 52 7005 7 7224 8
Seha kbl IS B Gaps in Care Heat Maps
errormance m e EEes : em  n
[Follow Up after MH Inpatient (7 Days) (+) 133 285 4667 4436 47.68 3 . . . "
PQI 8 - Heart Failure Admission Rate (-)* 37 17,551 21081 - ) Adultu;zess Preventive (20 - 44) = ity 522 i 196 Sy 0 el 83
ntiaion of aicono/orug Treatment () w o . s 1 g o neoes o ) 2 @ e =
R AR = = — - @ Adult Access Preventive (65 and Older) 0 L] 0 2
@ Antidepressant Medication Mgmt {Acute) 73 0 0 11
H u b P e rfo rm a n Ce . . . (@ Antidepressant Medication Mgmt (Cont) 101 o 0 o
ation Adherence 39 0 0 0
n Ratio (5 - 64 Years) 52 0 0 20
@ Child Access - Primary Care (12 to 19) 56 13 0 0
d Access - Primary Care (12 to 24 Months) 12 El 0 16
d Access - Primary Care (25 Months o 6) a7 0 83 32
d Access - Primary Care (7 to 11) 27 4 0 14
d ADHD Medicatien F/U (Continuation) 0 5 4
d ADHD Medication F/U (Initiation) 7 4 16 £
@ CV Monitoring (CV & Schizophrenia) 2 0 0
Diabetes Monitoring (DM & Schizophrenia) 0 L] 3 L]
Diabetes Screening {Antipsychotic Medication) 37 12 ] 4
Engagement of Alcohol/Drug Treatment [ 76 40 0
57 0 9 0
o 0 0 0
Heat maps contain both “Gap to Goal” and “Gap to Max” o et 5 2L
Medication Mgmt for Asthma (50%) 53 o 60 17
Medication Mgmt for Asthma (75%) o o 8 25
Total* 1280 410 340 270
*Contracted en s are in descending order
G t G I th b f dd't' I t III' n by # of outliers
ap to Goa e number of additional numerator “lives e
needed to achieve the annual target
g Gaps incare
Gap to Max the total number of recipients not meeting oo gsk i e s o
numerator lives needed to achieve the

the measure’s criteria
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(O‘ Suffolk Care

- = PPS Performance

Targeted

L b
‘\@ln-wetwork Y No MC PCP? Provider Not Attested, Patient in PPS(S) | All PPS (Total)

Measure
. _ Proportion of . Proportion . . Proportion
#Lives to HP # Lives . HP & Lives . Annual | #livesto HP &#Lives 2
| HP Target - | At-Rls?( HP Target| = : ofAt—Rl.sk Tai | HP Target| - : ofAt-Rl.sk
Population Population = Population

Adult Access Preventive (20 - 44) (#] 59.9% - 30.3% 9.8%
Adult Access Preventive (45 - 64) (+] 6B.5% 22.3% 5.3%
Adult Access Preventive (65 and Older) [+) 70.2% 19.2% 10.6%
Antidepressant Medication Mgmt [Acute) (=) 57.2% 31.1% 11.7%
Antidepressant Medication Mgmt (Cont) (<) 57.2% 31.1% 11.7%
Antipsychotic Medication Adherence (<) 44.1% 44 2% 11.6%
Asthma Medication Ratio (5 - 64 Years) (+) TT4% 17.0% 5.7%
Child Access - Primary Care {12 to 19) {+) J48% 20.9% 4.3%
Child Access - Primary Care (12 to 24 Months) (+) 79.9% 17.2% 2.8%
Child Access - Primary Care (25 Months to B) [+) B24% 147% 29%
Child Access - Primary Care (7 to 11) (+) B23% 14.6% 3.1%
Child ADHD Medication FfU [Continuation) (+) 70.2% 24.0% 5.8%
Child ADHD Medication F/U (Initiation) (+) 714% 23.9% 4.8%
CV Monitoring (CV & Schizophrenia) (+) 423% 53.8% 3.8%
Diabetes Monitoring (DM & Schizophrenia) (+) 44 4% 48.1% 74%
Diabetes Screening (Antipsychotic Medication) (#) 48 7% 37.6% 13.8%
Engagement of Alcohol/Drug Treatment (+) 55.3% 31.6% 13.2%
Follow Up after MH Inpatient (30 Days) (+) 48 6% 36.3% 15.1%
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Contract Status

Contracted

Hub Performance

Mot Targeted

Targeted

Hub Hub

MY2 |Gap to Goal # HP Gap to MY2 Gap to Goal HP Gap to Goal

Measure Numerator | Denominator Target Lives HP Target| Goal # Lives | Numerator | Denominator Target # Lives HP Target # Lives

Adult Access Preventive (20 - 44) (=) 5,008 6,220 79.11 7,579 9,014 79.11
Adult Access Preventive (45 - 64) (=) 3,619 4,123 B6.02 5,315 5,945 B6.02
Adult Access Preventive (65 and Older) [+) 288 318 BB 23 571 624 BB.23
Antidepressant Medication Mgmt (Acute) (+) 201 356 55.06 238 55.06
Antidepressant Medication Mgmt (Cont) [+) 356 40.75 178 4075
Antipsychotic Medication Adherence (<) 183 64.76 113 64.76
Asthma Medication Ratio (5 - 64 Years) (+] 443 62.18 329 62.18
Child Access - Primary Care (12 to 19) (=) 93.93 93.93
Child Access - Primary Care (12 to 24 Months) (<) 96.33 96.33
Child Access - Primary Care (25 Months to 6) (+) 93.08 93.08
Child Access - Primary Care (7 to 11) (+) 96 87 96.87
Child ADHD Medication F/U [Continuation) (<) IS0 o7 60.77
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Gap to Max Heat Map

Measures " Entity 1 Entity 2
(D Adult Access Preventive (20 - 44) 522
@ Adult Access Preventive (45 - 64) 0
@ Adult Access Preventive (65 and Older) 0
(@ Antidepressant Medication Mgmt (Acute) 73
(D Antidepressant Medication Mgmt (Cont) 101
@ Antipsychotic Medication Adherence 39
@ Asthma Medication Ratio (5 - 64 Years) 52
@ cChild Access - Primary Care (12 to 19) 56
(D Child Access - Primary Care (12 to 24 Months) 12
(D Child Access - Primary Care (25 Months to 6) 47
(D Child Access - Primary Care (7 to 11) 27
(@ child ADHD Medication F/U (Continuation) 0
(@ child ADHD Medication F/U (Initiation) 7
(@ CV Monitoring (CV & Schizophrenia) 2
(D Diabetes Monitoring (DM & Schizophrenia) 0
(D Diabetes Screening (Antipsychotic Medication) 37
@ Engagement of Alcohol/Drug Treatment 0
(@ Follow Up after MH Inpatient (30 Days) 57
(@ Follow Up after MH Inpatient (7 Days) 0
@ Initiation of Alcohol/Drug Treatment 195
(@ Medication Mgmt for Asthma (50%) 53
(@ Medication Mgmt for Asthma (75%) 0

Total* 1280

*Contracted entities are in descending order by
# of outliers

Legend

Blanks =no eligible population

0=no gaps

Gaps in care

Gap to max: the total number of gaps in care for
a given measure

Entity 3
146
84

O O O o v

o w

410

Entity 4
0 83
0 33
0 2
0 11
0 0
0 0
0 20
0 0
0 16
83 32
0 14
5 4
16 9
0
6 0
6 4
40 0
9 0
0 0
28 0
60 17
87 25
340 270
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<OI Suffolk Care PRIORITIZING EFFORTS

Managing P4P Measures
. >50 P4P DSRIP measures (too many for all providers to focus on
all at once)

. SCC has utilized the GNYHA PPS Strategic Planning model to look
at metric valuation by DSRIP payment

. Measures flip to P4P at different times (or not at all)
. Some measures have very low denominators (small gaps)

PAP Measure Distribution by Category

15
13
10
8
4
3
l . 2

Survey Access Outcome Abstraction Adherence Process Utilization

= = =
N » [e)]

# of Measures
=
o

o N B~ OO ©

Measure Categories
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Managing P4P Measures

« All P4P measures were looked at individually with a few factors in mind:

* When the measure flips to P4P (in which DSRIP payment, based on which Measurement Year data)
» Total dollars at risk in total for each measure

+ Total dollars at risk in each payment

*  Whether the measure is an EPP, high performance, or additional high performance measure

*  Whether the PPS has achieved the measure in the most recent MY

* How many lives are needed to close the gap if not achieving

Legend Links Measure Type Current Measure P4P/P4R Met/Not Met
@ Mv2 Target has been met Action Plan File N p— .|| Type Grand Total pap Met Not Met .
() On track to meeting measure at the end of MY2 Graphs $125,385,177 *Actual values may increase
Graphs Adherence Outcome = PaR G UEES [Blaok) depending on other PPS'
D Will not meet MY2 target at the current rate Zip Code Analysis 79% of total performance
SCC Measurement Year 2 Performance Measure Valuation
Data Period: May 1, 2015 - April 30, 2016 (DSRIP Total)
MAPPREPOMtNg | e\ | Monthly | # Lives to Close | High perf #Llivesto |Flips toP4Pin| Net Project
Measure Measure Type | Numerator | Denominator Period (*MY2 onthly \ves to Llose | Righ Perrormance ves to ps to n € ro!ec EPP HPF* AHPP* Measure Total
Target Target Annual Gap Target MY2 Close HP Gan Payment: Valuation
- ~ - ~| |~/ performance) - - - - - -~ ~ ~ - - - -
Children's Access to Primary o o o
Care - 12 to 19 years Access 15,912 16,941 93.93% 93.93% 93.84% DY3 Pmt 2 $1.00 $8.00 $8.50
Comprehensive Diabetes
screening - All Three Tests .
(HbAL, dilated eye exam, Abstraction DY4 Pmt 1 $1.00 $8.00 $8.50
nephropathy monitor)
Aspirin Use Survey DY4 Pmt 1 $0.50 $0.50
Follow-up care for Children
Prescribed ADHD
0, 9 o
Medications - Continuation Access 53 101 @ 52.48% 60.77% 60.43% 9 DY4 Pmt 1 $0.70 $8.00 $8.00
Phase
Follow-up care for Children
Prescribed ADHD o o o
o - Access 224 450 | 49.78% 53.14% | 52.78% 16 DY4Pmt1| $0.70 $8.00 $8.00
Medications - Initiation
Phase
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Geographic Gap Analysis

. In the beginning of each measurement year, through use of the SIM, the
SCC has also incorporated geographic analyses into the measure
prioritization exercise

. For each measure, the total number of gaps in care are stratified across
zip codes in the PPS

. This information is then cross-walked with Salesforce to identify where the
SCC has contracted partners in areas of need across Suffolk County

Legend

> 550 gaps
151-550 gaps
< 150 gaps

3ai Measures Gaps in Care
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(Q' Suffolk Care SCC CORRECTIVE ACTION PLANNING TRIGGERS

“In variance” refers to when . - .
a partner falls below the Trigger: Partner is in variance for

agreed-upon standard for 2 consecutive quarters
one or more metrics

The SCC PI toolkit includes:
Action planning Template

PDSA Cycle Template . .
Data Collection Plan Corrective Action Plan

Is the metric
Action Plan | out of
Closed and Variance for 2
Completed consecutive

quarters?

Action plans may include:
* Process Redesign
* Further Trending
* Implementation of new
service or procedure
* Education
* Counseling
* Focused Audit

D

Clinical
Committee
determines

next steps



(Q' Suffolk Care CORRECTION ACTION PLANNING TIMELINE

Collaborative

Corrective Action Planning Process Timeline

* Review MY2
Introduce the . .
; data Trigger action
corrective cn L
action ev;ew I;rtners in
planning Eﬁrtners b IOvariance
procedure b
in variance

Action plans will be
triggered using
performance data from
MY2 Q4 and MY3 Q1

MY?2 data reflects
performance during
July 1, 2015 — June 30, 2016




Suffolk Care CORRECTIVE ACTION PLAN EXAMPLE
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b' Suffolk Care Dev Server

(VFS: ny_dsrip_dave, dsrip_dave)

Example Contracted Entitv

Facility Name: Example Contracted Entity
Partners are able to upload the acility Name
Facility Sponsor: |

ap analysis they’ve performed,
g ph' hY P yh pth , Findings/Analysis
w I.C informs ow ey’'ve Summary:
arrived at the action steps
below
Findings/Analysis Add File

L Documentation:
Each measure not achieving the
PPS-wide target for two Measure: Adult Access to Preventive or Ambulatory Care - 45 to 64 years
consecutive quarters is Add Action Task Remove

included Individual(s)
Action Task How will it be done? Responsible Start Date Target End Date Status

| || I [l04/11/17 FE [0a/11/17  [EH [Not Started v

Measure: Aspirin Use
Add Action Task Remove

Partners are expected to fill in . . Individual(s)
zit et eme aaienm ek far cedh Action Task How will it be done? Responsible Start Date Target End Date Status

| I I [04/12/27 [ [04/11/17 [ [Not Started v

measure in variance, detailing
the ways in which they intend

) Measure: Cardiovascular Monitoring for People with Cardiovascular Disease and
to improve performance

Schizophrenia
Add Action Task Remove
Individual(s)
Action Task How will it be done? Responsible Start Date Target End Date Status

I [ [04/12/27 [ [04/11/17 [ [Not Started v
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ATTRIBUTION

Presented by:
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<O‘ Suffolk Care PCP ATTRIBUTION

PCP Assignment Algorithm G

Anaiyms Ublzabon/Outeach, Creste profoss.
These are pas with ciaims. but no oupatient ciaims.

:
- Sendto 2811
¥ES- Sirziegy 1
NO file that t

* Goal
* Create a Pay for Performance
model and Performance
Improvement strategies

No Assigned MCO PFCP*
ONLY run with Tier 1 "Attributable Provider =

* Initial Analysis of Member Roster:
May 2016
* 54% of attributed population do
not have an assigned MCO PCP

* Observed Challenges:
* Attributing performance at a
provider level when a Medicaid
— member is not assigned to an
MCO PCP (54%)
* Accuracy of performance
attribution to MCO assigned PCP




Suffolk Care

Collaborative

LOYALTY BASED ATTRIBUTION

How do we define a
“primary care visit”?

Three possible loyalty

algorithms to an

established PCP

MC assigned PCP

SCC defined PCP

— Specialist acting as
PCP

o

4 MCO Assigned PCP

Did pt. vis
MCPCP in past

N
12 mos?

id pt_ visi
MCPCP in past

Assign to
MCO PCP

A,Ee

f Tier 2 “Attributable Provider “ run

Extract list of possible Tier 2
attributable providers and enter

NO any attrbutable provider in
the past 12 m
NO
Did pt se2
NO » i provider i
the past 24 mosT,
NC-

Tie-breaker pathway

Is ther= a tie
wiith “PCP-specific CFT
Podes" between providzs?

Assign Tier 2
Provider who has
most visits

Assign Tier 2
Frovider who has
most visits

YES
h 4

Compare second-most

No Assigned MCO PCP*
ONLY run with Tier 1 “Attributable Provider”+

Did pt. s2e

NG i
past 12 mos? Assign Provider

pr{ibings Assign Provider
past 24 mos?

YES
h 4

Extract list of possible
attributable providers and enter
tie-breaker pathway

Is there a tie
with “PCP-specific CPT
bedes” betwean providers?

Assign Provide
who has most
visits

YES

= 3 fie betiEeg
Froviders far mostracart
:PCP-specific CPT cadess

Assign Provide
who has most
recent visit

YES
¥

Compare second-most recent visits,
then third most-recent visits, etc until

Assign Provider
one provider prevails

recent visits, then third
most-recent visits, etc until
one provider prevails

Assign Provider

No Tier 2 Match

m

Established PCP
Assignment Achievedt

Add Flag for any pts.
with an MC PCP
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(O Suffolk Care ATTRIBUTION ALGORITHMS

Downstream TRy "
Provider-level Attribution Methodology

Attribution

PCP Attribution Algorithm

BH Attribution Algorithm

SNF Attribution Algorithm

(SM/AHRQ + Custom Logic)

3M and AHRQ algorithms identify
performance by hospital.



C\' ) Suffolk Care BEHAVIORAL HEALTH PROVIDER ATTRIBUTION

Collaborative

Business Rules
« Population: Algorithm to be run on full SCC population.
 Attribution: Two different attribution approaches for

» Access Metrics

* Rx Metrics

* Only a prescriber can be attributed for Rx Metrics

 Applicability: Applies to all BH metrics except Alcohol/Substance

Abuse

« “Initiation/Engagement in Treatment for Alcohol/Substance Abuse” to
be moved to PPS-level because member-level data suppressed by

DOH
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<Q‘ Suffolk Care HOSPITAL & SNF ATTRIBUTION

« Key Issue

« DOH metric definition not
compatible with provider-level
performance evaluation for
highlighted metrics

« DOH denominator is total
population, but Hospitals
and SNFs don’t have
attributable populations

« SCC Approach

» Use Hospital- and SNF-friendly
denominators

« e.g. Discharges or Resident
Days
» Recast DOH Target in terms of
these new denominators
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(Q‘ Suffolk Care

DOH DATA USE CASE - FUNDS FLOW

Suffolk Care

Collaborative

@

Generate performance (for domain 2 &

Source: NYS DOH

Final Measurement
Year Member Roster
(DOH Member
Roster)

Final Measurement
Year Claims
(DOH Claims)

CPA File

Source: SCC
Business Office

Hub-Provider
Assignment File
(SCC)

(For PCP, BH, & SNF
hub assignments)

Data Sources to Healthelntent:
. DOH Claims (Final MY claims)

. SNF tables

DO EWN

- Hub-Hospital Assignment File

. Attribution member roster (Final MY roster)

. HCAHPS (via Hospital Compare)
. Measure-Provider Type Alignment File

P

Cerner-Hosted Production
Environment

Patient-Provider
assignments via
algorithm
(1= Pass)

Attribution: PPS-wide Janos
Roster

This is “hard” attribution only,
derived by running the attribution
algorithms using the final MY
claims and roster, and will not be
impacted by downstream partner
data

Final Measurement Year
Claims
(DOH Claims)

Attribution Member Roster
(additional columns to
account for est PCP, BH
providers & BH pts)

SNF - ED visit
Attribution table

SNF - Hospital
Admission
Attribution table

SNF Information
table

unds Flow

measures) by Hub and contracted entity (by provider type)

Source: CHP Environment

MY Dates

HEDIS Version

Version: 2017 .06.30a

July 1, 2015 — June 30, 2016 | 2016
July 1, 2016 — June 30, 2017 | 2017
July 1, 2017 — June 30, 2018 | 2018

vifE w2

July 1, 2018 — June 30, 2019

2019

Optouts does not leave this
enviornment

Source: SCC Business Office

HCAHPS
(CMS Hospital
Compare)

Measure-
Provider Type
Alignment

Hub-Hospital
Assignment

File

:_" '
P

Healthelntent

Measure calculation
(Full claims set &

HCAHPS data)

NO PHI OUTPUT:
Provider-level data

Hub Settlement
Reports (driven
solely by the
established PCP)

2 B’

Hub Hub
Settlement: Settlement:
Hub Level PCP Level

h 4
Hub
Settlement:
CE Level

Downstream
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C\' ) Suffolk Care PROVIDER DASHBOARD

« Leveraging HealtheEDW tools to view all measures
In a single dashboard

« Measures

15 AH RQ -’Hn% Agency for Healthcare Research and Quality
- \ Advancing Excellence in Health Care

Prevention quality indicators
Pediatric quality indicators

3 3M measures
Potentially preventable visits
Potentially preventable readmission

33 HEDIS :
Clinical measures &NCQA
Access to care
*  Will be used by the Provider Relationship Manager

to engage providers on performance on critical

DSRIP P4P measures

Science.
Applied to Life.”

O O O O O O O O O
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Presented by:
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\) Suffolk Care PERFORMANCE INCENTIVE PAYMENTS

o-year Performance-based Funds Flow Model for Participating Providers & Organizations

is Operational and included in all SCC Participation Agreements

Funds flow distribution example: Primary care providers

Performance Description
Factor °

Engagement Complete SCC On-boarding documentation as outlined in the SCC Contracting Plan

Payment Agreement to ongoing: Good citizenship, Timely and complete quarterly Domain 1 patient engagement
reporting , Data sharing, Participation in Population-wide-prevention programs (D4), Updates towards
successful completion of the Domain 1 Process Measures & Participation in Project 2ai Integrated
Delivery System program & SCC Care Coordination program.

Technical On- 1. Complete Technical On-boarding, i.e. technical data integration and system interoperability
boarding between the Partner's source system and the HUB data-warehouse, which will then feed the
Suffolk PPS Population Health Platform.
2. EHR meets connectivity to RHIO's HIE and SHIN-NY requirements

Clinical Meet requirements of Primary & Behavioral Health Integrated Care Program
Improvement Meet requirements of Cardiovascular Health Wellness & Self-Management Program
Programs Meet requirements of Diabetes Wellness & Self-Management Program
Meet requirements of Promoting Asthma Self-Management Program
PCMH Receipt of NCQA 2014 Level 3 PCMH Certification
Certification
Performance Adhere to the Performance Reporting and Improvement Plan establishes a planned, systematic,
Measurement organization-wide approach to performance reporting, performance measurement, analysis and

improvement for the healthcare services provided.
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<O Suffolk Care P4P GUIDING PRINCIPLES

* Survey and clinical abstraction
Only incentivize what you metrics rely on random sampling by

can measure DOH, and therefore can only be tied
to a PPS.

Right measures to right
providers

Organize metrics by
categories to make it easier
for providers to understand

* Categorize metrics by the type of
action incentivized
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Hospitals




Suffolk Care P4P METRICS ASSIGNED BY PROVIDER TYPE

Collaborative

Metric BH Hospital SNF
P otentially P reventable Emergency Department Visits (for persons with BH diagnosis)

P otentially P reventable Emergency Department Visits

P otentially P reventable Read miszions

Adherence to Antipsychotic M edications for People with Schizophrenia

Antidepressant Medication Management - E fliective Acute Phase Treatment

Antidepressant Medication Management - E fliective Continuation P hase Treatment

Cardiovascular Monitoring for People with Cardiovascular Disease and Schizophrenia

Diabetes Monitoring for People with Diabetes and Schizophrenia

Diabetes Screening for People with Schizophrenia or Bipolar Dizease who are Using Antipsychotic Medication

Followeup care for Children Prescribed ADHD Medications - Continuation Phase

Followeup care for Children Prescribed ADHD Medications - Initiation Phase

P DI 90 - Composite of all measures

P ediatric Quality Indicator # 14 Pediatric Asthma

P QI 90 - Compaosite of all measures

P revention Quality Indicator # 1 (DM Short term complication )

P revention Quality Indicator # 15 Younger Adult Asthma
P revention Quality Indicator # 7 (HTN )

P revention Quality Indicator # & (Heart Failure)

Followup after hospitalization for Mental lliness - within 30 days

Followeup after hospitalization for Mental lliness - within 7 days

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

Adult Access to Preventive or Ambulatory Care - 20 to 44 years

Adult Access to Preventive or Ambulatory Came - 45 to 64 years

Adult Access to Preventive or Ambulatory Care - 65 and older

Asthma M edication Ratio (5 -84 Years)

Children's Accessto Primary Care - 12 to 19 vears

Chidren's Accessto Primary Care - 12 to 24 Months

Children's Accessto Primary Care - 25 months to 6 vears

Chidren's Accessto Primary Care - 7 to 11 years

Medication Management for P eople with Asthma (5 - 64 Years) - 30% of Treatment Days Covered

Medication Management for P eople with Asthma (5 - 64 Years) - 75% of Treatment Days Covered
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(O Suffolk Care DETERMINING INCENTIVE POOL PAYMENT

PCP Incentive BH Incentive Hnspli_:al SNF Incentive
Funds Pool Funds Pool L b Funds Pool
unds Poo un 00 Funds Pool unds Poo

S

Downstream
Provider Attribution

PCP Incentive
Funds Pool

Provider Size
(% lives)

Provider Pool

Performance
Factor

.ﬂ"_------‘
""-'------—“"

“

h--------‘
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S Coll'fabf))rative are DERIVING METRIC POINT VALUES: BUSINESS RULES

Business Rules

« Each measure will be assigned a point value
derived from relative dollar value of each metric
within a given payment period

* Point values will be recalculated each payment
period and may fluctuate based on DOH’s
payment schedule for each metric.



OD Suffolk Care DERIVING METRIC POINT VALUES: BUSINESS RULES

Collaborative

DY2 Payment 2 DY2 Payment 2

Metric Name Dollar Value Point Value
Antidepressant Medication Management -

Effective Acute Phase Treatment s Rt
Potentially Preventable Emergency $50 20 pts

Department Visits - BH

Cardiovascular Monitoring for People with
Cardiovascular Disease and $50 20 pts
Schizophrenia

Total $250 100 pts
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Co' Suffolk Care  CALCULATING PERFORMANCE INCENTIVE PAYMENTS

PPS Performance HUB Performance

Children’s Access to Ghildren’s Accesas to

Primary Care-12 to0 19|  05.4% 93.9% | S0pte Primary Care- 12t 19 o07.7% 93.9% | 50pt | S50pts
years years

Adult Access to Adult Access o Preventive

Preventie or

Ambulatory Care - 20 80.6% 79.1% | pt or Ambulatory Care - 20 to 80.6% 791% | Opt 0pts
44 years

iz 44 years

Adult Access to Adult Access to Preventive

Preventive or

Ambulatory Care - 45 87.5% 86.0% | 10pk= or Ambulatory Care - 45 to 809.8% B6.0% | 10 pt= 10 pts
G4 years

o G4 years

Adult Accessto Adult Access o Preventive

Preventive or

Ambulatory Care - 65 89.T%% 88.2% | 10pis or Ambulatory Gare - 65 88.2% | 10 pts
and older

and older

100 pis 7Opts| 60pts

860/0 of HUB’s Incentive Pool Earned
(60pts/70pts = 85.71%)




C\' ) gﬂggg‘t‘wfafe PERFORMANCE PRECISION: BUSINESS RULES

PPS Target will be rounded to the
nearest “hundredth” of a percent.

o Example: If the gap-to-goal for
the PPS is 75.556%, the target
used will be 75.56%

Hub performance will also be
rounded to the nearest hundredth
of a percent.

Performance that is equal to
target will be awarded (“tie goes to
the runner”)

75.5549%

75.5456%
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Suffolk Care TRAINING STRATEGY & PLAN
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« Facilitate Partner Onboarding Program
Addressing Performance Requirements

<ol Suffolk Care

Collaborative

-
Evidence-Based Strategies for Disease Managel| FROM THE DESK OF LINDA S. EFFEREN, MD March, 2017
.b. in High Risk/Affected Populations: Cardiovasculd Mecical Directon SuffolCare Collabortihe it
Clinical Alert: March 2017 . . . . .
s o Onanasnsedad basis weuil s a CLINICAL ALERT" o big toyjour atenion ccalyimportnt measures or [ ] —
Project goal inthenesel e and e <t fssues The HEDIS measures highlighted n this alert are not specic to the SR program and ey may be
= Femarghess Ky s 2
s

you are also for through quality In the DSRIP prog
‘ears for rofoje o i i ]usl 4 i 8 Wik |mpav.1

for
on measures that were missed in the prior two measurement years.

anw rrers .- J
dy in DSRIP Year 3 (MY3), whi period of July 1, 2016, through r I rl n f n
Patient Engagement Mets june 30, 2017. We would ask your assistance in ensuring ma‘ within your practice the following measres are met

T numberofpatients (a5 15 ancoige] for all eligible patients as applicable for this measurement year
ofyperensiol | HEDIS Measure Action

eved o vl Children Prescribed Three (3) follow-up visits for patients 6-12 years old who receive a prescription for
ADHD Medications ADHD medication a5 e dignogs. ot Hlory o pro mecicaton adiistzaton
Clinical Metrics but without any dispensed for a period of 120 days or mort

2 visit within 30 days of medication being dispensec with a practtoner

with prescribing authority - and-
« 2 follow-up visits within 9 months of the initial visit with a practitioner

diior
and ere e uﬂvd
et ey (neasred A

 Discussion of Risks and Benefs o

fiarvestiions; with prescribing authority
e 1;?“)‘; 1‘;“35”;‘ Chid Routine Children 12 months - 19 years need an ambuiatory or preventive care primary care
. i Preventive Care visit during the measurement year

ety g oy o]

" .
8 -me| Initiation and Engagement Patients 13 and older with a new episode of alcohol or other drug dependence )
ave ypertersion, and whose tood o in Treatment of Alcohol/Drug = Initial visit within 14 days of identification - and —
controled s fllows: below 140/901 i

Dependence + 2o more additional services within 30 days of the initial visi

s o pople a k. The projct ot
st adopionl e i an o

601085 wihouta daber

Follow-up after Behavioral Patients age 6 and older who were hospitalized for select mental health disorders
Health Hospitalization were seen by a mental health provider within 7 days of discharge. Reference SCC
Ciinical Documentation Improvement (CDI) Program for the specific associated ICD-
0 codes.

S ———— « GNYHA — Ambulatory Pl Training for Front
e — Line Staff

ced appoinment n

+ Flu Shos for Adults Age 18:64 (CAHPY
e bood pressure pII -
and

-

HEDIS Measurements for
Patients ages 18 10 64 years:

2 fforts and collboraton on behalfof your patients. Please et me know you o your
wn or assistance. We at the Suffolk Care Collaborative are here to support
Linda S. Efferen, MD, MBA
Medical

etng a tinng odule o

e famanc Reparting and Inprvement

irodacion and Impovenent Prograanddescibes

« Developed Learning Center that provides
pommeey S access to E-Learning Modules
* |HI Improvement Model

e Institute for ~ * Building Skills in Data Collection and

Healthcare Understanding Variation

LeingOectver:

Improvement « Use of Run and Control Charts to
Understand Variation
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C\' ) Suffolk Care  CLINICAL DOCUMENTATION IMPROVEMENT GUIDE

Clinical Documentation Improvement Program
2017

Suffolk Care Collaborative
Office of Population Health
Stony Brook Medicine

1383 Veterans Memorial Highway, Suite 8
Hauppauge. NY 11778

(S

Clinical Documentation Improvement Program
17

()
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