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Health Home Performance Management
• The Health Home Program is at a critical juncture in the landscape of 

Medicaid Redesign, DSRIP and Value Based Payments 
• A little over two years from now (October 2019), payments for Health 

Home will be part of the Managed Care Plans’ capitated rates and Health 
Homes will be required to negotiate care management rates with the Plans 

• Value Based Payments will be implemented across the Medicaid System 
• The ability to provide and demonstrate value – evaluated by performance 

measures and health outcomes – will determine the ability of your Health 
Home to be successful and thrive in a value based payment Medicaid 
program 
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Health Home Performance Management 
• Successful Performance Management will require concerted and tactical 

efforts by Lead Health Homes to actively monitor performance measures 
and manage practices, processes and providers to ensure Health Home 
care management is providing value and improving health outcomes

• The DOH is committed to being your Performance Management partner 
and has worked to develop a Performance Management Program to 
provide the tools needed to successfully become value based, outcome 
driven enterprises 
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Agenda 
• Performance Management Program
• Measure Selection Process
• Clinical and Process Measure 
• Evaluation
• Timeframe and Reporting Methods 
• Next Steps
• Questions/Feedback 

May 10, 2017 5



Performance Management Program 
• The Health Home Performance Management Program (PM) provides a formal framework 

for Health Homes (HH), Care Management Agencies (CMAs), Managed Care Plans 
(MCPs) and the State to work together to improve health outcomes of Health Home 
members

• The PM program builds upon and includes the triennial re-designation process which 
focuses on determining compliance with minimum standards 

• The PM program will now include specific measures that lead to short term and longer 
term performance outcomes to achieve the vision of health, well being, and recovery for 
Health Home members

• The PM Program includes performance improvement support on an ongoing basis 

• The PM program is a single program and includes all designated Health Homes (those 
serving adults and/or children)
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Health Home Performance Management Efforts
On April 5, 2016 DOH communicated to the Health Home community that three 
Performance Management activities would be implemented:

7May 10, 2017

Continue Health Home Triennial Re-designation Process (Provide Site Visit feedback, 
including Performance Improvement Plans (PIPS)

Develop Performance metrics around HARP members

Implement “Clinical” Quality Measures and monitoring, reflecting Health Home State Plan 
Amendment (SPA) Measures, and be in alignment with  DSRIP and HARP measures

1

2
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Drive toward the 
vision/program 

goals 

Be 
Reasonable

Be Impactable  

Align with other 
public programs: 
DSRIP and VBP 

Originate from 
Existing Data 

Streams  

Have broad 
applicability

Performance Measures Selection Process
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• To successfully implement the third activity, 
“Clinical” Quality Measures and Monitoring, it 
was determined that a defined list of measures 
meeting key criteria must be identified.

• A clearly defined set of measures would help 
provide focus for rapid-cycle improvement 
efforts

• PCG and DOH facilitated a process that 
included Health Home interviews and meetings 
with State Agency Partners, which culminated in 
the identification of a set of “qualities” that would 
drive selection of the subset.

• It is expected that we will add and modify 
measures as data and new measures are 
developed or made available  

Measures 
Meeting Criteria 



Measure Selection Process

•DOH and PCG
•NYS Health Homes
•Out-of-state Health 
Homes

•Managed Care Plans
•Other key stakeholders

DOH and PCG 
conducted 
interviews

•DOH
•State Agency Partners 
(OMH, OASAS, AI,)

•OQPS
•National Center on 
Addiction and Substance 
Abuse (The Center)

Stakeholder Meeting 
on Performance 

Management Strategy 
and subset of 

measures
•Used feedback from 
Stakeholder meeting

•Reviewed SPA, Core Set, 
DSRIP and Value Based 
Payment (VBP) measures

DOH and OQPS 
draft measures 

subset

• Reviewed DOH and 
OQPS’ draft measures 
subset

Stakeholder 
Workgroup 

Meeting •Health Home Serving 
Children provided a draft 
list of Clinical and Process 
measures to the HHSC 
State Agency Partners

• DOH merged HHSC and  
adult measures 

Draft Measures 
Subset Finalized
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Short & Mid-Term Drivers
Access to, and engagement in:
• Primary & Preventive Care
• Condition Specific Care & 

Management
• Care Management & Transitional 

Care
• Community-Based Services & 

Supports

Long-Term Goals
• Increase PCP Use
• Decrease ED Utilization
• Decrease Inpatient & 

SNF Admissions & 
Readmissions

Vision
• Health
• Well-Being
• Recovery

Achieving Goals by Focusing on Performance 
Measures

Foundation:  Health Home Organizational Capabilities / Operations

Re-designation Process  

Performance Measures 
SPA Evaluation 



Short and Mid-Term Drivers
Three Categories of Performance Measures
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Primary & Preventive Care

Primary Care Utilization

Medication Management 
& Adherence
Adult Body Mass Assess.

Well Child/Care visits

Condition Specific Care

IET Alcohol & Drug 
Dependence

Mental Health Utilization

Medication 
Management- asthma 
Adherence to Mood 
Stabilizers 
Comprehensive Care for 
people living w/HIV/AIDS

F/U After Hosp. for MI

F/U After Hosp. for alc / 
chem dependency

Care Management & 
Transitional Care

Plan All-Cause 
Readmission
P: At-Risk – Lost to 
Follow-Up

P: Response to ED

P: Inpatient Discharge 
Contact

F/U After Hosp. for MI

F/U After ED for alc/other 
drug dependency

F/U After ED for MI



Measuring Linkages to Community Based 
Services and Supports 
• Linking members to community based services and supports, including HCBS 

services for HARP members (and eventually children) is critical and important 
part of person-centered planning for Health Home members 

• Other than identifying how many members are receiving Medicaid billable 
services (e.g., HCBS services for HARP members) there are no existing 
measures that meet design criteria to measure access and engagement to 
community based services in general 

• Monitoring access, engagement and performance could be done at the Health 
Home level 
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Clinical and Process Measures
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Always check DOH Health Home website for most recent version of Measure Subset (link)

http://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/assessment_quality_measures/docs/measure_subset.pdf


Clinical and Process Measures
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Always check DOH Health Home website for most recent version of Measure Subset (link)

http://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/assessment_quality_measures/docs/measure_subset.pdf


Clinical and Process Measures
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Always check DOH Health Home website for most recent version of Measure Subset (link)

http://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/assessment_quality_measures/docs/measure_subset.pdf


Clinical and Process Measures
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Always check DOH Health Home website for most recent version of Measure Subset (link)

http://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/assessment_quality_measures/docs/measure_subset.pdf


Clinical and Process Measures
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• Stratifications 
• Adult and Children’s Health Home
• HIV, SMI and SUD
• HARP
• Age based on measure 

• Maintaining a list of possible future measures 
• DOH, State Agency Partners and OQPS will review
• Suggestions by Health Homes welcome  



Evaluation Measures Required by CMS in the 
State Plan
• DOH will collect and report the following quality measures to determine the effect 

of the Health Home program on reducing:
• Hospital Inpatient Utilization (Salient Dashboards)
• Hospital cost per member per month 
• Emergency Room Utilization (Salient Dashboards)
• Emergency Room cost per member per month 
• Skilled Nursing Home Admission 
• Skilled Nursing Home cost per member per month
• PCP Utilization (Salient Dashboards)
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Other MAPP Data DOH Will Provide 
• Enrollment 
• Disenrollment 
• High Medium and Low and clinical and functional indicators (homeless, 

criminal justice involved)
• Members who opt out of HH
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Timeframe and Reporting Methods 
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Report/Measure Description Report time period Month – Responsible party Report sent to

Clinical 
Measures 

All subset clinical 
measures except 
for ABA (BMI)

Bi-annual
Jan-June 2017
(6 m lag)

January 15, 2018 and annually 
thereafter, OQPS posts in Open Data 

July 15, 2018 and annually thereafter 
DOH Data Analyst – send via email  

DOH posts on HH website

Health Homes
DOH
State Agency 
Partners 
MCPs

Clinical 
Measures 

ABA (BMI) only Annual
Jan – Dec 
2017  
(6 m lag)

July 15, 2018 and annually thereafter, 
DOH Data Analyst sends via email 

OQPS posts annually in Open Data

DOH posts on HH website

Health Homes
DOH
State Agency 
Partners
MCPS



Timeframe and Reporting Methods 
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Report/Measure Description Report time period Month – Responsible party Report sent to

Process 
Measures 

All subset process 
measures

Quarterly 
(w/ 3 month 
lookback)

July 15, 2017 and monthly 
thereafter, DOH Data Analyst sends 
via email  

OQPS posts annually in Open Data 

DOH posts on HH website

Health Homes
DOH
State Agency 
Partners
MCPS

CMART 
data 

All CMART data 
submitted to 
OQPS

Quarterly 
(w/ 3 month 
lookback)

July 15, 2017 and monthly 
thereafter, DOH Data Analyst sends 
via email 

OQPS posts annually in Open Data

DOH posts on HH website

Health Homes
DOH
State Agency 
Partners
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Utilize measures subset for Learning 
Collaboratives and Health Home support

Finalize segmentation strategy and provide 
performance improvement support

Share regular Performance Management 
Reports starting in July 2017

Update existing Performance Dashboards and 
add new Performance and Cost Dashboards

Follow-up on DSRIP dashboard access and 
export capability 

Next Steps



Quality Measures Information
• Visit the Health Home Assessment, Process and Quality Measures webpage: 

http://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/assess
ment_quality_measures/index.htm

• Statewide Health Home Quality Measures (SPA)
• Health Home Core Set 
• Health Home Measure Subset 
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http://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/assessment_quality_measures/index.htm


Questions/Feedback 
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Sherry Piscitella
Program Director, Performance Management 
Division of Program Development and Management
New York State Department of Health
Office of Health Insurance Programs

sherry.piscitella@health.ny.gov

mailto:sherry.piscitella@health.ny.gov
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