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Executive Summary

New York’s State Health Innovation Plan (SHIP) is the roadmap to achieve the “Triple Aim” for all New
Yorkers: healthier people, better care, and lower health care costs. New York will achieve these goals
through a multi-faceted approach that has, as a central component, transformation of the primary care
delivery system. This approach requires the participation of multiple payers (public and private) to
support ‘advanced’ primary care services characterized by improved access to care, reliable delivery of
preventive care, chronic disease management for complex patients, and behavioral health integration.
To achieve the aspirations of the SHIP, New York State, in coordination with Health Research Inc., was
awarded a four year, $100 million State Innovations Model (SIM) Testing grant from the Centers for
Medicare and Medicaid Innovation (CMMI) beginning in February 2015. The SHIP is a statewide,
multiagency effort and the SIM Testing grant is coordinated directly by the New York State Department
of Health (NYSDOH) in close collaboration with the New York State Department of Financial Services
(DFS).

Overarching goals of the SHIP, consistent with the Triple Aim, are to support a care delivery model that
results in the following by 2020:

= 80 percent of the population is cared for in primary care practices receiving non-visit, non-
volume based reimbursement — that is, an alternative (or ‘value-based’) payment model

= 80 percent of the population receives care within a primary care practice that has the
capabilities described in our APC milestones

To achieve these goals and advance the Triple Aim in New York, a governance model was developed to
include an overarching SHIP Health Innovation Council as well as three (3) specific workgroups: the
Integrated Care Workgroup, the Workforce Workgroup, and the Transparency, Evaluation, and Health
Information Technology Workgroup.

This report summarizes the work of the Integrated Care Workgroup (ICWG), charged with designing a
statewide model for primary care referred to as Advanced Primary Care (APC). This workgroup,
comprised of payers, clinicians, consumers, and subject matter experts, assumed the challenge of
addressing an array of policy and programmatic issues related to the development of the APC model.

Workgroup Lessons Learned and Insights

The ICWG had a chance to reflect upon the lessons learned through the workgroup deliberation process
in designing an effective APC model, practice transformation model, and payment. Some of the major
themes of importance that were identified include:

e The value of an open, multi-stakeholder process

e Afocus on primary care

e Defining and evolving APC over time

e The diversity of primary care providers and populations

e The need for alignment and innovation

o The role of payers and purchasers

e The role of patients and families
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These themes are described in more detail in the report.
Workgroup Achievements
Since its inception, the ICWG has achieved the following:

= Established APC Care Model Capabilities: Building on existing multi-payer advanced primary
care/medical home initiatives in New York and throughout the country, along with a growing
evidence base, the ICWG provided the input to the development of the design of the APC
model. Design elements include detailed specifications, standards and milestones for assessing
a primary care practice’s achievements; a common set of measures to be used to evaluate the
practice’s impact on improving quality and population health; and methodologies to reduce
avoidable utilization and costs.

=  Established Practice Transformation Model: Through its deliberations, the ICWG developed
parameters for practice transformation to support APC. The NYSDOH developed and issued a
Request for Applications (RFA) to vendors of practice transformation technical assistance to
help practices achieve APC capabilities. Applications for that funding have been received, and
are presently under review by the NYSDOH to move forward with contracts.

» Value-Based Payment for APC: Substantial progress has been made in generating support by
the state’s commercial payers. The scope includes multi-payer supported primary care reform
coupled with value-based payments. Together, both are critical to achieving and sustaining
advanced services necessary for achieving the triple aim, and which are not otherwise
adequately supported by traditional fee-for-service models.

With these accomplishments, New York is moving from a collaborative, multi-stakeholder planning and
design phase to implementing and operationalizing the APC model. Accordingly, the oversight and
management of this effort is evolving, from one focused on establishing statewide policy and overall
recommendations to a hybrid model also including regional approaches. The ICWG will be succeeded by
a smaller statewide APC steering committee focused on the major remaining challenges of
implementation; and regional oversight and management councils to oversee and guide the
implementation of APC in diverse communities across the state. These regional councils will track and
assist in the implementation of the practice transformation efforts in primary care practices within their
regions, and work with regional (and statewide) payers to advance the implementation and
coordination of multi-payer initiatives focused on advanced primary care.
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Background

New York’s State Health Innovation Plan (SHIP) is the roadmap to achieve the “Triple Aim” for all New
Yorkers: healthier people, better care and lower health care costs. New York is pursuing a multi-faceted
approach that has, at its heart, an advanced primary care model facilitating more integrated and
coordinated care for patients coupled with equally ‘advanced’ payment approaches that supports and
rewards high value care.

To help achieve these ambitious goals New York State, in coordination with Health Research, Inc.,
applied for and was awarded a four year, $100 million State Innovations Model (SIM) Testing grant from
the Centers for Medicare and Medicaid Innovation (CMMI) with a start date of February 2015.

The overarching goals of New York’s SIM are to support the development and dissemination of a care
delivery model that by 2020 will result in a statewide delivery system in which 80 percent of the
population receives primary care within an APC setting. The objective is to provide:

e A systematic approach to primary care based prevention services, care coordination and care
management for high risk patients, use of quality metrics for improvement, integration of
behavioral health services and population health management

e A payment environment in which primary care is supported by alternative payment models
across a critical mass of payers that recognize primary care providers for advanced services
(including non-visit or procedure based interventions) and rewards them for improved
performance.?

The core of New York’s primary care initiative is the development and implementation of the APC
model within practices, facilitated by regional practice transformation organizations, supported by SIM
grant funds, to work with interested and engaged practices. A competitive procurement was issued
in March 2016, with initial implementation across New York anticipated to begin fall 2016.

As part of the planning process, the NYSDOH launched a multi-agency, multi-sector governance
structure. This included creation of several workgroups including an Integrated Care Workgroup
(ICWG) charged to engage payers, clinicians, and consumers in the development of the Advanced
Primary Care (APC) model and its supporting components (value-based payment, common metrics,
and alignment with behavioral and population health).

The ICWG’s charge had four main elements:
e Create a vision for Advanced Primary Care (APC) that promotes the coordination of care for
patients across specialties and care settings, improves patient experience and clinical quality,

and reduces avoidable costs.

e Align measurement across payers to accelerate improvement efforts, promote consistency and

1 Additional information on the NY SIM award and implementation of the SHIP may be found here:
https://www.health.ny.gov/technology/innovation plan initiative/docs/ny state hip implementation.pdf
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parsimony, and support provider and payer focus on a key set of meaningful measures.

e Provide guidance on how to best develop statewide primary care practice improvements, and
alternative payment strategies.

e (Catalyze multi-payer (including commercial, Medicaid, and Medicare) investments in primary
care practices; initial investments in achieving a higher-performing primary care system, and
payment change to recognize and support the increased operating costs of this high-value
model; and to ensure aligned incentives and supports necessary to achieve the Triple Aim.

The ICWG’s first year (CY 2015) was devoted to planning and design, in preparing for implementation in
mid-late 2016, which is now under way. This report outlines the accomplishments and findings of the
workgroup as the state pivots to implementation and a new governing structure for the rollout of APC.
This report is intended to capture the discussions that led to the design decisions for APC, and was
prepared by the Department of Health to document the deliberations of the ICWG. Workgroup
members were invited to provide corrections or comments to the draft of this report. This report will be
made publically available to reach a broad audience interested in the development of the APC model in
New York.
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Accomplishments

Over the past 18 months, the ICWG has emerged as the State’s focal point for development of a multi-
payer model for advanced primary care. The ICWG, a dedicated and diverse group, included clinicians,
health care providers, payers, consumers and professional organizations. The group has served as an
important forum for multi-stakeholder engagement, discussion, and consensus building and has made
progress in reaching its objectives.

Assumptions: The ICWG established an initial set of Assumptions?, which guided deliberations:

e Improved access to high quality primary care is key to improving value in health care and
achieving triple aim goals.

e Practices and payers need a compelling clinical and payment model to invest in transformation.
e A practice meeting any ‘standard’ (NCQA’s Patient-Centered Medical Home (PCMH) or others)
is helpful but not a sufficient guarantee for meaningful, sustainable practice improvement.

e Transformational changes in practice will remain limited if care is reimbursed on a FFS basis
rewarding volume over value/quality.

e Maximizing transformation investments is conditional on reaching agreement regarding a
common set of milestones for Advanced Primary Care aligned with SHIP goals.

Defining the Model: Over the past year, supported by key NYSDOH, DFS, and Office of Mental Health
(OMH) staff, the ICWG finalized the design of the APC model, taking APC from an abstract concept to a
concrete plan for implementation.

The ICWG deliberated on many model components, including but not limited to incorporation of
population health, which was ultimately integrated into the model and is reflected in both milestones
and measures.

Through these discussions and model evolutions, the ICWG defined the following major elements of
APC:

1. Capabilities that describe an Advanced Primary Care practice (Figure 1), including patient-
centered care, population health, integrated behavioral healthcare, care management, access
to care, HIT, alternate payment model, and quality and performance

2. Core quality measures that reflect a practice’s impact on patient health, quality of care, and
experience (Figure 4) across six domains: prevention, chronic disease, behavioral
health/substance use, patient-reported outcomes, appropriate use, and cost

3. Gates that define practice transformation achievements over time and inform payers regarding
timing and purpose of prospective reimbursement (Figure 2)

4. Milestones that define specific expectations of a practice in terms of key capabilities
and performance against core measures (Figure 3)

5. Initial design of a quality measure scorecard that will enable stakeholders (clinicians,

2 |CWG presentation, Meeting 1, January 15, 2015:
http://www.health.ny.gov/technology/innovation plan initiative/docs/2015-01-
16 integrated care presentation.pdf
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payers, consumers, and the state) to track and evaluate the progress of the SIM and
APC, in improving the quality and cost-effectiveness of care in practices that are
implementing advanced primary care models.

The major design elements for APC considered by the workgroup, are highlighted in Figures 1-4
below. These figures represent the components agreed upon by the workgroup as the State
moves forward with implementation of APC. While these figures are high-level depictions of
the APC model components, there is greater detail in supporting technical documentation
developed by the NYSDOH. These figures are the result of Workgroup discussion and
deliberation, and included several rounds of comment and refinement directly in the
Workgroup and through additional stakeholder discussions. A brief overview of each figure is
described below.

Figure 1: APC Practice Capabilities

Figure 1 includes the seven major domains for practice capabilities envisioned under APC. These are
the high level domains, which link directly to the Structural Milestones. These are the major
elements of care delivery included in APC that have sufficient evidence linking them to enhanced
patient experience and improved clinical care, while also helping clinicians and practices transition
to increased value-based payments.

Figure 2: APC Gates

This figure demonstrates the journey for practices in their evolution through APC, as they
advance through three “gates” defining graduated levels of practice infrastructure and
capacity.

Gate 1: Commitment and preparation

Practices must show evidence of commitment to change as demonstrated by the allocation of
appropriate resources and personnel. A shared responsibility between payers and providers in the
region is needed to ensure that there is sufficient commitment to the work involved in participating
in APC.

Gate 2: Readiness for care coordination including payment

Reaching Gate 2 indicates a practice’s readiness to provide effective care coordination. Necessary
capabilities at this point include:
= The ability to identify high-risk patients and successfully measure and report the Core
Measures derived from practice data.
= Capacity to provide care coordination for high-risk patients within one year.
= |nfrastructure and commitment to use results from APC Core measures for improvement.

Gate 3: Demonstration of APC capabilities and performance
One year after meeting Gate 2 (or sooner if ready), practices will have to demonstrate active care

management and coordination for a majority of their high-risk patients. At this point, they will be
required to connect to their regional health information exchange (RHIO). Importantly,
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demonstrating APC capabilities implies moving from an ability to measure performance to the ability
to demonstrate improvements in quality and reduced preventable costs.

The milestones within each gate are detailed in the Structural Milestones.

Figure 3: APC Structural Milestones

For each of the seven APC milestone categories at each gate of APC, the Workgroup developed
structural milestones to clearly define the capabilities of APC. These milestones further define
the expectations for each category of APC.

Figure 4: Core Measures

To ensure alignment and minimize the number of unique measures required to be reported by
each plan and practice, a common set of core measures has been developed for use by APC
participating payers and practices. APC core measures will be reported as part of an APC
provider scorecard and used for evaluation and performance based payments. This figure is the
core quality measure set discussed in the Workgroup that reflect a practice’s impact on patient
health, quality of care, and experience.
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Figure 1. APC Practice Capabilities

Category Description

Patient- = Engage patients as active, informed participants in their own care, and organize structures and
workflows to meet the needs of the patient population

chronic disease management, and promotion of a healthy and safe environment

= Actively promote the health of both patient panels and communities through screening, prevention,
Population "“- yp p p g g.p

patients, collaborating with providers across the care continuum and broader medical neighborhood
including behavioral health, and tracking and optimizing transitions of care

Care man
coord

* Promote access as defined by affordability, availability, accessibility, and acceptability of care across
m all patient populations
= Use health information technology to deliver better care that is evidence-based, coordinated, and
= Participate in outcomes-based payment models, based on quality and cost performance, for over
F“W 60% of the practice’s patient panel

measures in the primary care panel

perfo

Manage and coordinate care across multiple providers and settings by actively tracking the sickest

Quality and l Measure and actively improve quality, experience, and cost outcomes as described by the APC core
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|
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Savings sufficient to offset
investments
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A

Technical assistance for practice transformation (1 or 2 years)
Grant-funded, ~$12,000 per APC site, per year of support

Financial support during
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Ends when care
coardination
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Figure 3. APC Structural Milestones
Commitment Readiness for care coordination Demonstrated APC Capabilities

What a practice achieves after 1 year of TA
What a practice achieves on its own, before any  and multi-payer financial support, but no care What a practice achieves after 2 years of TA, 1 year of multi-payer

TA or multi-payer financial support coordination support yet financial support, and 1 year of multi-payer-funded care coordination
Prior milestones, plus ... Prior milestones, plus ...

i. APC paricipation agreement i. Participation in TA Entity activities and leaming

ii. Early change plan based APC questionnaire (if electing support)

5T il Designated change agent / practice leaders
iv. Participation in TA Entity APC orientation
v. Commitment to achieve gate 2 milestones in 1 year

. Process for Advanced Directive discussions with i, Advanced Directive discussions with all i. Advanced Directives shared across medical neighbornood, where
Patient- all patients patients =G5 feasible
centered ii. Plan for patient engagement and integration ii. Implementation of patient engagement integrated into workflows including

care into workflows within one year Q1 plan (grounded in evidence base developed in Gate 2, where

. Participate in local Prevention Agenda activities

Population ii. Annual identification and outreach to patients due for preventive or
health chronic care management

iii. Process to refer to self-management and community-based resources
i. Commitment to developing care plans in concert i, Identify and empanel highest-risk patients for i, Integrate high-risk patient data from other sources (including payers)
with patient preferences and goals CMICC ii. Care plans developed in concert with patient preferences and goals

i Behavioral health: self-assassment for BH ii. Process in place for Care Plan development i, CM delivered to highest-risk patients
integration and concrete plan for achieving Gate 2 jii. Plan to deliver CM / CC to highest-risk patients iv. Referral fracking system in place
BH milestones within 1 year within one year v. Care compacts or collaborative agreements for timely consultations with

iv. Behavioral health: Evidence-based process for medical specialists and institutions
screening, treatment where appropriate’, and  vi. Post-discharge follow-up process
referral vii. Behavioral health: Coordinated care management for behavioral health

care ii. Culturally and linguistically appropriate

services
i. Plan for achieving Gate 2 milestones within i. Tools for quality measurement encompassing  i. 24/7 remote access to Health [T
one year all core measures ii. Secure electronic provider-patient messaging
ii. Certified technology for information exchange  iii. Enhanced Quality Improvement including CDS
available in practice for iv. Certified Health IT for quality improvement, information exchange
iii. Attestation to connect to HIE in 1 year v. Connection to local HIE QE

vi. Clinical Decision Support

. Commitment to value-based contracts with APC- . Minimum FFS with P4PZ contracts with APC- i, Minimum FFS + gainsharing3 confracts with APC-participating payers
participating payers representing 60% of panel participating payers representing 60% of panel representing 60% of panel
within 1 year

Payment
model

1 Uncomgplicated, non-psychaotic depressicn
2 Equivalent to Category 2 in the October 2015 HCP LAN Alternative Payment Model (APM) Framewaork 3 Equivalent to Category 3 in the APM frameawork

12



Figure 4. APC Core Measures

b Version 1/Data Source Measures Version 1
#/Developer

32HEDIS
23T2/HEDIS
34/HEDIS
33/HEDIS
41/AMA
38/HEDIS
2528/ADA
28/AMA
18/HEDIS
59/HEDIS
5T/HEDIS
55/HEDIS
56/HEDIS
B62/HEDIS
T1/HEDIS
1799/HEDIS

24/HEDIS

421/CMS

418/CMS
4HEDIS
105/HEDIS
J26/HEDIS
5IAHRQ
52/HEDIS
58/HEDIS
~-HEDIS
1768/MHEDIS
—/HEDIS

Claims/EHR. Claims-only possible.

Claims/EHR. Claims-only possible.

Claims/EHR
Claims/EHR. Claims-only possible
Claims/EHR/Survey.

Claims/EHR/Survey. Claims-only possible.

Claims
Claims/EHR
Claims/EHR
Claims/EHR

Claims

Claims

Claims

Claims
Claims/EHR

Claims/EHR. Claims-only possible.

Claims/EHR

Claims/EHR

Claims/EHR
Claims
Claims/EHR. Claims-only possible.
Claims/EHR
Survey
Claims
Claims
Claims
Claims
Claims

Claims
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Cervical Cancer Screening

Breast Cancer Screening

Colorectal Cancer Screening

Chlamydia Screening

Influenza Immunization - all ages

Childhood Immunization (status)

Fluoride Varnish Application

Tobacco Use Screening and Intervention

Controlling High Blood Pressure

Comprehensive Diabetes Care: HbA1C Poor Control
Comprehensive Diabetes Care: HbA1C Testing

Comprehensive Diabetes Care: Eye Exam

Comprehensive Diabetes Care: Foot Exam

Comprehensive Diabetes Care: Medical Attention for Nephropathy
Persistent Beta Blocker Treatment after Heart Attack

Medication Management for People With Asthma

[Combined obesity measure] Weight Assessment and Counseling for nutrition and physical activity for
children and adolescents

[Combined obesity measure] Preventive Care and Screening: Body Mass Index (BMI) Screening and
Follow-Up

Screening for Clinical Depression and Follow-up Plan

Initiation and Engagement of Alcohol and Other Drug Dependence Treatment
Antidepressant Medication Management

Advance Care Plan

CAHPS Access to Care, Getting Care Quickly

Use of Imaging Studies for Low Back Pain

Avoidance of Antibiotic Treatment in adults with acute bronchitis
Inpatient Hospital Utilization (HEDIS)

All-Cause Readmissions

Emergency Department Utilization

Total Cost Per Member Per Month

v

<

By B
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Practice Transformation Technical Assistance: A majority of the state’s SIM grant award is dedicated to
supporting a regionally-based program of practice transformation technical assistance. This technical
assistance will be provided by entities charged with helping practices through guidance on goal-setting,
leadership, practice facilitation, workflow changes, outcome measurements, and adapting
organizational tools and processes to support a team-based model of care delivery. Practice
transformation support will be predicated on an initial evaluation of practice readiness, evidence of
support from relevant payers for value-based payment, and tailored to their needs.

Under the oversight of the ICWG, the NYSDOH released an RFA3 requesting proposals from vendors of
primary care practice transformation technical assistance across different regions of the state. Funded
contractors will be expected to assist practices and providers to develop the systems and processes
necessary to meet the goals of the Triple Aim (described previously in this report). Contracts are
anticipated to be executed in November.

Payment Change to Support Advanced Primary Care: Several commercial payers as well as the New York
Health Plan Association have been involved in the ICWG since its inception, providing valuable input into
the process. NYSDOH and DFS completed an initial effort to request, receive, and analyze information
from health plans in the State of New York regarding initiatives to support primary care transformation
and expand payment innovations®. Major findings included: Every plan identified at least one
alternative or outcome based program, and a majority of plans currently provide some level of practice
transformation support (either financial or technical support) to certain practices deemed ready for the
introduction of advanced primary care services.

Throughout 2015 and 2016, with the support of the Northeast Business Group on Health (NEBGH), the
NYSDOH and DFS held a series of payer and purchaser forums, to explore options and opportunities for
expanding payment innovations in support of the APC model. Over the past few months, NEBGH,
NYSDOH, and NYSDFS conducted a series of one-on-one discussions with individual plans to better
understand their current programs and plans for expanding value-based payment methods for various
models of advanced primary care.

Purchasers have been actively engaged in discussions of APC, and play a critical role in shifting
reimbursement from fee-for-service to paying for value. Since 2015, NEBGH has been successful in
engaging numerous payers and purchasers (21 health plans and 69 purchasers) and building support for
a multi-payer approach throughout New York State by conducting:

e Introductory webinars in June and September 2015

e 1 benefit consultant meeting on September 17, 2015

e Webinar with General Electric on December 15, 2015

e 20 regional meetings across New York State from July 2015 through July 2016

o 7 multi-payer meetings from August 2015 through May 2016

e 3 Purchaser Advisory Council (PAC) meetings from November 2015 through April 2016

e 1 SIM Educational Program: NEBGH Half Day Conference The ABCs of ACOs, APC and PCMH on

February 23, 2016
e  Webinar with Anthem health plan account executives on March 1, 2016

3 Practice Transformation RFA: https://www.healthresearch.org/rfarfp-rfa-qps-2016-02/
4 The payer Request for Information is available at the following link, with supporting material on the ICWG page:
https://www.health.ny.gov/technology/innovation plan initiative/docs/apc payer information request.pdf

14
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e 1 Joint health plan / purchaser meeting on June 30, 2016

These sessions have provided the NYSDOH and DFS with a much greater understanding and insight into
how plans are approaching medical home designation among primary care practices in their networks,
and how they are paying — and planning to pay — for those services, and they have informed the
deliberations of the ICWG. These sessions are also providing a far more detailed perspective on the
baseline status of investment in primary care, which is critical to reaching the state’s goal of achieving
broad-based, consistent, multi-payer support for the APC model. The one-on-one plan meetings are
providing concrete next steps for multi-payer launch of the APC model in each region of the State.

15
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Lessons Learned and Insights

At its July 2016 meeting, the ICWG members had an opportunity to consider the achievements to date,
as well as some of the challenges that remain. Below are some of the consistent themes that emerged
from that discussion.

The Value of an Open, Multi-Stakeholder Process

ICWG members observed the critical value of having a broad-based, multi-stakeholder group such as the
ICWG. The membership, organization and facilitation of discussions, including productive
disagreements, were essential to achieving legitimacy and a broad base of consensus. The facilitation of
the workgroup’s meetings was essential for the creation of an open and inclusive environment in which
to resolve complex health care delivery choices. This was perceived as a critical component of success
as was the statesmanship and flexibility of all the participants.

There was a consensus among the members of the ICWG that having a statewide process focused on
statewide policy and program oversight would continue to be essential in the next implementation
phase of APC initiative.

There was a recognition of the need for regional collaboration, to build and maintain local relationships
between and among primary care clinicians, payers, and other key community leaders in health care and
to support the creation of effective medical neighborhoods supporting health care delivery and payment
reforms. New York State is large and complex, and it will be difficult to achieve alignment through a
voluntary program without regional engagement. Responsibility for regional oversight functions
includes reaching agreement among major payers and providers, with input by major purchasers and
other stakeholders, with a level of oversight and reporting to NYSDOH through the statewide
committee. Key functions will include facilitation by a content expert, convening meetings and calls, and
making productive use of on-going qualitative and quantitative information to guide progress over time.
While details are still being resolved as to how this will occur, the approach strives to provide optimal
balance between statewide coordination and regional variation.

Focused on Primary Care

The ICWG members observed the importance of having a group focused specifically on improving
primary care across New York State as fundamental to health care reform efforts, focused on the goals
and objectives as described in the SHIP and SIM. The specific focus enabled the ICWG to work
concretely and effectively to define APC, to elaborate those components necessary to support practice
transformation, and to engage meaningfully with payers about the need to develop and adapt payment
methods to support and sustain that model of primary care.

Defining and Evolving APC over Time

As a result of the deliberations of the ICWG, there is a robust model for Advanced Primary Care and a

concrete plan for statewide implementation. The ICWG has honed performance and outcome measures
in ways that are meaningful and measureable. APC has evolved from thoughts and concepts to tangible
Milestones and Gates for advancing capabilities in primary care. The delineation of a limited, focused set
of initial Core Measures was recognized as a signal achievement. There was support for efforts aimed to

16
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create both parsimony and relevance regarding performance measures directed to primary care
practices. Development of a standard APC Scorecard for providers and payers to use to assess primary
care practices’ performance was noted as an essential part of the process.

The ICWG recommended the inclusion of behavioral health as an integral part of the APC model along
with specific behavioral health Standards and Milestones. Similarly, the inclusion of discrete Standards
and Milestones for improving population health and community linkages was considered to be an
important and differentiating characteristic of APC standards.

The ICWG members recognized the need to move progressively with APC as an iterative process, with
the expectation that the model would need to evolve over time as clinicians/providers, payers, and
policy makers in NYS gain experience from APC implementation and respond to new evidence and new
thinking regarding advanced primary care services and payment reform.

The Diversity of Primary Care Providers and Populations

One of the key and recurring themes during the ICWG's considerations was the diversity of New York’s
primary care base, which is composed of practices of very different sizes, organizational structures and
relationships (ranging from large group practices, hospital-affiliated clinics, practices, and FQHCs, to
small, independent practices) with widely-differing capacities and infrastructure. It is important for the
roll-out of the APC program to be nuanced to respond to that diversity, to meet practices where they
are.

It was regularly noted that the APC model requires certain capabilities to enable effectiveness. Practices
should have an existing infrastructure that supports team based care and data use and exchange. These
capabilities enable practices to be in better position initially to adopt APC, as with any quality/value-
based model. Smaller practices (such as those with 5 or fewer providers, which represent a sizeable
portion of the state’s primary care workforce) may have specific challenges meeting some of APC's
capabilities, and may merit separate consideration. On the other hand, it was pointed out that larger,
complex health care institutions may be less nimble than smaller practices with respect to the
implementation of changes in workflow or investment in new staff or services.

The Need for Alignment and Innovation

Given an existing complex landscape of multiple care models and several state and federal initiatives
that offer different opportunities for primary care practices (both care and/or payment reform), it was
clear from the start to the ICWG that continuing attention to simplify, coordinate and improve
communication and awareness of APC as it relates to these other initiatives, was central to its success.
Specifically, ICWG members noted the need to better align the APC model with other, potentially
competing, models of practice transformation at regional, statewide, and national levels (NCQA’s PCMH,
DSRIP, ACO, CPC+, and the TCPI program), all of which are now under way in NYS, in order to reduce
confusion among the primary care community. The State is working actively to coordinate with CMS on
aligning programs and avoiding duplication of efforts, while also working internally within NYSDOH to
align programs and communications on available practice transformation opportunities for practices. An
example of one communications tool to help differentiate between programs is included in Figure 5.
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Figure 5. Technical Assistance and Transformation Programs
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New York State’s DSRIP program requires that Performing Provider Systems (PPSs) achieve advanced
primary care/medical home status for their participating primary care practices, including APC and/or
PCMH 2014 as the two available options, by April 1, 2018. Given this, and other concerns regarding the
need for alignment and clarity of message, it was a high priority to align that model with the APC model,
as well as successor versions including the recently announced NCQA PCMH 2017 standards. The ICWG
helped map the PCMH 2014 model into the APC’s Standards, Milestones and Gates and allow practices
to credit their PCMH 2014 achievements in the NYS APC model.

Technical specifications of the APC Milestones have been synthesized, aligned, and cross-walked with
TCPI, NCQA PCMH 2014, and CPC ‘Classic” and CPC ‘Plus’ (CPC+), with provisional performance credit
given to applicable competencies of APC Gates. The NYSDOH has initiated a multi-initiative coordinating
group (the NYS Practice Transformation Council) which is working on continuing issues of alighment
among the various programs. One of its major achievements to date is the creation (by the Center for
Health Workforce Studies) of a database to track the statewide implementation of all of the various
practice transformation efforts in each engaged practice.

The Role of Payers and Purchasers

Delivery system innovations like APC require changes in the payment system to support them. Without
changes in payment for practices engaged in transformational efforts, those practices face substantial
financial risk, adding costs and providing services that not only are not recognized or adequately
reimbursed under the fee-for-service payment system but which in fact, if provided, can come at the
expense of the provision of services and procedures for which they are currently paid.

As part of the input from the ICWG and meetings with payers, DFS recently implemented a proposal that
allows insurers to include APC payments along with claims in the pricing medical loss ratio (MLR)
formula for 2017 premiums. The MLR adjustment is intended to provide an incentive to insurers to
make practice transformation and care coordination payments under the APC model or to expand their
current outcome-based primary care programs. Currently, the pricing MLR is the ratio of claims to
premiums. With the new formula, the pricing MLR will be the ratio of claims, plus practice
transformation and care coordination payments, to premiums. Additional tools to encourage adoption
of APC and promote investment in primary care transformation will continue to be discussed in 2017.

One-on-one meetings with health plans, coupled with payer responses to the RFI, generated key issues
which need to be considered as the state moves to implement the APC program:

e While the state’s health plans are generally supportive of the state’s APC initiative and the
medical home model, many already have some programs in place to recognize and reward

primary care practices and/or ACOs using a variety of ‘value-based payment’ approaches.

e There is substantial heterogeneity among payers in the primary care delivery models they
currently favor including which quality measures and value-based payment models they pursue.

e The state should consider ways to incentivize plans to continue to support primary care
programs and APC.
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A consistent theme that also emerged from both the RFl and subsequent one-on-one meetings, and
continues to be a critical theme is how to respond to, and organize around the variability of advanced
care practice capacity, insurer influence in the practice/group (related to percent of patient panel), and
the way in which those two factors may intersect. One way of conceptualizing and simplifying this is to
categorize practices into groups based on both variables: (1) the level of potential plan influence (often
described simply as volume or percent of plan membership in the practice); and (2) practice
capacity/interest for delivery of advanced primary care services and value-based payment
arrangements. RFl responses revealed different payment approaches for network providers depending
on geography, volume, and level of organization (i.e., ACO/IPA or not), as well as insurance type
(Medicare, PPO or HMO, etc.). In areas and practices where a single or small number of insurers
dominate the market, the perceived relevance of multi-payer, alighed care/payment reform may be very
different from those where many payers participate and none have clear major dominance.

As the system moves toward value-based payment arrangements using shared savings and shared risk
models, many practices will experience increased operating costs during their transition to being able to
provide the services within APC. Predictable support for those practices is essential, at least for a period
of time while the practice moving toward APC is gaining experience and beginning to generate
improvements in quality and cost that can ultimately be supported by value-based payment (VBP)
programs that rely on shared savings and shared risk arrangements.

Working with Purchasers

As part of the NEBGH’s meetings, there were discussions with large employers, many of them self-
insured. Employers, who are the purchasers of health insurance products for their employees and their
families, expressed interest and support for the APC model as an investment in the health of their
employees and their families, with potential to improve quality and restrain the growth of health care
(and benefit) costs. NEBGH will continue to engage employers and develop tools for employers to
include APC and other value-based purchasing arrangements in their benefits to help New Yorkers
receive high quality care.

The Role of Patients and Families

Multi-stakeholder engagement has been a cornerstone of SIM model development, and will play a role
in its successful activation across the different regions of New York State. Consumer engagement has
been addressed both through the ICWG and in individual meetings with consumer advocacy groups.
Through these substantive discussions, it has been made clear that there are a number of different ways
that healthcare consumers can be concretely and systematically engaged in SIM. The state is currently
exploring opportunities to further consumer engagement within APC governance models, through
competitive procurements, and through existing state efforts.

20



INTEGRATED CARE WORKGROUP FINAL REPORT

Figure 6. Levels of Patient and Consumer Engagement
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Next Steps

The next six months will be a critical time for the SIM initiative and APC. NYSDOH is currently working to
prepare an updated operational plan for APC, including evaluation of the feedback we have received to
date from the ICWG. Elements of that plan include:

1.

Practice Transformation:

This winter, NYSDOH/HRI will be awarding contracts to practice transformation agents, to
provide recruitment and engage practices to participate in APC in several regions throughout
the state. Due to the complexity and size of New York, this will be a phased-in effort, where
regions considered to have immediate potential for APC and adequate payer support for the
APC model will lead the launch, in addition to areas critical for DSRIP providers.

Changes in Oversight and Governance:

As the ICWG completes its work, it will be transformed to a new statewide group, charged to
consider and provide input into state policy around the advanced primary care model, to
monitor a broad statewide program of practice transformation efforts, and provide guidance to
the state’s ongoing work with providers and payers about the implementation and
operationalization of the APC model. They will also be charged to facilitate the engagement of
clinicians, payers, and patients in APC, and provide input into the iteration of the APC model as
required.

In addition, as the state prepares to begin supporting practice transformation in specific regions
of the state, regional councils will be established (including providers, payers, purchasers,
consumers, and policy-makers) and charged with facilitating the practice transformation process
in their respective regions, convening providers and payers to consider how best to advance
payment reform to support this new care model, and working with the region’s stakeholders to
assure that the implementation of the practice transformation and payment reform addresses
health priorities recommended by the NYSDOH and the statewide steering committee.

Continued Work with Payers and Purchasers:

The State will continue to build on their efforts to better understand current payment methods
for medical homes and other advanced primary care models, in an effort to enlarge and solidify
the support of payers for advanced primary care, and value-based payments that recognize and
adequately cover the costs of those new primary care models. This also includes continued
efforts by the state to engage CMS and Medicare in multi-payer engagement efforts in New
York. NYSDOH and NYSDFS will formalize payer participation by region and initiate practice
transformation activities where adequate payer support of the APC model exists.

Alignment:
As the state prepares for the phased implementation of its statewide practice transformation

efforts, there is an increasing need to align APC with the other medical home models that are
already in the market or emerging. NYSDOH will continue its ongoing effort to align these
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programs at the state governance level (DSRIP, PCMH/NCQA, APC, CPC+, MACRA), and increase
efforts to develop clear communications regarding APC and its relationship to these programs.

Regional Oversight:

To augment the state-wide guidance, promote collaboration and facilitate progress throughout
the state NYSDOH will model its regional approach after successful work being done in both the
Finger Lakes and the Adirondacks regions. These regional committees will also assist in state
supervision with respect to anti-trust legislation. There are three stages to operationalizing APC
regionally:

e State 1: Establish Regions and Regional Oversight and Management Committees
(ROMCQ)

e Stage 2: Activate Regions and Begin Meetings of the ROMC

e Stage 3: Engagement of Practices and Demonstrate Performance by Region

Figure 7. Regional Governance
Regional Governance
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Strategies for Small Practices

NYSDOH, together with DFS, will work with provider professional organizations and other
stakeholders to encourage the development of shared administrative service strategies to help
these practices better meet required core metrics of APC and enter into value-based
arrangements with multiple payers in a manner that they would otherwise find challenging on
their own.

23



INTEGRATED CARE WORKGROUP FINAL REPORT

Challenges and Issues to Resolve

Implementing APC in a Diverse Primary Care System

One of the major challenges facing the implementation of APC across the state is the diversity of the
primary care delivery system and the patient populations they serve. In addition to workforce shortages,
regional nuances, and a vast array of practice business models, considerable focus was given to the
future sustainability of primary care practices and the tension between rising practice expectations
requiring investment in time, personnel, and technology and the limited resources of smaller practices.
Stakeholders were active both on and behind the scenes to champion strategies and provide expert
guidance on the seven APC Milestones and the technical specifications responsive to the needs and
capabilities of primary care practices of all sizes. Important areas for consideration included goal-
setting, leadership, workflow changes, and the development of organizational tools to improve
outcomes within a more effectively integrated care delivery system. This is best evidenced by the
approach to embrace transformation assistance as a viable and concrete support for the creation of
sustainable care delivery change. Through the practice evolution over time represented in the three
Gates of core practice competencies, state-contracted transformation agents will serve to assist
clinicians in the challenging work of practice redesign required to be successful in value-based payment.

The APC model, like other primary care models, has a significant focus on more effective identification
and management for patients with chronic, complex disease(s) and areas of care with high avoidable
costs, both of which are more obvious and developed in adult populations. Milestones, and particularly
core measures, leverage the calculation of the expected returns-on-investment for reducing preventable
ED visits and admissions. Although these characteristics apply less often to the pediatric population,
much of APC has applicability for pediatric practices and key pediatric prevention measures are
represented within the core set of quality measures chosen for APC. Future consideration during
implementation should be given to consider how, and in what ways, APC can better reflect the needs of
children and adolescents/young adults and pediatric practices. For example, it was suggested that
milestones and measures related to developmental screening, referrals to Early Intervention (El)
services, and maternal depression screening are important components to consider during model
implementation and evolution for child and adolescent health care providers.

Payment

As noted above, there is substantial diversity in the models that health plans use for their payment
reform initiatives with primary care clinicians. That said, payers are promoting and supporting many
versions which align with the core features of APC (i.e., prospective, non-visit based payments, pay for
performance/value, etc.). Some specific examples include the provision of care management payments,
primary care capitation, bonuses, and shared savings, among others which may offer combinations of
these approaches.

The diversity of payer-adopted models is something that must be recognized as representing the early
stage of new payment approaches and the need for innovation absent a clear answer as to which
approach is ‘best’. That said, the ability of practices to effectively understand, engage, and be successful
in a value-based payment environment with this degree of payer variation is an open question. It
appears that, working to achieve greater alignment on core measures and expectations of primary care
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practices (APC Milestones) along with agreement to move away from fee-for-service payments alone,
may represent a sensible approach to advance both payer goals and practice needs.

The question of whether a ‘critical mass’ of payers are supporting APC has implications for practices and
payers. Practices are concerned with whether there is both sufficient ‘signal’ and resources from payers
to support advanced primary care services and payers are concerned about the possible ‘free rider’
impact from the non-participation of some payers. Clearly, this area of common ground between
practices and payers will require joint and ongoing efforts to address and the solutions will be critical to
the success of any payment and care reform efforts.

Finally, there is a need to address the problem of how low margin, low capital practices can afford the
transition period in which they are providing new services and developing new infrastructure,
performing work that is not currently paid for under fee-for-service, and simultaneously having to cope
with the timing and uncertainty of potential retrospective ‘shared savings’ or other value-based
payments, of equally uncertain amounts. This issue was partially addressed in the formulation of the
APC model which proposed that practices reaching Gate 2 should receive augmented payments for care
management, for a period of time to be able to achieve meaningful changes in quality, utilization and
cost that will promote incremental revenues under shared savings or other value-based arrangements.
This is a critical issue and one of particular importance to small practices, whose financial viability and/or
ability to tolerate risk is most tenuous.

Behavioral Health

The APC model recognizes and includes the integration of behavioral health as an integral part of a
transformed primary care practice. Existing models such as the Collaborative Care model — which
includes use of a behavioral health care manager in coordination with a consulting psychiatrist using an
organized data driven approach to meeting treatment goals — are being considered as viable evidence
based approaches supporting the primary care provider in the delivery of integrated care shown to
improve outcomes. Other similar models, more accessible to small and medium-sized practices are a
focus of consideration in the APC milestone criteria. Several pilots are underway, but generating
support and acceptance for models that are tailored to small and mid-sized practices, gaining
acceptance for payment from health plans for behavioral healthcare in primary care practices, and
aligning with other behavioral health integration models remain a challenge. To better support the
integration of behavioral health in primary care, training and support from OMH for practice
transformation entities will be available. NYSDOH and OMH will continue to coordinate to identify and
develop strategies to expand behavioral health services, and address the issue of sustainable financing
of behavioral health integration.

Ongoing Development of Measures and Outcomes

One of the signal achievements of the ICWG process was the delineation of a common set of measures
for assessing the performance of APC practices. These measures are recognized to be ‘Version 1.0’ and
in need of further refinement and development in the years ahead. There may be a need to adapt these
measures for local needs responsive to the specific populations seen within individual practices. There
is a need for a viable and timely feedback process related to APC model’s Milestones as well recognizing
that new programs may generate continued challenges for practices (i.e., alignment with MACRA). A
major inhibitor of measurement parsimony and alignment remains that each payer program targets
different populations and/or incentive programs (Medicare Stars), and therefore the heterogeneity and
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multiplicity of measures will likely remain a reality for payers and practices. Increasing alignment is a
challenge that must be addressed however if the APC program is to contribute to assisting practices
under great measurement burden to retain sufficient interest and resources to engage in improvement
activities. NYSDOH will continue its efforts to align with other initiatives, and will participate in MACRA
quality measure development through public comment and other opportunities to engage with CMS.

Similarly, work begun during the ICWG’s deliberations on measures and standards for population health
are an important contribution but require continued development for relevance, feasibility, and impact.

Careful consideration should be given to the implementation challenges and opportunities of data
aggregation across payers, data integration of claims and clinical data, and the ‘net result’ of a
confluence of requirements that impact providers and payers. The state should continue its work with
providers and payers to finalize and implement a Scorecard that will provide the capacity to better
understand and report data that meaningfully depicts the impact of the APC program on care delivery,
outcomes and costs. This includes the capacity to report performance data back to providersin a
meaningful, actionable way. Making use of stratified data for specific populations of interest will also
enable the state, providers and payers to focus on patient level outcomes that advance our collective
efforts towards reducing health disparities.

Design/Communication - Clinicians

The APC model is being implemented in a time when providers and payers are faced with significant
fatigue related to ‘new’ initiatives. In addition to efforts to align and simplify wherever possible, it is
also important to clarify that the success of APC is measured by improvements in health, health care
delivery, and costs, , not simply the introduction of value-based contracting. Value-based payment (VBP)
is not a goal that is stands alone, unrelated to better patient outcomes or overall improvements in
population health.

Design/Communication - Consumers/Patients/Families

From a design and communication perspective, it is important to accelerate awareness to patients and
families regarding advanced primary care. In the course of implementation, being able to monitor the
degree to which these services meet the needs of consumers and patients is of paramount importance.
Further, success of implementation relies on patient/family engagement at the point of care, as a
contributing member of health care organizations quality improvement programs, and through the
provision of meaningful input as the APC model develops over time. For this to be maximally effective,
consumers must have clear understanding of APC goals and how it relates to their care needs.
Communications and marketing will be essential to help consumers understand this new model, how it
may benefit them, and how they can be engaged in all the activities described above.

Alignment

Alignment has been a frequently discussed topic in the ICWG and for many of the reasons already
described in this report, will continue for some time to be a top priority. There are many opportunities
to work towards alignment:
o Identify opportunities of collaboration, support, and coordination among transformation
initiatives (e.g., MACRA, NCQA, DSRIP, CPC+, etc.).
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e More clearly align with DSRIP to promote population health, behavioral health, and primary
care.

e Increase communication with providers, who are operating in a landscape of new initiatives,
about the APC model, its benefits, and the availability of technical assistance to reach its goals.

e Initiate and/or facilitate regional conversations about APC and practice transformation to
ensure that the model is operationalized in a way appropriate to the needs and context of the
regional communities.

e Further engage providers and consumers in the activation of APC regions, and coordinate these
efforts with DSRIP whenever possible and appropriate.

Workforce

The ICWG is mindful of the deliberations and goals of the Workforce Workgroup which is focused on
ensuring a dependable supply of competently trained medical professionals. New York’s robust health
care workforce faces future challenges including regional variation in workforce supply, primary care
workforce shortages, hospital downsizing, as well as an aging workforce. The SIM testing grant will
continue to examine New York’s educational and training institutions and their ability to adequately
equip the State’s workforce in the networked, team-based, value-driven, primary care-focused model of
the future.

Health Information Technology

Health Information Technology and health information exchange is essential to transformation.
Coordination of activities to implement APC will be reported and shared with the Transparency,
Evaluation, and HIT Workgroup. Advances and implementation of HIT and new capabilities and

initiatives like the All Payer Database are instrumental to supporting APC.
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Conclusion

Under the State’s SIM initiative, the ICWG has been extremely productive and effective in the
development of the major components of APC. As the ICWG prepares to sunset and a new governance
model begins, the NYSDOH, DFS, the Statewide Steering Committee, and local regional governance must
continue the momentum to advance APC and help the State achieve its SHIP goals of achieving the
Triple Aim for all New Yorkers.
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B. ICWG Meeting Materials

All ICWG presentations and handouts are available online and were posted following each meeting.
Materials are stored online on the following NYSDOH webpage:

https://www.health.ny.gov/technology/innovation plan initiative/workgroup integrated care.htm
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C. SHIP Pillars and Enablers
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Goal Delivering the Triple Aim — Healthier people, better care and individual experience, smarter spending
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