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9:10 - PPS Provider Analysis for DSRIP Anname Phann
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Objective

New York eHealth Collaborative (NYeC) is partnering with NYC DOHMH’s
Primary Care Information Project (NYC REACH) and other thought leaders in
NY State to deliver a series of informative and useful Learning Sessions.

The target audience is large provider groups, PPS’s, membership
organizations and others looking to inform or learn directly about federal and
state programs, HIT adoption and available transformation services.
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Logistics

« Content presented and recorded via WebEXx
* Non-presenter lines will be muted

» Please send questions via WebEXx chat function &

* Please submit suggestions for future topics
at conclusion of session
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NYeC

« The New York eHealth Collaborative (NYeC) is a not-for-profit organization, working to improve
healthcare for all New Yorkers through innovative health information technology

* NYeC’s mission is to develop policies and standards, assist healthcare providers in making the
shift to electronic health records, and coordinate a network to connect healthcare providers
statewide. NYeC is the state-designated entity for the SHIN-NY, an innovative “network of
networks” that interconnects New York’s nine regional health information organizations
(Qualified Entitles).

* NYeC is an ONC designated Regional Extension Center (REC), a program that helps
healthcare providers choose the right software and learn how to use it effectively.

* NYeC offers Healthcare Advisory Professional Services to assist providers in implementing HIT
and practice transformation services to improve healthcare delivery in New York State.

Brett Johnson, NYeC

V.P., Healthcare Advisory Professional Services

Brett directs the HAPS team in delivering EHR adoption, Meaningful Use, and workflow transformation services to
assist providers in New York improve healthcare delivery and outcomes. Prior to leading this team, Brett functioned as VP of
Client Services and Integration for NYeC. Brett has worked for over 20 years in engineering, operations, product
development, program management, and technology leadership roles.
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Program & Summary

REC

Regional Extension Center

CMS Grant for EHR implementation,
Go Live and MU Stage 1 support

Eligibility

Priority Primary Care Providers (PPCP)
MDs, DOs

Internal , General, Family , Adolescent,
OB/GYN, Geriatric, Pediatric

Specialist providing 30+% primary care

NY®C  Active Programs Summary

Status — Comments

NYeC extension ends April 2016

Free technical assistance for
providers / organizations

EP2 (MSP)

Eligible Providers - Phase 2

NYS DOH Grant for EHR, Go Live
and MU Stage 1 and 2 support

NYS DOH Medicaid enrolled providers
MDs, DOs, PAs, NPs
Pediatricians with 20+% encounter volume

Active through Sep 2016

Free technical assistance for
providers / organizations

Full and Self Service models
MU Stage 2 support

Data Exchange

Incentive Program

CMS/DOH program to promote HIE
adoption and data contribution

Organizations that have at least one Medicaid
eligible provider enrolled in Medicaid EHR
incentive program

Organizations can receive incentives up to
$30k, depending on number of EP’s

Active through Sep 2015
$3.6M remaining

RHIO (QE) participation
agreement required to participate

TCPI (NYS PTN)

CMS program to transform clinical
practices and prepare them for
shared savings models

The NYS Practice Transformation Network is
for primary and specialty care practices
serving Medicare, Medicaid, CHIP patients

DSRIP, REC, EP2 participants may be eligible
Underserved, rural providers encouraged

Grant awards pending, expected
in late May/June

NYeC. Finger Lakes HSA led NY
State application

4 years, $50M
11,000+ clinicians
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Note: Not all active incentive programs listed.
Please contact NYeC or PCIP for more information
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Who to Contact

For information about these or other programs, cont act:

Program Contact

REC

_ _ NYeC (HAPSinfo@nyehealth.org)
Regional Extension Center

EP2 NYeC (HAPSinfo@nyehealth.org)
Eligible Providers - Phase 2 NYS DOH - PCIP (NYC REACH)

Data Exchange Incentive

NYeC (HAPSinfo@nyehealth.or
Program ( — a)

NYeC (HAPSinfo@nyehealth.orq)
WWW.NYSPTN.org

TCPI (NYS PTN)

NEW YORK
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Anname Phann , DOHMH PCIP

Senior Manager, Partnerships

Anname has over 15 years of experience in the non-profit sector and has been working with PCIP since 2012 to
oversee stakeholder relationships that leverage agency resources for EHR adoption, Meaningful Use, and practice
transformation. As the Senior Manager of Partnerships for PCIP, Anname convenes partners such as payers and
accountable care organizations to share best practices and solutions, oversees planning and implementation of stakeholder-
sponsored Quality Improvement projects, and leads PCIP’s planning and development of DSRIP initiatives. Through her
work, Anname collaborates closely with stakeholder executive leadership to develop strategic solutions for improving quality
in high-disparity neighborhoods and preparing providers for value-based care. She has a masters of public health from the
University of Maryland School of Public Health.

Alan Mitchell , PCDC (Primary Care Development Corp)

Director of PCDC's Center for Primary Care Transformation

Alan has over 15 years of experience in the technology and non-profit sectors, and has been working with PCDC since
2008 to enhance the performance of primary care practices, particularly in medically underserved areas. At PCDC, Alan
leads the effort to develop and disseminate innovative approaches to primary care. He has planned and managed many of
PCDC's large-scale Quality Improvement projects and regional initiatives. Alan and his team work closely with hospitals and
ambulatory practices to improve quality, implement HIT, and achieve Patient Centered Medical Home recognition. Alan has
also led PCDC's role as a Regional Extension Center implementation agent, focusing on Meaningful Use. Alan’s expertise
also includes strategic planning and change management. He is an NCQA-certified PCMH Content Expert and is a graduate
of the College of William and Mary in Virginia.
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PPS Provider Analysis for
DSRIP Planning

Anname Phann, MPH
Senior Manager, Partnerships

Primary Care Information Project
NYC Department of Health & Mental Hygiene

May 14, 2015



Organization

« DOHMH PCIP Background and Overview
 PCIP Partner Report Overview & Components

« PPS Use Cases for PCIP Partner Report
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Primary Care Information Project Overview

Mission
Reduce health disparities and improve quality of care
through the use of health information technology & staten .+ _
» 3,200 providers received subsidized EHRs and 'y Y AT N
implementation TA i"é’?' v8¢ | -
« 700 practices receive dashboards zi | ..:: b ’
'.; ".. ]
* 4,200 Meaningful Users ’-:.u: \
- 500 sites recognized for PCMH ::'t? - - :
Y . _t s B & -
* 6.000 behavioral health providers on EHRs and EY S )
using care coordination software i i . ?_‘t\: o,
5 .,".,, ; :‘a.
' 'd::,-..‘ ‘o&. :":'. gy S
Our Partners o ,;-'{:f.-:;:; . ANy #
Over 18,000 providers working with PCIP: ,51 A \
. . P G ]
e 1095 independent practices Wy RN ,
e 63 community health centers i RE
» 54 hospitals & outpatient clinics
01 2 3 4
s Miles
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Partner Report Overview

Purpose
1. Provide visibility on community-based providers
2. ldentify providers for interventions based on project deliverables

Methodology
1. Receive list with clinician NPIs, org NPI (optional)
2. Validate clinician NPI against NPPES
3. Report on provider status:
a. EHR use
b. Progress towards Meaningful Use
c. NCQA PCMH recognition

Components

1. Executive summary

2. Provider segmentation by level of effort
3. Provider segmentation details

m | Primary Care NYC REACH
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Partner Report Part 1: Executive Summary

1.

2.

3.

PCIP has data on over 18,000 providers in NYC
500 out of 1000 (50%) PPS providers are in PCIP’s network

EHR status for the 500 providers in PCIP network
a. No EHR: 5 providers (1%)
b. Using EHR: 495 providers (99%)

Meaningful Use (MU) status for all 21000 PPS providers

a. Not registered for MU: 700 providers (70%)

b. Registered but not yet achieved MU: 80 providers (8%)
c. Achieved at least MU Stage 1: 220 providers (22%)

At least 400 providers have PCMH recognition

PCIP offers grant-funded and subsidized services for MU & PCMH
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Partner Report Part 2: Provider Segmentation By Level Of Effort

Resistant to
change

Primary Care

PPS
Providers
High
On their way functioning

early adopters

EHR, No MU MU Stage 1 PCMH 2011

Health

Information Project

NYC REACH



Partner Report Part 3: Provider Segmentation Details

A B C E M N O P S i U \" w X
Medicaid
MU NCQASR

PCiP Medicare Attestati Medicaid NCQAPC MHStal NCQAProv NCQAPro NCQAPro NCQAPro

1 Provider_ First Nam| ~ |Provider_Last Name >  NPI ~  Membe ~ |EHR Liv ¥ |MU ¥ |lon ¥ |MUTyp ~ | MHLev: ~ |ard egDate ~ | v& g v |vBrgh |~ |vDPHO ~
2 0 NULL NULL NULL NULL NULL NULL ILI oLL NULL NULL
9 1 3 0 ProviderZ MU1 NULL NULL NULL NULL NULL
16 1 1 NULL - AL ULL NULL N NULL NULL NULL
22 1 1 NUg WULL I 3 2011 :00.0 0085 pnx Other
23 1 1 NUL NULL N 3 2011 0.2 vo.0 Queens Other
a8 1E “_ 9 Attestatio N NULL NULL NULL NULL NULL
56 0 NU NULL NULL JLL NU NULL NULL NULL NULL NULL
60 0 NU JULL NULL NUL NULL NULL NULL NULL
64 1l X ULL ULL NULL NULL NULL NULL NULL NULL NULL
68 0 NUI LL L NULL NULL NULL NULL NULL NULL NULL
69 1 1 0 ¢ Regis NULL NULL NULL NULL NULL NULL NULL
73 1N N NULL 3 2011 00:00.0 00:00.0 Bronx Other
76 L UL NU NULL NULL NULL NULL NULL NULL NULL NULL
78 01 NULL NULL NULL NULL NULL NULL NULL NULL NULL
82 0 NUCE NULL NULL NULL NULL NULL NULL NULL NULL NULL
83 0 NULL NULL NULL NULL NULL NULL NULL NULL NULL NULL
86 0 NULL NULL NULL NULL NULL NULL NULL NULL NULL NULL
100 0 NULL NULL NULL NULL NULL NULL NULL NULL NULL NULL
104 0 NULL NULL NULL NULL NULL NULL NULL NULL NULL NULL
107 1 : | 0 Provider | AIU NULL NULL NULL NULL NULL NULL
108 1 1 NULL NULL NULL NULL NULL NULL NULL NULL NULL
117 1 1 0 CMS Regis MU1 NULL NULL NULL NULL NULL NULL
118 1 1 NULL NULL NULL NULL NULL NULL NULL NULL NULL
120 1 1 NULL NULL NULL NULL NULL NULL NULL NULL NULL
145 1 1 0 CMS RegisMU1 NULL NULL NULL NULL NULL NULL
148 1 1 1 NULL NULL NULL NULL NULL NULL NULL NULL
158 1 0 1 Provider | MU1 NULL NULL NULL NULL NULL NULL
159 0 NULL NULL NULL NULL NULL NULL NULL NULL NULL NULL
161 1l 1 NULL NULL NULL NULL NULL NULL NULL NULL NULL
163 0 NULL NULL NULL NULL NULL NULL NULL NULL NULL NULL
164 1 1 NULL NULL NULL NULL NULL NULL NULL NULL NULL
167 1 1 NULL NULL NULL NULL NULL NULL NULL NULL NULL

m Primary Care NYC REACH
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How PPS Leads Can Use Provider Segmentation Lists

1. Where are your providers and what support do they need?

a. Gauge where providers currently are in terms of EHR adoption, MU
achievement and PCMH recognition

b. Gauge the level and type of effort needed to support practices

2. How can PPS leads address provider needs?
a. Determine PPS internal capacity
b. Coordinate with other PPS Leads for shared solutions
c. Collaborate with external organizations (NYeC, PCIP, PCDC)

3. What other resources are available?
a. Other incentive programs and penalties

m | Primary Care NYC REACH
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Interested in a Partner Report?

Contact:

NYC: Anname Phann
DOHMH PCIP
aphann@health.nyc.qgov
347-396-4867

Outside of NYC (rest of NY State)
Brett Johnson
NYeC
bjohnson@nyehealth.org
503-869-4111

m | Primary Care NYC REACH
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DSRIP and PCMH

Alan Mitchell

Director, Center for Primary Care
Transformation

Primary Care Development Corp.
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* Define PCMH
« PCMH and DSRIP: projects & timelines
« PCMH requirements

* How to get there
* Wrap-up/Takeaway
* Q&A
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* A set of “standards and guidelines” for primary care
practices

 DSRIP uses National Committee for Quality Assurance
PCMH 2014
e Focus is on:
o Access to care
o Care coordination/management/teams
o Population management
o Tracking labs and referrals
o Quality measures

More info: bit.ly/pcmhl
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PCMH is required* in many DSRIP projects
o 2.a.i-v;2.b.i-iii; 3.a.i, 3.b.i, 3.c.i, 3.e.i, 3.f.i, etc.
Shared concepts
o Care coordination
o Behavioral Health integration/screening
o Care management
o HIT and HIE
PCMH and DSRIP support each other

PCMH incentivized through NYS Medicaid

*or NYS “Advanced Primary Care” (in development; more info:
http://bit.ly/nysapc )

PRIMARY CARE
NEW YORK | Department AHR M ff\J DEVELOPMENT
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Project Requirement
Ensure that all primary care providers within
the PPS meet NCQA 2014 Level 3 PCMH

1 accreditation and/or meet state-determined
criteria for Advanced Primary Care Models by

Metric/Deliverable*

All practices meet NCQA Level 3 PCMH and/or
APCM standards.

EHR meets Meaningful Use stage 1/2 CMS
Ensure that EHR systems used by requirements (Note: any/all MU
participating safety net providers meet requirements adjusted by CMS will be
Meaningful Use and PCMH Level 3 standards |incorporated into the assessment criteria).

PCMH and DSRIP

by the end of Demonstration Year 3. g
PPS has achieved NCQA Level 3 PCMH

standards and/or APCM.
PLIVIH PCPS and HHS

Ensure all participating primary care providers
in project meet NCQA (2011) accredited
Patient Centered Medical Home, Level 3 All practices meet NCQA Level 3 PCMH and
standards and will achieve NCQA 2014 Level 3 |APCM standards

PCMH and Advanced Primary Care
accreditation by Demonstration Year 3.

Source: DSRIP Project Requirements: Milestones and Metrics
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 DSRIP projects

o Get PCMH 2014 Level 3 by the end of
“Demonstration Year 3" (2018)

- NCQA's PCMH 2014

o Policies: in place for at least 3 months

o Quality data:
= If new to PCMH: data from 3- or 12-month period
= |If renewing PCMH: measured annually for 2 years!

NEW YORK

5555555
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2015/Year 1
e Must Have Certified EHR
® Must Achieve MU stage 1

e Start 2014 PCMH
Transformation

2016/Year 2
e Start MU Stage 2

e Continue 2014 PCMH
Transformation

DSRIP Timeline

2017/Year 3
® Must Achieve PCMH Level 3
* Must Achieve MU Stage 2

lllustration courtesy of NYC DOHMH Primary Care Information Project
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* [t's Level 3: very few items can be skipped

* Major shifts:
o Same-day & after-hours access
o Care teams and care management
o Population management
o Evidence-based guidelines (specific)
o Thorough tracking of labs/imaging/referrals
o Formal QI program

« High-quality documentation is your evidence

NNNNNNN
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* Check your implementation plan (timeline, PCMH/APC)

Engage providers now
o Clinical champions
o Buy-in
Assess practices’ current status
o PCMH 2011
o HIT (“Meaningful Use”)

Provide centralized project management, resources, training
For practices: identify point person & team

Check in with providers frequently

Get help if needed
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« PCDC

* Primary Care Information Project (NYC DOHMH)

e New York eHealth Collaborative

 Other state-wide and regional providers
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« PCMH 2014 Level 3 is a major effort

* Provider engagement is essential

» Get started early

* Use DSRIP projects to achieve PCMH
* Help Is available
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Alan Mitchell
PCDC
amitchell@pcdc.org

(212) 437-3952
http://pcdc.org
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Thank you!

Please suggest future subjects so we can
transform healthcare for all New Yorkers!

Portions of the information presented today were to support the Medicaid Eligible Professional Expansion
Program and Meaningful Use activities and adoption of electronic health records (EHR). The related content
was adopted from either or both NY State DOH eMedNY or CMS resources.
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