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Raising a Hand via Webinar

File View Help @- —0On IX-I

(-\' Computer audio
You are muted by an Organizer. /::
(#) Phone call

Dial: +1 (415) 655-0060
Access Code: 312-B01-875#
Audio PIN: 22 =

o Currently all lines are muted
 We will pause periodically for comments
» Click on this graphic to “raise your

hand”
« During discussion periods we will unmute
individuals with raised hands for comments

and questions

e You must enter the individual audio PIN
shown on your computer screen after
joining in order for this function to work; to
find your PIN again click on the audio tab,
it can be entered anytime
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Participating Without Webinar

* We cannot unmute lines unless you
registered for the webinar and have
entered an audio PIN

g -Mat

\

* If you are not on the webinar and
would still like to participate, you can
submit a comment or question to
Suzanne:

Sbrundage@uhfnyc.org
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Webinar Agenda

. Welcome and Agenda

. Co-Chairs’ Welcome

. Payment Model Update from DOH

. Discussion

. Quality Measures Update from DOH

. Discussion

. Status of Other Report Recommendations
. State Timeline and Next Steps

. Discussion

10. Adjourn

© 00O N OO O & WO DN P

3:00pm
3:10pm
3:25pm
3:45pm
4:15pm
4:25pm
4:40pm
4:50pm
4:55pm
5:00pm

10 mins
15 mins
20 mins
30 mins
10 mins
15 mins
10 mins
5 mins

5 mins
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Co-Chairs’ Welcome

Kate Breslin, Co-Chair
Jeff Kaczorowski, Co-Chair

Department
of Health
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STATE OF
[ OPPORTUNITY.




Review of Subcommittee/CAG Work

This subcommittee/CAG met from Fall 2016 — Spring 2017. A final report with
recommendations was submitted to DOH in September 2017.

The final report contained three products from the subcommittee:

1. North Star Framework intended to guide the State’s future deliberations
about value-based payment for children;

2. A set of recommendations pertaining to a child-specific VBP model,
measures, and future work focused on children with complex needs; and

3. A specific set of measures which could be applied to VBP arrangements
for children in 2018.

Department
of Health
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North Star Framework

Uinited

Hos

ospial

Value-Based Payment for Kids: Goals, Indicators, & High-Value Primary Care Strategies, by Age

Pretermto 1 Month 1 Monthto 1 Year 1Yearto5 Years

Overarching “North Star” Goals

Optimal physical health and developmentally on

Optimal birth outcomes for mother and child
track at school entry

Optimal physical health and a secure attachment
with @ primary caregqiver

Key Indicators

pet developmeantal and socizl-emational = On-target davelopmentsl and socizl-emotional scresns

» Birthweight <2500 grams .

= Pretesm births » ED wisits for uninientional injuny
» Seyvere maternsl morbidity ed ceses of abuse and neglect » Expulsions/suspensicns

Kind=rgarten readiness using standardized tool
laspiraTionial|
+ Reported cases of abuse and neglect

High-Value, Often Underutilized Primary Care Strategies

Regularwell-child visits including

+ Developmenial sreenings in four domging: motor.
languaga, cognitiva, and sockal emotional

Early and reguiar prenatal care visits including Regularwell-child visits including
= Birth spacinQ/coniraceptive use counseling

» Breastieeding encourapemens

» Developmenial screenings in four domaing. motor,
language. cognitive, and tocial emotional

= Caretransition plan for use by chstetrician, newbom * Weightnutritionfphysical activity cownsaling » Waightnutrition/phvsical activity counsaling
nursary and primary care doctor
Soreaningmeatment for pretesm birth risks and
tobaccoiubstance ue Screaning/relenals for:
Co-located/integrated behavioral health services s ACE:

Screening/refenals for: .

« Easly Imtervantion refarral = Early Intervantion referral

Co-located/integrated behavioral health services = Digntal screeningtreatment

® Eye and hearing examinationreferral

® ifaccinations
ial determinants of health Co-localed/inlegrated behavioral healih senvices
» Domestic violence/parsonal safiety Screening/refenrals fon

» Agyverse Childhood Experiences [ACEs]

» Social dsterminants of health
= Domestic violence/penzonal safety
= Niztemzl depression

Enhancing parental skills throughevidence-hased
education/home visitation programs

» Maternal depression

Enhancing parental skills through evidence-based
education/home visitation programs

Seamless information exchange betweenwomen's

health and chiltd health providers [when mother is
primary canegiver of child)

* ACE:S

# Social determinants of health

Enhancing parental skills through evidence-based
educational programs

Management/treatment of chronic conditions

NEW YORK
STATE OF
OPPORTUNITY,
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North Star Framework (part 2)

G Yearsto 10 Years

Staying healthy and strenglhening social, emalional
and intellectual skills

» Lyerane daily schoal attendancs

s Hospitaliration for asthma

# Obesity

* Posiiive screens for depression/andany
® [STHOE DrogQresison

 Standard Jrd-grace reading soores

11 Yearsto 14 Years

Overarching “MNorth Star” Goals

Etlaying healthy and coping effectively wilh
challenges of early adolescence

Key Indicators

* Ayerans daily school atendance

® Hospitalization far asthma

® Dhesity

* Pogitive sireens for degression/aniety
+ Tobeoio/substance use

15 Yearsto 21 Years

Slaying healthy and able to succeed in the world of
work, school, and other adult responsibilidies

» Alpebra 1 Regent passing

on for asthma

» Positive scresns for depressionancety
= Tobacco/substance e

NOIT Braguation

» Post-secondary enroliment

» Pregnancy. ages 15-17

High-Value, Often Underutilized Primary Care Strategies

Regular well-child visits including

= Weightnutritioryphysical activity counseling

= Dantal sereeningTreatmant
Co-located/integratedbehavioral health services
Screening/refemals for:

= ACEs
» Docial determinants of health
» Behavioral healtn risks

Enhancing parental skills through evidence-based
educational programs

Management reatment of clionic conditions

Regular adolescent visils including:

& Wisightnutrithon/physical activity counsaling

= Haalth care seif-managamenthealth Fieracy education

® Yaocinations

Co-located/integrated behavioral health services.

Screening/counseling/refemals for:

® ACEs

= Zocial determinants of health

« Bahavioral health risks

Enhancing parental skills through evidence-hased
educational prograns

Managementireatment of chronic conditions

Regular adolescent visits including:

= Wehtnutritionfhysical activity counseting

* Hpalth care self-managemanthaalth lineracy sducation
» Yaccingtions

Co-located/integrated behavioal health services
Screening/counsaling/referrals for

= ACFs

» Zocial det
& Behavioral health ricks

Management/ireatment of chronic condimons

nants of healn

page Zor 2

NEW YORK

STATE OF
OPPORTUNITY,

Department
of Health



First 1,000 Days on Medicaid

;::Il Proposal Description
1 Proposal 17 - Braided Funding for Early Childhood Mental Health Consultations
2 Proposal 10 - Statewide Home Visiting
3 Proposal 1 - Create a Preventive Pediatric Clinical Advisory Group
4 Proposal 4 - Expand Centering Pregnancy
5 Proposal 2 - Promote Early Literacy through Local Strategies
6 Proposal 14 - Require Managed Care Plans to have a Kids Quality Agenda
7 Proposal 5 - New York State Developmental Inventory Upon Kindergarten Entry
8 Proposal 20 - Pilot and Evaluate Peer Family Navigators in Multiple Settings
9 Proposal 18 - Parent/Caregiver Diagnosis as Eligibility Criteria for Dyadic Therapy
10 Proposal 16 - Data System Dewvelopment for Cross-Sector Referrals
é—g'f‘fo‘{o'“‘ Department
greornmy. | of Health




August 2018

Goals for Today’s Discussion

« Ask clarifying questions about DOH’s approach to incorporating children’s
value-based payment model/measures into the VBP Roadmap.

* Provide guidance to DOH on refining it’s approach.

« Understand next steps in DOH’s timeline and alignment with other DOH
pediatric initiatives.

e Review Quality Measurement recommendations.

Department
of Health
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Payment Model Update

Ryan Ashe, Director of Medicaid Payment Reform, Office of Health Insurance

Programs
Doug Fish, Medical Director, Office of Health Insurance Programs

Department
of Health
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How DSRIP & Value Based Payment Programs (VBP) Relate

Old world: S

- Fee-For-Service DSRIP: - VB
- Individual provider was anchor for Restructuring effort ) Integrat(_ad car
financing and quality measurement D) [EETEIC . . PatieNiSIE

- Volume over Value future success in financing and quality meas
SrEUg g - Value ove

environment

Y N
& & %) O N > Q O
D D D D D A D N

Department
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How Is VBP Different from the Current Payment Structure?

1) Efficiency component - A target budget is set at the beginning of the
year, against which costs (expenditures) are reconciled at the end of the

year.
e Services may be reimbursed as fee-for-service as they are now, or as a per member per

month (PMPM) prospective payment.

2) Quality component - A percentage of performance measures on the
attributed population (those included in the arrangement) must be passed
to share in any savings (or to determine the percentage of losses that must

Source: New York State Department of Health Medicaid Redesign Team. A Path Towards Value Based Payment, New York State Roadmap for Medicaid Payment g},%:?“f:::,l( Department
Reform. NYS DOH VBP website (Link) June 2016 updated version approved by CMS March 2017. - | of Health


https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/vbp_library/index.htm
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VBP Transformation: Overall Goals and Timeline

14

Goal: To improve population and individual health outcomes by creating a sustainable system through

integrated care coordination and rewarding high value care delivery.

Clinical Advisory Groups

VBP Pilots

NYS Payment Reform

DSRIP Goals April 2019

> 50% of total MCO

April 2017 <~

PPS requested to

=~ April 2018 <

> 10% of total MCO
submit growth plan expenditurein Level 1 expenditure in Level 1
outlining path to 80-90% VBP or above VBP or above.
VBP > 15% of total payments
contracted in Level 2 or
higher

Acronyms: NYS = New York State; PPS = Performing Provider System; MCO = Managed Care Organization

< April 2020

80-90% of total MCO
expenditurein Level 1
VBP or above
> 35% of total payments
contracted in Level 2 or
higher

NEW YORK
f : STATE OF
OPPORTUNITY.
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CAG Timeline & Expectations for 2018

2018 CAG Goals

Conduct annual review of the quality measure sets
|dentify and analyze clinical and care delivery gaps in current measure sets
Propose recommendations for 2019

Timeline

CAGs will convene in spring and summer.

Based on CAG feedback, the State will present the proposed measure set to the VBP Workgroup for approval
iIn October

The final Measurement Year (MY) 2019 Quality Measure Sets will be released in October/early November.

The MY 2018 VBP Reporting Requirements Technical Specifications Manual will be released in October/early
November.

Department
of Health
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DOH Process for Considering Subcommittee
Recommendations

« Conduct series of meetings to refine recommendations to establish a VBP arrangements that are
appropriate for the children’s population.

 Engage Managed Care Organizations and providers to understand current approaches and models
that address the children’s population.

* Present the final Subcommittee recommendations to the Value Based Payment Workgroup (VBP
Workgroup).

* Receive feedback from the VBP Workgroup.

» Finalize the Children’s VBP arrangement (design and associated quality measures) and update
report.

» Update the VBP Roadmap with the Children’s Arrangement design.

e Submit the VBP Roadmap for public comment.

* Finalize the VBP Roadmap based on public comment.

o Submit the VBP Roadmap (including the design of the Children’s arrangement) to CMS for _—

STATE OF Department
ap proval . éﬂRTUNITY. ‘ of Health
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Principles Informing DOH Approach

» Children represent a unique population and with that, have a unigue set of needs that will
inform development of a child and their trajectory over the next critical phases of their life.

» Healthy growth and development of children today will bring long-term value to Medicaid
and other public systems, including but not limited to education, child welfare, and juvenile
justice. For these reasons a longer horizon for assessing cost savings must be
considered.

 The payment model must allow and enable subcapitated type arrangements to support
pediatricians and providers.

» Access to specialty care, especially for maternal and child behavioral health, should be

integrated into primary care settings to ensure appropriate access.
« Community based organizations play a critical role in child care.

« Children with complex medical needs require highly specialized care.
* This cohort would require a separate VBP arrangement.

Department
of Health
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Challenges That Informed Path Forward

e Children are not “little adults.”
* They tend to be healthier than adults, which impacts opportunity for quality and
efficiency improvements.
VBP arrangements must be feasible, but must account for the complete spectrum
of care.
* Helps to ensure that pediatric providers are at the core of care delivery.

Savings are often hard to realize in the short term, which impacts the availability
of resources to providers.

Innovative and evidence-based strategies that address the root causes of poor
health among children can result in efficiencies across multiple public domains.

 These efficiencies are often difficult to calculate.

Relying on a strictly fee-for-service model limits upfront support for pediatricians.
 The model should allow for capitated arrangements.

Department
of Health
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A children’s VBP arrangement would:

Take the shape of a population-based arrangement;

Must account for the unique nature of children, i.e. healthy population where
savings can be realized over the long term;

Risk — needs further discussion, but perhaps not tie to efficiency measure.
 Dental and Mental Health care context

Include a capitation option — Level 3; and,

Exclude children with complex medical needs.

» Stakeholders have recommended these children be considered for a separate,
physician-specialist type of arrangement.

Department
of Health
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Proposed Payment Model Overview

» Total Cost of Care Arrangement: VBP Contractor assumes responsibility for the total cost of care
for its attributed population. All services included in Medicaid mainstream managed care are thus
included in this arrangement.

« Attribution: The plan-assigned Primary Care Provider (PCP) is the attribution-driving provider.
Members assigned to a pediatrician are “captured” in the VBP arrangement, if the pediatrician is
included in the provider network.

* Risk: Inrisk arrangements, the pediatric provider would only assume risk for the costs attributed to
the services the pediatrician provides. This would also include specialty care.

In sub-capitated arrangements, pediatric providers assume risk for the costs attributed to the
services covered in their sub-capitation payment.

 Performance Measurement: VBP Contractor quality would be measured across the total spectrum
of care of the member. Unlike typical Level 1 arrangements, the children’s Level 1 arrangement is
based only on quality performance.

« Capitation: VBP Contractors may enter into Level 3 arrangements, which are based on prepaid
capitation (sub-capitation). Newvork | Department
of Health
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Proposed Payment Model Example

Pediatric provider adopts a Level 3 sub-capitated arrangement with an MCO
* The arrangement has an attributed population of 3,000 members
e Quality outcomes are measured across all 3,000 members

» For discussion - The pediatric provider would be at financial risk for only the costs attributed
to the services covered in the sub-capitation, including specialty care services.

e Specialty care services include, e.g., pulmonology, neurology, & endocrinology, among
others.

* The sub-capitation is adjusted based on quality outcomes (EX. retrospective reconciliation)

Pediatric provider adopts a Level 1 arrangement with an MCO
 The arrangement has an attributed population of 3,000 members
« Quality outcomes are measured across all 3,000 members
* The pediatric provider does not assume any financial risk.
* The pediatric provider is eligible for quality bonus (based purely on quality outcomes)

NEW YORK
STATE OF
OPPORTUNITY.
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Feedback from MCOs and Providers

« Some MCOs and providers have capitated arrangements for pediatricians.

« Some MCOs have included care management fees as an upfront payment, within
their models.

« MCOs and providers also maintain quality bonus type structures in their children
arrangements.

« Some MCOs stratify based on age cohorts within their attributed, pediatric
population.

Department
of Health
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Outstanding Questions

e Can risk be effectively limited to PCP activities in a total cost arrangement?

 Would an Integrated Primary Care episode-based arrangement serve this
function better, since this arrangement limits accountable services to those
directly impactable by the PCP?

e |f so, how would we deal with the chronic conditions not as relevant for
children?

e Or should DOH seek to build a specific, pediatric arrangement with kids-
specific episodes?

Department
of Health
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Discussion
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Quality Measures Update

Lindsay Cogan, Director, Division of Quality Measurement, Office of Patient Quality and
Safety

Department
of Health
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Quality Measure Prioritization: Goals for 2018

 Prioritize a focused list of high value gquality measures for VBP in MY 20109.

» Key Principles in measure prioritization:
0 Process - Outcome
o Gather feedback from stakeholders on what are the “right” outcomes
o Focus on efficient measurement

 Align quality measurement efforts across stakeholder communities and State and Federal-led
guality programs

 Reduce the number of measures in use for VBP

Department
of Health
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Recommendation: Child Measure Consolidation

* The current number of quality measures and the reporting challenges across programs place a
significant reporting burden on providers.

 We are recommending no measures be removed from Category 1; Child VBP Quality
Measurement set remain the same for 2018/2019

s N 4 ) 4 )

« Framework * Measures In

this universal _

* “North Star” set should be >.Provide
goals and key updated at Feadback on
indicators least annually - measure

/_ consolidation/
 Bright Futures * Recommend _ prioritization
Measure any new MReV|ew
Selecti easures

sleeton measures and Identify
added or Gap Areas
removed
- -

VBP
Workgroup

Recommendation Recommendation

NG
NEW YORK | Department
OPPORTUNITY. of Health
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M3 Recommendation and Status — Category 1

e Recommendation:

» A group of maternity measures were recommended based on their relevance to child health quality.
 These are applicable to TCGP as well as the Maternity arrangement, given Maternity is part of TCGP.

e Status:

» Discussed with both the Maternity CAG and TCGP/IPC CAG

* Low Birth Weight (LBW) was put forward as a recommended measure to add to TCGP.
* LBW is the only outcome measure among these measures.

Recommended Measure

Description

Category

Classification

Measure NQF
Steward Endorsed?

Infants exclusively fed with breast milk in

hospital

Low Birth Weight Rate (PQIl 9)

Prenatal and postpartum care visits

Contraception care- Postpartum

Cat 1
The number of newborns exclusively fed with breast milk during the newborn’s entire hospitalization.

Cat1
The number of Low birth weight (< 2,500 grams) infants per 1,000 newborns.
Prenatal Care: The percentage of deliveries that received a prenatal care visit as a patient of the organization in Cat 1
the first trimester or within 42 days of enroliment in the organization.
Postpartum Care: The percentage of deliveries that had a postpartum visit on or between 21 and 56 days after
delivery.
Among women aged 15-21 who had a live birth, the percentage that is provided a most effective (sterilization, Cat 1

contraceptive implants, intrauterine devices or systems (IUD/IUS)) or moderately (injectables, oral pills, patch, ring,
or diaphragm) effective method of contraception within 3 and 60 days of delivery, or a long-acting reversible
method of contraception (LARC) within 3 and 60 days of delivery.

P4R

P4R

P4p

P4R

f NEW YORK
STATE OF
OPPORTUNITY,
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M3 Recommendation and Status — Category 2

e Recommendation:

« A measure was recommended to be added to the Maternity Care Measure set based on its relevance to
child health quality.

e Status:
» Discussed with the Maternity CAG.

* Behavioral risk assessment for pregnant women was not added as a Category 2 measure to the Maternity
Care measure set.
 Removed from Child Core set
» Seeking more appropriate measure

Department
of Health
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Recommended: Child Health Measure Prioritization

Child Health Priority Measures

Measure Category Claims Based Non-Claims Based
Outcome / Intermediate Outcome Measures
Pediatric Quality Indicator (PDI) #14 Asthma Admission Rate, Ages 2 Through 17 Years 1 Yes
Depression Remission or Response for Adolescents and Adults- Prioritized by IPC CAG 27 No
Low Birth Weight Rate (PQl 9)— Prioritized by Maternity CAG 1 Yes

Priority Evidence Based Process Measures

Claims, Electronic Health Data,

Childhood Immunization Status , Combination 3 1 No Immunization registry
Immunization for Adolescents, Combination 2 1 Yes
Medication Management for People with Asthma 1 Yes

» Looking for feedback on which of these measures or others to include
* Which measure(s) 1 (2 max) should we include as Child Health priority measure:
e Childhood Immunization Status, Combination 3
e Immunization for Adolescents, Combination 2
» Pediatric Quality Indicator (PDI) #14 Asthma Admission Rate, Ages 2 Through 17 Years
» Medication Management for People with Asthma

Department
of Health
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Recommended: 2019 CAT 1 Child Measure Set

Maternity Measure Category Classification | Measure Steward

NQF
Endorsed?

Outcome/Intermediate Outcome Measures

Pediatric Quality Indicator (PDI) #14 Asthma Admission Rate, Ages 2 Through 17 Years Cat 1 PAR AHRQ N

Process Measures

Adolescent Well-Care Visits Catl P4R NCQA N

Adolescent preventive care — assessment and counseling of adolescents on sexual Cat1l P4R NYS N

activity, tobacco use, alcohol and drug use, depression

Annual dental visit SN . NER M

Childhood Immunization Status, Combination 3 Cat1 P4P NCQA Y

Follow-up care for children prescribed ADHD medication Catl P4R NCQA Y

Immunizations for adolescents, Combination 2 Catl P4P NCQA Y

Weight Assessment and Counseling for Nutrition and Physical Activity for Children and Catl P4P NCQA Y

Adolescents

Well child visits in the first 15 months of life S P4P MEQA i

Well child visits in the third, fourth, fifth, and sixth year of life et P4R NiEloz A

. . . . . . Qfx‘o‘ﬁf""‘ Department

Acronyms: NQF = National Quality Forum; Cat = Category; P4R = Pay-for-Reporting; AHRQ = Agency for Healthcare Research & Quality; TIC = The Joint Commission; crroruniTy. | oF Haalth
NYS = New York State; NCQA = National Committee for Quality Assurance; CMS = Centers for Medicare and Medicaid Services
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Recommended: 2019 Category 2 Child Measure Set

Category

Developmental screening in the first three years of life 2 P4AR
Follow-up after ED visit for mental iliness 2

Follow-up after ED visit for alcohol and other drug dependence 2 P4AR
Maternal depression screen done during child's first 6 months of life 2 P4AR
Screening for reduced visual acuity and referral in children 2 P4R

Use of first line psycho-social care for children and adolescents on

antipsychotics 2 PaR

Department
of Health
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Quality Measurement Reporting- Interim Strategy

 VBP is leveraging the APC Scorecard method to require health plans to modify the Patient Level Detalil
(PLD) files submitted for HEDIS/QARR to include provider attribution fields to calculate measure results at
the VBP Contractor level across all arrangements.

Quality MCO HEDIS/QARR Measure Breakout by Member S Sf:ore D | Wik BERE 0 ViR
. VBP Pilot Contractor and
Measure Measure Result via PLD
Arrangement Arrangement

24 44 ’i\ &  66/98
TCGP =
U A B A ]| el 2o
e © © o e Q) 62/101

Childhood MCO #1 ™' T /!\ ’!\

immunization 1 ™1 B 1B
Legend: (CIS) 765/1199 K i
'i\ Included in Numerator ®e e o ®e e (
q E-IFE /!\ 1.\ ‘.\ ‘.\ 1.\ @ 210/350
'I‘ Denominator Only /!\ /‘.\ /!\ /!\ /!\ IPC cé\ 243/410
‘;“ VBP Contractor #1 MCO #2 /!\ /l. /..\ /!\ /..\ -+ 218/322 ‘S‘ 176/305
‘@ VBP Contractor #2 832/1171 /.\ /.\ /l /l /l)
'S NEWYORK | Department
‘& VBP Contractor #3 J et | of Health
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Level Set: Problems and Challenges

 What is the problem that needs to be solved?

o Several Category 1 Quality Measures for VBP are not reportable by Managed Care
Organizations (MCOQOs) at the VBP Contractor Level

» Controlling High Blood Pressure (HEDIS: CBP) »  Weight Assessment and Counseling for Nutrition and
Physical Activity for Children and Adolescents

» Adolescent preventive care

» Screening for Clinical Depression and Follow-up

e Challenges:

« MCOs do not report all Category 1 VBP Measures for HEDIS/QARR and may not have the
capacity to report new VBP measures without additional support.

« MCOs do not currently report most Category 2 VBP measures, and most will need additional
work to operationalize the reporting of these measures.

Department
of Health
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Addressing Problems and Challenges

Opportunities to leverage existing work to inform Quality Measurement:
 VBP Pilots- HARP and TCGP

e Controlling High Blood pressure and reporting of clinical data on population

level

School Readiness VBP Pilot

« Developmental screening working on tracking screening and ensuring follow-up
First 1,000 Days

 TBD. Blood lead level testing and follow-up, Newborn hearing screening
Health Information Technology (Health IT) Enabled Quality Measurement

e Controlling High Blood Pressure, Comprehensive Diabetes Care

NYS Advanced Primary Care Scorecard

Department
of Health
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Quality Measure Resources

Issue 1. Statewide Executive Summary of Managed Care in New York State
o 2017 Executive Summary (PDF, 535KB)

Issue 2. Health Plan Comparison in New York State
2017 Report
« Health Data NY- QARR

Issue 3. Regional Consumer Guides
» 2017 Regional Consumer Guides

Issue 4. Health Plan Service Use in New York State
e 2017 Report

Issue 5. Health Care Disparities in New York State*
o 2017 Report
» Health Data NY - Health Disparities

* Relates to M4 recommendation to stratify child measures by race/ethnicity

Department
of Health
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https://health.ny.gov/health_care/managed_care/reports/docs/executive_summary/executive_summary.pdf
https://health.ny.gov/health_care/managed_care/reports/docs/health_comp_report/health_comp_report_2017.pdf
https://health.data.ny.gov/d/vbkk-tipq?category=Health&view_name=Quality-Assurance-Reporting-Requirements-Beginning
https://health.ny.gov/health_care/managed_care/consumer_guides/
https://health.ny.gov/health_care/managed_care/reports/docs/health_svs_use_report/health_svs_use_2017.pdf
https://health.ny.gov/health_care/managed_care/reports/docs/demographic_variation/demographic_variation_2017.pdf
https://health.data.ny.gov/d/6mvg-6ik8?category=Health&view_name=Quality-Assurance-Reporting-Requirements-QARR-Heal
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Discussion
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Status of Other Report Recommendations

Doug Fish, Medical Director, Office of Health Insurance Programs

Department
of Health
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M1 Recommendation and Status

Recommendation M1: The State should adopt the “North Star” goals and key
Indicators at each developmental stage, and the American Academy of Pediatrics
“Bright Futures” guidelines as the guiding framework by which the success of VBP
for children is measured. These frameworks should be considered as part of all

future children’s measure development and implementation for VBP purposes and
beyond.

Status: The “North Star” goals and framework have become the focus and work of
the First 1000 Days Preventive Care Pediatric Clinical Advisory Group.
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M2 Recommendation and Status

Recommendation M2: Measures developed for the PPCC model should be integrated with existing
measures to create a universal TCGP/IPC/PPCC measure set for 2018 and beyond. PPCC measures

in this universal set should be updated at least annually, consistent with the processes used to update
TCGP/IPC measures.

Status: The following Category 1 (mandatory) measures were added to the TCGP/IPC measure set
for 2018 at the recommendation of the Children's Subcommittee:

Adolescent well-care visits

Adolescent preventive care — assessment and counseling of adolescents on sexual activity, tobacco use, alcohol and drug use,
depression

Annual dental visit

Follow-up care for children prescribed ADHD medication
Immunizations for adolescents — Combination 2

PDI #14 — asthma admission rate, ages 2 — 17

Well child visits in the first 15 months of life
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M2 Status - Continued

Status: The following Category 2 (optional) measures were added to the
TCGP/IPC measure set for 2018 at the recommendation of the Children's
Subcommittee;:

 Developmental screening in the first three years of life

Follow-up after ED visit for alcohol and other drug dependence

Follow-up after ED visit for mental iliness

Maternal depression screen done during child's first 6 months of life

Screening for reduced visual acuity and referral in children
Use of first line psycho-social care for children and adolescents on antipsychotics
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M3 Recommendation and Status

Recommendation M3: Four specific measures for the current Maternity Care VBP
arrangement that are especially relevant for child health should be added to the
TCGP measure set as soon as feasible. Relatedly, the maternity CAG should
consider adding one new maternity care measure identified by the children’s CAG
as particularly relevant to children’s health: behavioral risk assessment for pregnant
women. That measure should be added to the TCGP measure set as soon as
feasible, as adopted for the Maternity Care arrangement.

Status: Addressed by Lindsay Cogan in earlier slides.
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M4 Recommendation

Recommendation M4: VBP arrangements, regardless of model, should require providers
and MCOs to report and track performance on pediatric VBP measures at the most detailed

disaggregation of race/ethnicity possible.

Status: The State envisions a QM dashboard for VBP in a future version of the Mediciad
Analytics Performance Portal (MAPP).
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M5 Recommendation and Status

Recommendation M5: The State should expedite its efforts to work with providers and plans through its
School Readiness VBP Pilot, New York’s Early Childhood Comprehensive Systems 24 Children’s Health
Subcommittee and Clinical Advisory Group: Report to the NYS Medicaid VBP Workgroup federal grant,
and other related efforts, in order to refine its approach to using Developmental Screening in the First
Three Years of Life (NQF #1448). The State should consider lessons learned from other states that have
modified their billing policies for this measure, including Maine, Massachusetts, Minnesota, North
Carolina, and Connecticut. The goal of this work should be on reasonably resolving concerns related to
NQF #1448’s measure specifications and updating related clinical guidance for providers and plans, in
order to adopt a developmental screening measure as a Category 1 measure by Measurement Year
20109.

Status: The State will summarize lessons learned from the Connections (Albany Promise) pilot. A new
steward is being sought for the Developmental Screening measure.
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Timeline and Next Steps for DOH

Ryan Ashe, Director of Medicaid Payment Reform, Office of Health Insurance
Programs

Doug Fish, Medical Director, Office of Health Insurance Programs
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Timeline

Review of Subcommittee/CAG comments Late August/early September

Finalization of proposed VBP payment model Mid to late September
and VBP measure set for 2019

Update to VBP Workgroup Early October 2018

The final Measurement Year (MY) 2019 October/early November
Quality Measure Sets
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Thank you!

Please send questions and feedback to:
vbp @health.ny.gov
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Health Subcommittee/CAG (Sept 2017)



August 2018

Universal Child Measure Set

Consistent with Recommendation M2, the final child measure set would be
applicable to any TCGP, IPC or PPCC arrangement, because children will
receive care under all VBP models

Category Type Already included Newly Total
iIn TCGP/IPC set Recommended Measures
1 Pay for Performance 4 4
1 Pay for Reporting 1 4
1 Category 1 subtotal 13
2 Category 2 (all types) 1 6
2 Category 2 subtotal 7

TOTAL 20 2partment

| 'Health
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Universal Child Measure Set — Category 1

NQF
Identifier

Measure Name

Measure

Classificatio

50

Existing

n TCGP/IPC

Adolescent well-care visit rate
Percentage of enrolled members 12-21 years of age who had at least one comprehensive
well-care visit with a primary care provider or an OB/GYN practitioner during the
measurement year.
Assessment and counseling of adolescents on sexual activity, tobacco use, alcohol
and drug use, depression (four-part measure)
Percentage of adolescents ages 12-17 who had at least one outpatient visit with a primary
care provider or OB/GYN practitioner during the measurement year and received
assessment, counseling or education on sexual activity, depression, tobacco use, and
alcohol or other drug use.
BMI assessment and counseling
Percentage of patients 3—17 years of age who had an outpatient visit with a Primary Care
Physician (PCP) or Obstetrician/Gynecologist (OB/GYN) and who had evidence of the
following during the measurement period. Three rates are reported.

e Percentage of patients with height, weight, and body mass index (BMI) percentile

documentation

e Percentage of patients with counseling for nutrition

e Percentage of patients with counseling for physical activity
Child immunization status, age 2 (combo 3) (NQF 0038)*
Percentage of children 2 years of age who had four diphtheria, tetanus and acellular
pertussis (DtaP); three polio (IPV); one measles, mumps and rubella (MMR); three H
influenza type B (HiB); three hepatitis B (HepB); one chicken pox (VZV); four pneumococcal
conjugate (PCV); one hepatitis A (HepA); two or three rotavirus (RV); and two influenza (flu)
vaccines by their second birthday. The measure calculates a rate for each vaccine and nine
separate combination rates.

Steward

NCQA

NYS

NCQA

NCQA

0024

0038

Cat 1 P4R No
Cat 1 P4R No
Cat 1 P4P Yes
Cat 1 P4P Yes
NEW YORK | Department
OPPORTUNITY. of Health
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Universal Child Measure Set — Category 1 (Con't)

Measure Name NQF Classificatio Existing

Measure Identifier n TCGP/IPC
Steward

Children ages 2-20 having annual dental visit

Percentage of children ages 2-20 who have at least one dental visit during the year. NIV CEIL PLIR NE

Chlamydia screening, ages 16-21
6  The percentage of women 16—20 years of age who were identified as sexually active and NCQA 0033 Cat 1 P4P Yes
who had at least one test for chlamydia during the measurement year.

PDI #14 asthma admission rate, ages 2 through 17 years
7 Rate of inpatient admissions of children with a principal diagnosis of asthma per 100,000 AHRQ Cat 1 P4P No
population, ages 2 through 17 years.

Follow-up care for children prescribed Rx for ADHD
Two part measure: initiation phase and continuation phase:
Percentage of children newly prescribed attention-deficit/hyperactivity disorder (ADHD)
medication who had at least three follow-up care visits within a 10-month period after the first
8  ADHD medication was dispensed. The measure includes two separate rates: an initiation NCQA 0108 Cat 1 P4R No
phase rate (follow-up visit within the 30 days after starting the medication) and a continuation
and maintenance phase rate (children who remained on the medication for 7 months and
who, in addition to the visit in the initiation phase had at least two follow-up visits in the 9

month period after the initiation phase ended). JEm— " .
Zj N epartmen
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10

11

12

13

52

Universal Child Measure Set — Category 1 (Con't)

Measure Name NQF Classificatio Existing
Measure | Identifier n TCGP/IPC

Steward

Frequency of well-child visits, ages 3to 6
Percentage of children 3—6 years of age who had one or more well-child visits with a primary NCQA 1516 Cat 1 P4P No

care provider during the measurement year.

Frequency of well-child visits during the first 15 months of life
Percentage of children 15 months old who had the recommended number of well-child visits NCQA 1392 Cat 1 P4P No
with a primary care provider during their first 15 months of life.

Medication management for children with asthma, ages 5-18
2 part measure: The percentage of patients 5-18 years of age during the measurement year
who were identified as having persistent asthma and were dispensed appropriate
medications that they remained on during the treatment period. Two rates are reported.
1. The percentage of patients who remained on an asthma controller medication for at NEIoz Lk el L [Pl i

least 50% of their treatment period.
2. The percentage of patients who remained on an asthma controller medication for at

least 75% of their treatment period.

Screen for depression using age appropriate tool and follow-up, ages 12+
Percentage of patients aged 12 years and older screened for clinical depression using an CMS 0418 Cat 1 P4R Yes

age appropriate standardized tool AND follow-up plan documented.

Adolescent immunization rate, including rate for HPV (NQF 1407)

Percentage of adolescents 13 years of age who had one dose of meningococcal vaccine,

one Tdap, and 3 doses of HPV by their 13th birthday. The measure calculates a rate for NCQA e cal Ll e
each vaccine and two combination rates.

nt
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14

15

16

17

Universal Child Measure Set — Category 2

# | Measure Name Measure NQF Classificatio | Existing
Steward Identifier n TCGP/IPC

Screening for Reduced Visual Acuity and Referral in Children
The percentage of children who received visual acuity screening at least once by their 6th
birthday; and if necessary, were referred appropriately.

Maternal depression screen done during child’s first 6 months of life

Percentage of children who turned 6 months of age during the measurement year, who had
a face-to-face visit between the clinician and the child during the child’s first 6 months, and
who had a maternal depression screening for the mother at least once between 0 and 6
months of life.

Children at elevated risk of caries who received fluoride varnish applications
Percentage of enrolled children aged 1-21 years who are at “elevated” risk (i.e. “moderate”
or “high”) who received at least 2 topical fluoride applications as a dental OR oral health
service within the reporting year.

Developmental screening using standardized tool, first 36 months of life

Percentage of children screened for risk of developmental, behavioral and social delays
using a standardized screening tool in the first three years of life. The measure includes
three, age-specific indicators assessing whether children are screened by 12 months of age,
by 24 months of age and 36 months of age.

2721

CMS (trial use)

NCQA

American
Dental
Association
(ADA)

2528

Oregon
Health &
Science
University

1448

53

Cat 2 No
Cat 2 No
Cat 2 Yes
Cat 2 No
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Universal Child Measure Set — Category 2 (Con't)

# | Measure Name Measure NQF Classificatio | Existing
Steward Identifier n TCGP/IPC

Follow-up after ED visit for mental iliness, ages 6 and older

Percentage of ED visits with a primary diagnosis of mental illness for which the patient
received follow-up care with any practitioner within specified time frames. Reported in two
separate rates: within 7 days of the ED visit and within 30 days of the visit.

NCQA Cat 2 No

Follow-up after ED visit for alcohol and other drug dependence, ages 13 and older
Percentage of ED visits with a primary diagnosis of alcohol or other drug dependence for

19 which the patient received follow-up care with any practitioner within specific time frames. NCQA Cat 2 No
Reported in two separate rates: within 7 days of the ED visit and within 30 days of the visit.

Use of first-line psychosocial care for children and adolescents on antipsychotics
20 Percentage of patients, ages 1-17, who had a new prescription for an antipsychotic NCQA 2801 Cat 2 No
medication and had documentation of psychosocial care as first-line treatment.
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Maternity Measures

Consistent with Recommendation M3, the Advisory Group suggests the
Maternity CAG consider 5 measures especially relevant for child health
guality for inclusion in the TCGP measure set (including one measure not
currently in the Maternity Care arrangement measure set).

Category Type Already in_cluded Newly Total
In Maternity set Recommended Measures
1 Pay for Performance 1 0
1 Pay for Reporting 3 0
1 Category 1 subtotal 4
2 Category 2 (all types) 0 1
2 Category 2 subtotal 1

TOTAL 5 2partment

| 'Health
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Maternity Measures for Child Health

# | Measure Name Measure NQF Classificatio Existing
Steward Identifier n Maternity

Infants exclusively fed with breast milk in hospital
1  The number of newborns exclusively fed with breast milk during the newborn’s entire
hospitalization.

Joint

- 0480 Cat 1 P4R Yes

Live births less than 2500 grams
2  The adjusted rate for live infants weighing less than 2500 grams among all deliveries by AHRQ 1382 Cat 1 P4R Yes
women continuously enrolled in a plan for 10 or more months.

Timeliness and frequency of prenatal and postpartum care visits*
Prenatal Care: The percentage of deliveries that received a prenatal care visit as a patient of
3 the organization in the first trimester or within 42 days of enroliment in the organization. NCQA Cat 1 P4P Yes
Postpartum Care: The percentage of deliveries that had a postpartum visit on or between 21
and 56 days after delivery.

Women provided most or moderately effective methods of contraceptive care within 3
to 60 days of delivery
Among women aged 15-21 who had a live birth, the percentage that is provided a most

& effective (sterilization, contraceptive implants, intrauterine devices or systems (IUD/IUS)) or RES e CELL PRI e
moderately (injectables, oral pills, patch, ring, or diaphragm) effective method of
contraception within 3 and 60 days of delivery.
Behavioral risk assessment for pregnant women

5 Percentage of women who gave birth during a 12-month period who were seen at least once  No Current Cat 2 N
for prenat_al care and who were screened for depression, alcohol use, tobacco use, drug Steward NEWYORK | Department
use, and intimate partner violence. oreortunTy. | oF Haalth
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