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Introduction

In 1997, New York State (NYS) received approval from the Center for Medicare and
Medicaid Services (CMS), through an 1115 Waiver, to implement a mandatory Medicaid
managed care (MMC) program. The program, entitled the Partnership Plan
Demonstration, set out to improve the health status of low-income New Yorkers by:
increasing access to health care for the Medicaid population; improving the quality of
health care services delivered; and expanding coverage to additional low-income New
Yorkers with resources generated through managed care efficiencies. The Quality
Strategy for the New York State Medicaid Managed Care Program (the Quality
Strategy), a requirement of the 1115 Waiver, delineates the goals of the NYS Medicaid
managed care program and the actions taken by the New York State Department of
Health (NYS DOH) to ensure the quality of care delivered to Medicaid managed care
enrollees. The Quality Strategy has evolved over time as a result of programmatic
changes, member health needs, clinical practice guidelines, federal and state laws,
lessons learned, and best practices; it has been successful as measurable
improvements in the quality of health care being provided to enrollees have been noted.

New York State is currently undertaking significant delivery system transformation with
innovative and ambitious activities of the Medicaid Redesign Team (MRT), managed
care programing, and state plan amendment (SPA). The state’s approach to quality
assessment, measurement, oversight, and improvement in the Medicaid managed care
program increasingly necessitates interweaving the individualized efforts of several
state agencies responsible for specialized care of distinct populations. As previously
exempt or excluded populations, such as dual-eligibles and those living with
developmental disabilities or behavioral health conditions, are enrolled into specialized
managed care plans, the Quality Strategy for the Medicaid managed care program will
expand. Agency specific quality strategies may also be developed and maintained,
consistent with the Quality Strategy.

The state’s current quality strategy encompasses the traditional plans (including Child
Health Plus (CHP) and Family Health Plus (FHP) populations), Managed Long Term
Care (MLTC) plans (including Medicaid Advantage Plus, Program of All-inclusive Care
for the Elderly (PACE), and partially capitated MLTC plans), HIV/AIDS Special Needs
Plans (SNPs), behavioral health special needs Health and Recovery Plans (HARPS),
and Developmental Disabilities Individual Support and Care Coordination
Organizations (DISCOs). Several of these plans are new, therefore their
measurement systems and quality monitoring are not as established as those of the
traditional plans. As such, the goals of the MMC program, and the activities related to
the Quality Strategy, have expanded accordingly. A separate quality strategy for
Developmental Disability services, entitled the Quality Management and Improvement
Strategy for the New York State Office for People with Developmental Disabilities
(OPWDD), is maintained by OPWDD and is referenced herein where appropriate. As
part of the integration of behavioral health services into managed care, the Office of
Mental Health (OMH) and the Office for Alcoholism and Substance Abuse Services
(OASAS) will maintain a separate quality strategy for behavioral health based on



values that address person-centered care, recovery-oriented services and cultures,
integrated care, data driven quality improvement, and evidence based practices.

Background

New York’s Medicaid population is both culturally and clinically diverse, with varied and
sometimes complex clinical care needs ranging from preventive care for children and
adults, perinatal care, long term care, chronic care including HIV/AIDS management,
behavioral health care, and assistance with activities of daily living for the elderly and
developmentally disabled. Medicaid enrollees include foster children, a significant
population of homeless individuals, individuals with serious and chronic substance use
disorder, those with serious and persistent mental iliness, and those with intellectual
and developmental disabilities. Many of these individuals have co-occurring health
conditions.

The management of services for NYS Medicaid recipients has traditionally been
handled across several different state agencies, including: NYS DOH, OASAS, OMH,
and OPWDD. Each agency provides specialized services for individuals meeting
certain eligibility criteria, based on need. Historically, services were billed for on a fee-
for-service basis.

With the approval of the Partnership Plan Demonstration in 1997, the NYS DOH began
mandatory enrollment of Medicaid recipients in need of acute care health services into
traditional MMC plans. Initially, mandatory enroliment was limited to the Temporary
Assistance for Needy Families (TANF) and Safety Net Populations. Individuals with
special needs and those qualifying for the specialized services outside of the traditional
benefit package, including those living with HIV/AIDS, were exempt from mandatory
enroliment.

In 2001, the FHP Program was implemented, providing comprehensive health coverage
to low-income uninsured adults, with and without children. Coverage of these services
was delivered through the MMC model and qualifying individuals were mandatorily
enrolled. In 2005, the Federal-State Health Reform (F-SHRP) Demonstration was
approved. Operating separately but complementary to the Partnership Plan, the F-
SHRP Demonstration provided additional financial and regulatory support for health
reform in NYS while introducing a requirement that most mandatory and optional state
plan populations in 14 counties enroll in a managed care organization (MCO).
Subsequently, the state continued to increase the number of counties with a mandatory
enrollment requirement. As additional populations were required to enroll, all counties
participating under the mandatory enrollment rule were subject to the expansion.

In 2006, the NYS DOH began mandatory enroliment of all aged and disabled adults and
children (Supplemental Security Income (SSI) eligible) into MMC. In 2011, enrollees
with HIV/AIDS were no longer exempt from the program and were mandatorily enrolled
in their choice of a HIV/AIDS Special Needs Plan (SNP) or a “Mainstream” (traditional)



plan. In 2012, the NYS DOH began to mandatorily enroll dual eligible recipients in need
of community-based long-term care services into MLTC plans.

With CMS approval of Partnership Plan and F-SHRP amendments in April 2013, NYS
DOH- regulated managed care organizations began designing a system to provide long-
term supports and services to the developmentally disabled (DD) population through a
benefit package that included services from the OPWDD, NYS DOH’s MLTC program,
and behavioral health services through NYS OMH. The transition of developmental
disability services into a formalized managed care framework is being realized through
a pending Home and Community Based Service (HCBS) waiver between OPWDD and
CMS: the People First Waiver. New managed care organizations known as DISCOs
will provide holistic, person-centered care planning, and delivery of coordinated
supports and services, under the expertise of the current OPWDD service provider
community. DISCOs will provide day habilitation, residential-based services and other
long-term support services, as well as important clinic and therapy services. Individuals
who are dually eligible for Medicare and Medicaid and in need of disability services will
be able to enroll in a new plan type called Fully Integrated Duals Advantage for Persons
with Intellectual and other Developmental Disabilities (FIDA-IID).

Many of the recent improvements to the Medicaid program can be largely credited to
the work of the MRT. Created by Governor Cuomo under an amendment to the
Partnership Plan in 2011, the MRT consists of provider, payer, and consumer
stakeholders working together to address underlying cost and health care quality in
NYS. As a result of their recommendations, several additional plans and populations
have been transitioned into a managed care program, including the approximately
100,000 enrollees who were nursing home eligible and in need of more than 120 days
of community-based long-term care services into MLTC plans that provide community-
based long-term care services.

The MRT also recommended integration of specialty behavioral health services into
mainstream Medicaid managed care plans, and the development of new product lines,
including special needs Health and Recovery Plans (HARPS), and Fully-Integrated
Duals Advantage (FIDA) plans. In 2015, CMS approved a waiver to the Partnership
Plan allowing for the integration of behavioral health services into managed care.

Under this waiver, behavioral health services were carved into mainstream MCOs and
HIV SNPs, and special needs HARPs were created. HARPs are a distinctly qualified,
specialized, and integrated managed care product for adults meeting the serious mental
illness (SMI) and Substance Use Disorder (SUD) targeting criteria and risk factors.
These specialized managed care product lines provide services under the oversight of
the state agency specializing in the special needs of the applicable population. In
addition to all Medicaid behavioral health and physical health benefits, HARP enrolled
individuals who meet specific targeting, risk factor, and functional criteria are offered
access to Home and Community Based Services (HCBS). These services are
designed to provide support to participants in community-based settings. HARP eligible
individuals who are enrolled in HIV SNPs and meet eligibility criteria will also have
access to HCBS.



The paramount success of the MRT in New York State not only transformed healthcare
delivery for millions of New Yorkers, it also resulted in over $8 billion in federal savings.
A 2014 amendment to the Partnership Plan allows the state to reinvest those savings
into activities aimed to further transform NYS’s health care delivery system, increasing
guality while stabilizing the system and driving down cost, and ensuring access to
quality care for all Medicaid members. The waiver amendment dollars are being
reinvested over a five-year period, addressing critical issues throughout the state and
allowing for comprehensive reform. In addition, the special terms and conditions commit
the state to comprehensive payment reform, continuing New York's effort to effectively
manage its Medicaid program within the confines of the Medicaid Global Spending Cap.

Enrollment in MMC currently exceeds 4.5 million people. All 62 counties in NYS,
including the five counties that make up New York City, have implemented mandatory
enrollment for some type of Medicaid managed care program.

The NYS DOH is now sharing the responsibility with other state agencies for managed
care plan oversight. Though inclusive of all managed care programs in NYS, this
quality strategy is complemented by one maintained by OPWDD, pursuant to their
People First Waiver. OPWDD'’s quality strategy for the developmentally disabled
population incorporates the needs and demands of the changing developmental
disability landscape, while building upon New York State’s Quality Strategy for the
Medicaid Managed Care Program so that quality oversight of DISCOs are tailored to the
unique needs of this population. The OMH and OASAS quality strategy, will allow for
guality oversight that is based on values that address person-centered care, recovery-
oriented services and cultures, integrated care, data-driven quality improvement, and
evidence-based practices. Research has noted that, compared to measures for general
health, there are relatively few behavioral health metrics; and within behavioral health,
there are even fewer SUD specific measures.

Effective and efficient quality assurance, oversight, and improvement depends on the
efforts of each state agency, internally and cross-agency, in the management of unique
needs of the populations served. New York has developed and implemented rigorous
standards for plan participation to ensure that NYS health plans have networks and
guality management programs necessary to adequately serve all enrolled populations.
The NYS DOH performs periodic reviews of the Quality Strategy to determine the need
for revision and to assure managed care organizations (MCOs) are in contract
compliance and have committed adequate resources to perform internal monitoring and
ongoing quality improvement. The Quality Strategy is updated regularly to reflect the
maturing of the quality measurement systems for new plan types, as well as new plans
and populations that may be developed in the future. Examples of results of analyses
and evaluations are described throughout this document.

Managed Care Program Objectives

Data collected since 1993 demonstrate that Medicaid beneficiaries enrolled in managed
care plans receive better quality care than those in fee-for-service Medicaid. Studies of
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those who have voluntarily enrolled in managed care and other evaluations have
repeatedly shown a steady improvement in quality of care and a dramatic improvement
in chronic care disease management for those in Medicaid managed care plans.

The following lists some objectives of the Medicaid managed care program. Through
these objectives, the program seeks to improve health care services and population
health, and reduce costs consistent with the MRT and CMS’ Triple Aim objectives.

Program Initiative Objectives:

e Create and sustain an integrated, high performing health care delivery system
that can effectively and efficiently meet the needs of Medicaid beneficiaries and
low income uninsured individuals in their local communities by improving care,
improving health and reducing costs.

e Continue to expand on the assessment, measurement, and improvement
activities for all existing managed care plans while incorporating new managed
care plans as they become operational, including HARPs, FIDA-1IDs, and
DISCOs.

e Demonstrate an increase of at least 5 percentage points in the statewide rate of
diabetics who received all four required tests for the monitoring of diabetes.

e Decrease the prevalence of self-identified smokers on the Consumer
Assessment Health Care Provider Systems (CAHPS®) survey.

e Increase the measurement, reporting and improvement initiatives associated with
preventable events such as Prevention Quality Indicators (PQIs), potentially
preventable readmissions (PPRs) and emergency department use for preventive
care (PPVs).

¢ Increase measurement in behavioral health by developing and implementing a
more robust measurement set and incorporating expanded populations such as
Health Homes into the Quality Assurance Reporting Requirements (QARR)
measurement.

e Continue to publish data by race and ethnicity, as well as aid category, age,
gender, special needs, and region in order to develop meaningful objectives for
improvement in preventive and chronic care. Engage the plans in new ways to
improve care by focusing on specific populations whose rates of performance are
below the statewide average.

e Decrease any disparity in health outcomes between the Medicaid and
commercial populations.

e Expand access to managed long term care for Medicaid enrollees who are in
need of long term services and supports (LTSS).

e Increase MLTC measurement with the implementation of HEDIS®/QARR
reporting on fully capitated plans and the development of additional measures
using UAS-NY data.

e Decrease the percentage of MLTC enrollees who experienced daily pain from 52
percent to 45 percent.

e Decrease the percentage of MLTC enrollees who had one or more falls so that
no plan has a rate above 20 percent.



e |dentify and reduce disparities in access and outcomes for individuals with
serious behavioral health conditions (individuals enrolled in HARPS).

e Increase provider implementation of evidence-based practices that integrate
behavioral and physical health services, including addiction pharmacotherapy.

e Improve care coordination for individuals with complex behavioral and physical
health needs.

These objectives are designed for the benefit of the entire Medicaid population of NYS
and thus encompass all managed care plan types. As specialized managed care plans
develop and operationalize, additional managed care objectives need to be considered.
Traditional managed care techniques have the potential to facilitate higher quality cost
effective services for people with special needs. But this will be the case only if service
delivery policies are well designed, effectively implemented, tailored to the unique
interests, needs, and challenges of the population, and achieve cost savings by
improving outcomes and eliminating inefficiencies, not by reducing the quality or
availability of services.

According to the National Council on Disabilities’ March 18, 2013 report titled “Medicaid
Managed Care for People with Disabilities: Policy and Implementation Considerations
for State and Federal Policymakers”, a state’s quality management strategy must be
capable of:

e Continuously monitoring the performance of all managed care contractors and
subcontractors and ensuring that prompt remedial actions are taken when
deficiencies are identified;

e Reporting, tracking, investigating, and analyzing incident patterns and trends in
order to pinpoint and promptly remediate threats to health and safety of managed
care beneficiaries; and

e Assessing the quality of services and supports provided on an individualized
basis using valid and reliable clinical and quality of life measures, and preparing
and issuing periodic statistical reports on personal outcomes and system
performance, analyzing trends, and managing quality improvement initiatives.

The performance measures identified in this quality strategy are designed to accomplish
these vital aspects of the quality management. The design and operation of a
specialized managed care system for people with intellectual and developmental
disabilities poses unique challenges. People with intellectual and developmental
disabilities often have complex, multi-dimensional, and highly diverse needs, and NYS
recognizes that a medical model of care is not sufficient and that a person-centered
model is needed that builds upon advances and quality of life for these individuals.

OPWDD'’s quality strategy for DISCOs is available on the OPWDD website:
http://www.opwdd.ny.gov/transformation-agreement/quality-strategy-october-2013.
The OPWDD quality strategy will be updated to reflect state-federal agreements related
to managed care and the People First waiver and will be made available on the NYS
DOH MRT website upon approval. The strategy sets out to build upon a foundation of
core principles that promote independence, community inclusion, self-determination,
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and productivity. As people with developmental disabilities are further integrated into
managed care, OPWDD will continue to enhance the focus of quality oversight to how
well individuals are progressing toward their personal goals, how satisfied individuals
and families are with the services received, how well DISCOs are promoting quality
outcomes and quality improvement within their provider networks, and using data
related to these measures to effect individual, provider, DISCO, and system
improvements.

Specific objectives of managed care for people with intellectual and developmental
disabilities relate to:

e Making the system more person centered --supports and services that match
each person’s unique identified interests and needs, including opportunities for
self-direction,

e Serving people in the most integrated settings possible,

e Provision of better integrated, holistic planning and supports to individuals, and

e Measuring quality based on individualized outcomes.

The quality strategy being developed by OMH and OASAS will focus on behavioral
health populations and services managed by qualified mainstream plans, HARPs, and
HIV SNPs. This quality strategy will use a data-driven approach to monitor
requirements, including behavioral health network adequacy, and behavioral health-
specific reporting requirements for utilization management, quality management, and
financial management, as well as administrative and clinical performance metrics. The
recovery focus will promote “a process of change through which individuals improve
their health and wellness, live a self- directed life, and strive to reach their full potential”
(SAMHSA Definition of Recovery 02/12). Performance metrics will reflect this recovery
focus and therefore include indicators beyond those related to acute care.

Approach

To achieve the overall objectives of MMC and to ensure the highest quality health care
among Medicaid recipients in NYS, the NYS Quality Strategy focuses on measurement
and assessment, improvement, redesign, contract compliance and oversight, and
enforcement as described below.

Through these activities, the state complies with CFR 438.204, Elements of State
Quality Strategies, by detailing:

e The MCO and Prepaid Inpatient Health Plan (PIHP) contract provisions that
incorporate the standards specified in this subpart.
e Procedures that:
o Assess the quality and appropriateness of care and services furnished to all
Medicaid enrollees under the MCO and PIHP contracts, and to individuals
with special health care needs.



o lIdentify the race, ethnicity, and primary language spoken of each Medicaid
enrollee. States must provide this information to the MCO and PIHP for each
Medicaid enrollee at the time of enrollment.

o Regularly monitor and evaluate the MCO and PIHP compliance with the
standards.

¢ National performance measures and levels that may be identified and developed
by CMS in consultation with States and other relevant stakeholders.

e Arrangements for annual, external independent reviews of the quality outcomes
and timeliness of, and access to, the services covered under each MCO and
PIHP contract.

e Appropriate use of intermediate sanctions.

e An information system that supports initial and ongoing operation and review of
the State's quality strategy.

e Standards for access to care, structure and operations, and quality measurement
and improvement.

1. Measurement and Assessment

Demonstrating success and identifying challenges in meeting objectives of managed
care are based on data that reflects:

Health plan quality performance,

Access to covered services,

Extent and impact of care management,

Use of person-centered care planning (DISCO specific), and
Enrollee satisfaction with care.

The NYS DOH has developed several systems to collect data from MCOs. MCOs are
required to have information systems capable of collecting, analyzing, and submitting
the required data and reports. Focused clinical studies and Performance Improvement
Projects (PIPs) additionally capture quality of care information for specific populations
and diseases.

To ensure the accuracy, integrity, reliability, and validity of the data submitted, the state
contracts with an External Quality Review Organization (EQRQO). The EQRO audits
data submissions and provides technical assistance to MCOs in collecting and
submitting requested information.

DISCOs will be the primary entity for quality reporting on managed care for people with
intellectual and developmental disabilities. Each DISCO will be required to measure
and report its performance to NYS annually, using standardized measures that
incorporate the requirements of § 438.204(c) and 438.240(a)(2).

Quality assurance for HARPs will be monitored in two ways. NYS DOH’s QARR
measures will be reported both overall and for individuals in HARPs so that any
disparities in plan performance for individuals in HARPs compared to performance



overall can be identified. In addition, HARPs have a quality assurance program that is
separate and distinct from the traditional MCO quality assurance program. It must meet
all requirements and conditions of the 1115 Partnership Plan. In addition to QARR, new
required recovery outcome measures in areas such as employment, housing, criminal
justice status, and functional status will be reported. These recovery outcome measures
will be derived from the interRAI Community Mental Health Assessment eligibility
screenings for Home and Community Based Services, ongoing re-evaluations, and
consumer self-reports.

Measures used to evaluate quality performance in NYS are largely based on The
National Committee for Quality Assurance’s (NCQA) Healthcare Effectiveness Data and
Information Set (HEDIS), the Medicaid Encounter Data System (MEDS), PQIs-
measures developed by the Agency for Healthcare Research and Quality (AHRQ), the
Uniform Assessment System for New York (UAS-NY), the National Core Indicators
Survey (NCI), and consumer satisfaction surveys including the CAHPS survey. In
addition to national measures obtained from these sources, NYS has expanded its
evaluation of managed care objectives to include state-specific measures. The QARR
guality measurement set and other data sources used for assessment of the managed
care delivery system in NYS are described below.

a) QARR Measurement Set

NYS DOH staff developed the QARR in 1993 to monitor quality in managed care
plans. QARR consists of 74 measures from the NCQA’'s HEDIS®, CAHPS®, and
New York State-specific measures.

QARR focuses on health outcome and process measures, and includes clinical data
relating to prenatal care, preventive care, acute and chronic illnesses, and mental
health and substance abuse for children and adults in Medicaid/CHIP.

The major areas of performance included in QARR are:

1) Effectiveness of Care

2) Access to/Availability of Care

3) Satisfaction with the Experience of Care

4) Use of Services

5) Health Plan Descriptive Information

6) NYS-specific measures: (HIV/AIDS Comprehensive Care, Adolescent
Preventive Care, and Prenatal Care measures from the Live Birth file).

All measures address health care needs of traditional MMC, Medicaid MLTC, and
special needs populations (SNP). Applicable measures are rotated largely following
the HEDIS rotation schedule. A list of the QARR measurements collected by NYS
can be seen in appendix (3).

QARR is submitted annually, in June of the year following the measurement year
and published in web-based formats.



b) Encounter Data

All MCOs are required to submit monthly encounter data to the MEDS. MEDS is
consistent with national standards for a national uniform core data set. MEDS data
provide a source of comparative information for MCOs and are used for purposes
such as monitoring service utilization, evaluating access and continuity of service
issues, monitoring and developing quality and performance indicators, studying
special populations and priority areas, applying risk adjustment, and setting
capitation rates. OMH and OASAS will also collaborate with DOH to monitor the
timeliness and completion of encounter data submissions.

c) Data on Race, Ethnicity and Primary Language

New York Medicaid obtains race, ethnicity, and primary language spoken from
several sources: the eligibility system, the enrollment form completed by the
recipient, and the enrollee health assessment form mailed to new enrollees by both
the social services district and the MCO. Completed enrollment forms are forwarded
to the MCO. MCOs are now required to submit member-level QARR and CAHPS®
(satisfaction) data to the NYS DOH which enables the calculation of QARR rates by
demographic characteristics including race/ethnicity and Medicaid aid category.
These demographic level reports allow further evaluation of the quality of care
received by populations of significant and or discrepant healthcare needs, including
Safety Net and SSI populations. The most recent report is available at:

http://www.health.ny.gov/health care/managed care/reports/docs/demographic variation 2012.pdf

d) Uniform Assessment System- New York

In October 2013, the NYS DOH began requiring all MLTCs to use the newly
developed UAS-NY. The UAS-NY is an interRAI tool that standardizes and
automates needs assessments for home and community-based programs in New
York. InterRAl is a collaborative network of researchers in over 30 countries
committed to improving health care for persons who are elderly, frail, or disabled.
Their goal is to promote evidence-based clinical practice and policy decisions
through the collection and interpretation of high quality data. The interRAI
organization and its assessment tools are used in many states as well as Canada
and other countries.

The UAS-NY system establishes a single, unique medical record for all enrollees of
the state’s Medicaid home and community-based long-term care network, further
enabling comprehensive assessments. Additionally, the UAS-NY facilitates access
to programs and services, eliminates duplicative assessment data, and improves
consistency in the assessment process. Fragmentation in the delivery of long term
care services will be addressed by the standardized assessment of functional and
other needs through an empirically tested and validated means.

The UAS-NY system will also contain the interRAI Community Mental Health

Assessment being used to determine HCBS eligibility and HCBS plans of care for
HARPs and HARP eligible individuals enrolled in HIV SNPs.
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e) Member Satisfaction Surveys

The state conducts an annual CAHPS® survey with a certified CAHPS® vendor,
under arrangement by the state’s EQRO. With the EQRO, NYS DOH has also
conducted several other surveys focused on specific populations such as enrollees
with diabetes or SSI recipients who were mandatorily enrolled for the first time.
Enrollees of the MLTC plans were surveyed in 2007, 2011 and 2013. A new
enrollee survey is currently being administered in New York City to determine the
satisfaction levels of individuals who were enrolled mandatorily in MLTC. Questions
focus on their satisfaction with managed care versus fee-for-service.

These surveys allow the NYS DOH to evaluate the enrollees’ perceptions of quality,
access, and timeliness of health care services. Because the results are presented
by plan, comparisons to the statewide average are possible, and plans can be held
accountable for performance. Plans whose results are meaningfully and statistically
below acceptable thresholds may be required to develop a corrective action plan
that NYS DOH staff will review and monitor. The results of the surveys are made
available to Medicaid recipients to assist them in the process of selecting an
appropriate MCO.

HARP members will be surveyed annually to measure perception of care and quality
of life outcomes. Data from this survey will allow the State and plans to monitor
HARP members’ perception of services and how their behavioral health services
affect different areas of their life. Specific survey domains include Perception of
Outcomes, Daily Functioning, Access to Services, Appropriateness of Services,
Social Connectedness, and Quality of Life. Items addressing family relationship
functioning and education of family members are included. Findings will be reported
at the survey domain and item level for each plan. Demographics will be collected,
which will allow HARPS to monitor disparities.

f) Prevention Quality Indicators

The PQIs are a set of measures developed by the AHRQ used to identify ambulatory
care sensitive conditions. These are conditions for which good outpatient care can
potentially prevent the need for hospitalizations, or for which early intervention and
treatment would prevent complications or severe disease. While the hospital
admission is used to identify the PQI, the PQIs can be used to flag problems in the
health care system outside the hospital. The NYS DOH calculates and provides PQI
data to MMC plans on a yearly basis as part of a quality improvement activity
described later.

g) MLTC Specific Performance Measurement

Following submission of UAS-NY data, the NYS DOH creates summary reports
containing descriptive information about members’ status. The quality performance
component of these reports is divided into two sections: 1) Current plan
performance-Functional status and rates of performance based on the current
submission and 2) Performance over time — Changes in the functional status of the
MLTC population over a 6 to 12 month period. One of the primary objectives of
long-term care is to improve or stabilize functional status, with stabilization being the
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most likely outcome for this population. For this reason, positive outcomes for most
items are defined as either a member showing improvement over the measurement
period or maintaining his/her initial level of functioning/ symptoms. Domains of
measurement include:

e Activities of Daily Living

e Quality of Life

e Effectiveness of Care

e Emergency Room Visits

e Utilization and Patient Safety

A complete list of these performance measures can be seen in Appendix 4.

h) DISCO Specific Performance Measurement

A subset of performance measures specific to the special needs of individuals with
intellectual and developmental disabilities will be incorporated into the Quality
Management and Improvement Strategy for the New York State Office for People
with Developmental Disabilities. Established by OPWDD, the DISCO specific
performance measures address the following quality domain areas:

e Personal Outcome Measures- Assess the degree to which the DISCO’s
care coordination and supports provided are contributing to individual
outcome achievement.

¢ Individual Outcome Measures- Clinical and Functional Outcome Measures
derived from the OPWDD Needs Assessment Tool, based upon the
InterRAI Consolidated Assessment System.

e OPWDD System Reform Measures- Benchmark the state’s progress
toward the developmental disabilities transformation milestones, as they
relate to: deinstitutionalization, access to community-based services, self-
direction, accessible housing, appropriate supports, and employment
opportunities.

e 1915 C Waver Assurance Measures- Assess compliance with HCBS
waiver assurances in accordance with CMS’s evidentiary approach to
quality reviews.

¢ National Core Indicators (NCI) - Measures performance of New York
State’s developmental disability system at the system'’s level and enables
comparisons between New York State’s system and other state
developmental disability systems.

e Other Structural/Process Measures

The National Core Indicator Survey was launched as a joint venture, by the National
Association of State Directors of Developmental Disabilities Services (NASDDDs)
and the Human Services Research Institute (HSRI) in 1997. NCI is a common set of
data collection protocols that gathers information about the outcomes of state
service delivery systems for people with intellectual and developmental disabilities.
New York State will continue to conduct the annual NCI Survey for people with
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intellectual and developmental disabilities through OPWDD. The Consumer Survey
consists of indicators in the following domains: Home, Employment, Health and
Safety, Choice, Community Participation, Relationships, Rights, and Individual
Satisfaction.

A complete list of these performance measures can be seen in Appendix 5.

i) Behavioral Health Specific Performance Measurement

The quality strategy for behavioral health maintained by OMH and OASAS includes
measures specific to behavioral health services in mainstream managed care plans
as well as to HARPs. In addition to examination of consumer satisfaction survey
results in the behavioral health population, the following elements will be addressed:

Claims and Encounter Based Measures — These measures will be
reported for both MCOs and HARPs. Measures under review such as
behavioral health readmission; continuity and engagement in aftercare
following discharge from mental health inpatient and SUD crisis (detox) and
inpatient programs; Screening, Brief Intervention and Referral to
Treatment (SBIRT) screening; continuity of care for SUD; and medication-
assisted treatment for SUD.

Additionally, OMH and OASAS have developed templates for utilization
monitoring reports that will serve as an adjunct to the utilization monitoring
done by DOH. These reports will show utilization of services, cost, and
encounter volume by behavioral health service. Reports will be done at the
plan level. This monitoring will allow OMH and OASAS to determine if
services are being provided at an appropriate volume. It is important that
the transition of behavioral health services into managed care does not
disrupt members’ treatment. These reports will also allow the State to
monitor utilization of the new HCBS services.

Recovery Focused Measures —These measures will be reported for
HARPs and HARP eligible individuals in HIV SNPs only and will lead to a
better understanding of the plan’s impact on members’ quality of life by
examining outcomes such as employment, housing, and social
connectedness. HCBS eligibility assessments will serve as the data
source for these measures. HCBS assessments will be conducted upon
enrollment in the HARP and annually thereafter. Measures will initially be
reported as the prevalence of a certain characteristic, such as the
percentage of members who are homeless. Eventually measures that look
at maintenance of a positive outcome or improvement in outcomes will be
reported.

Measure domains will be: employment, education, housing, criminal justice,
social connectedness (including assessment of family engagement), self-
help group participation, and substance use. Prevalence and outcome
metrics will address each of these measure domains.

13



The interRAI Community Mental Health Assessment includes demographic
items that assess gender identity, sexual orientation, religion,
race/ethnicity, and preferred language. These items include detailed lists of
response options. Prevalence and outcome metrics will be stratified by
each demographic in order to identify any disparities. The results of
disparity analysis will be shared with plans. Quality improvement efforts
will be designed to eliminate identified disparities.

e Transition Monitoring — To help monitor the transition of behavioral health
services into managed care, plans will be required to report data related to
denials and provider contracting to OMH and OASAS on a regular basis,
which will be supplemented by OMH and OASAS with data available to the
agencies. These reports will allow OMH and OASAS to assess the impact
of the managed care transition on plan members’ access to services.
Monitoring of inpatient medically necessary denials during the transition will
allow the OMH and OASAS to address related issues expediently. As
behavioral health services including new HCBS are brought into managed
care, OMH and OASAS will monitor Plan’s behavioral health networks to
ensure that standards for choice and access are met. OMH and OASAS
will also use administrative data to monitor timeliness of payment to
behavioral health providers. A complete list of these performance
measures can be seen in Appendix 6.

2. Improvement

Quality Improvement is a continuous process and refers to an organization’s or
system’s capacity to improve performance and accountability by systematically
collecting and analyzing data and information. Based on the assessments of quality
and appropriateness of care, contract compliance, and MCO monitoring activities, the
state targets improvement efforts through a number of interventions as described below.

a) Focused Clinical Studies

Focused clinical studies, conducted by the EQRO, usually involve medical record
review, surveys, or focus groups. MCOs are required to conduct two or three
focused clinical studies a year. With the inclusion of behavioral health services into
MCOs and the establishment of HARPs, the NYS DOH will incorporate behavioral
health services and HARP populations into the focused clinical studies.
Recommendations for improvement are offered to NYS DOH, plans, and providers.
Studies concerning the reduction of falls, the provision of advanced directives, and
the administration of flu shots for the MLTC plans, have been conducted as well.
Focused studies are also used to determine whether MLTC plans are conducting
timely assessments and maintaining level of services as required by the special
terms and conditions of the 1115 waiver.
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b) Performance Improvement Projects

Mainstream Medicaid managed care plans are required to conduct one PIP annually
using a report template that reflects CMS requirements for a PIP. With the inclusion
of behavioral health services into the MCOs and the establishment of HARPS, the
NYS DOH will work with the plans and its EQRO to incorporate behavioral health
services and HARP populations into the PIPs. The NYS DOH and the EQRO
support these collaborative efforts. In the past, each plan has chosen a topic, and
with the technical assistance from the EQRO, developed a study methodology and
conducted interventions to reach their improvement goals. Recently however, the
NYS DOH has encouraged plans to participate in collaborative studies through
collaborations with network hospitals across the state.

Study processes and results are presented in final reports due 18 months after each
study begins. Conferences are held upon completion of collaborative PIP projects,
in which participating health plans are brought together to discuss lessons learned
and describe individual experiences with these quality improvement projects.

From 2009-2010, 18 plans worked with NYS DOH and the EQRO to improve the
prevention of childhood obesity. From 2011-2012, ten plans worked on addressing
potentially preventable hospital readmissions, and six plans worked to reduce
disparities in asthma care by partnering with health care practices in Central
Brooklyn. Currently, health plans are collaborating on PIPs targeting prevention of
chronic diseases. Diabetes management and prevention, hypertension control, and
smoking cessation were all topics addressed in the 2013-2014 PIP. A grant titled,
Medicaid Incentives for the Prevention of Chronic Disease (MIPCD), was a
component of the 2013-2014 PIP, partnering New York alongside ten other states to
determine the effect of offering financial incentives as a means of engaging
recipients in preventive health services. Smoking cessation work continues in the
2015-2016 PIP, with a concentration on increasing the utilization of smoking
cessation benefits.

MLTC plans also conduct PIPs on a yearly basis. MLTC PIPs focus on clinical and
non-clinical areas consistent with the requirements of 42 CFR 438.240 of the
Medicaid model contract. One priority project is chosen each year and approved by
the Department. PIP topics for 2015 include:

Depression Management

Pain Management/Palliative Care

Falls

Advanced Directives

Emergency Preparedness

Preventive Screenings-Eye, Ear and Dental Exams

MLTC PIPs continue to strive to improve the health and health care of the aged and
disabled adult populations. Interventions in past PIPs have included: increased
utilization of health informatics in care management and health assessment,
increased care coordination, development of multidisciplinary teams to address PIPs
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within the health plan, increased home care visits; and member, provider, and care
manager education through classes and the creation of education materials.

As individuals with intellectual and developmental disabilities are transitioned into
managed care, DISCOs will also be required to conduct performance improvement
projects that focus on clinical and non-clinical areas consistent with the requirements
of 42 CFR 438.240 and CMS and NYS protocol. The purpose of these studies will
be to promote quality improvement within health and member outcomes and
enrollee satisfaction. At least one (1) PIP each year will be required.

The EQRO will validate the DISCQO'’s data and methodology for required
performance improvement projects.

c) Pay for Performance — Quality Incentive

In 2002, the NYS DOH began rewarding plans that have superior performance by
adding up to three percent to plan per member, per month premiums. This Quality
Incentive (QI) program uses a standardized algorithm to awards points to health
plans for high quality in the categories of: Effectiveness of Care, Access and
Avalilability, and Use of Services. Points are deducted for any Statements of
Deficiency (SOD) issued for lack of compliance with managed care requirements.
Assessments of quality and satisfaction are derived from HEDIS measures in NYS'’s
QARR, satisfaction data from CAHPS®, and PQIs.

For HARPs, a modified quality incentive program will be phased in during the first
four years of operation. A gradually increasing premium withhold will be used to
create a pool for quality incentives determined by OMH and OASAS.

d) PQI Improvement

Each year, the NYS DOH sends plan-specific adult and pediatric PQI reports to
health plans. These reports also include enrollee characteristics and PQI rates by
hospital. Also included are the PQI statewide rates by hospital. Health plans with a
PQI rate higher than the statewide average are required to respond to NYS DOH
with a root-cause analysis and action plan. Quality Improvement plan managers at
the Office of Quality and Patient Safety (OQPS) oversee the response process and
offer guidance on best practices to improve PQI measured performance.

e) Quality Performance Matrix

In order to monitor health plan performance