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Agenda and Speakers
1. NYS SIM Grant: Primary Care 

Transformation and Payment 
Models

• Marcus Friedrich, MD, MHCM, MBA, FACP, Chief Medical 
Officer, Office of Quality and Patient Safety, NYS Department 
of Health 

5 min.

2. Primary Care Core Measure Set: 
Development and Stewardship

• Pooja Kothari, Senior Program Manager, United Hospital Fund
• Scott Hines, Chief Quality Officer, Crystal Run Health

10 min.

3. Primary Care Measure Set 
Scorecard Overview

• Lindsay Cogan, PhD, MS, Director, Division Quality 
Measurement, Office of Quality and Patient Safety, NYS 
Department of Health

10 min.

4. New York City Health Plan 
Regional Collaboration

• Amy Tippett-Stangler, Senior Vice President, Northeast 
Business Group on Health

• Robert LaPenna, Network Director for Payment Innovation 
Programs, Empire

10 min.

5. Closing Remarks • Marcus Friedrich, MD, NYS Department of Health 5 min.

6. Q&A • Lisa Dulsky Watkins, MD, Director, Multipayer Primary Care 
(MPC) Network, Milbank Memorial Fund 

20 min.
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NY State SIM
Introduction
Marcus Friedrich, MD, MHCM, MBA, FACP
Chief Medical Officer, Office of Quality and Patient Safety
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Highlights of NYS PCMH Model
• In mid-2017 the Advanced Primary Care practice transformation 

model was launched and later transitioned to NYS Patient Centered 
Medical Home

• NYS PCMH model was launched in April 2018 with 12 additional 
standards now core to achieving the PCMH recognition in New 
York.  Additional Standards focused on:
– Health Information Technology
– Care Coordination/Management
– Population Health
– Behavioral Health Integration
– Value Based Payment Contracting  

• Exceeded initial enrollment goals in June 2019, 7 months before the 
end of the SIM grant
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NY State SIM Project- High Level Accomplishments
• Creation and continuation of NYS PCMH program with NCQA which 

2,800+ practices have engaged with
• 13 health plans involved in four regional ROMCs (many in multiple 

regions) offering aligned VBP contracts
• 15 TA vendors assisted 70% of NYS PCMH practices (over 1,900 

practices)
• Development of Primary Care Core Measure Set with three annual 

versions of PC Scorecard delivered



New York State Primary Care Core 
Measure Set: 

Development and Stewardship

February 27, 2020

Pooja Kothari, Senior Program Manager, United Hospital Fund
Scott Hines, Chief Quality Officer, Crystal Run Health



New York State Primary Care Core Measure Set
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• What is the Core Measure Set?
• A set of 27 standardized quality measures* 
• Aligned with several national and state quality measure programs​
• Six domains salient to primary care: prevention, chronic disease, behavioral 

health/substance use, patient-reported, appropriate use, and cost

• What is the purpose of the Core Measure Set?
• A valid practice-level performance profile integral to quality monitoring and 

improvement, primary care practice transformation​, and with relevance for 
payment models

*As of January 2020



NYS Primary Care Core Measure Set Recommended for 2020
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Context for Developing the Core Measure Set
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• Measure proliferation is a nationally recognized problem.​
• Priority given to more efficient measure sets that minimize reporting 

burdens and are:​
• Lean, relevant to stakeholders, and aligned across payers and federal and 

state programs

• Quality measurement is shifting toward value and emphasizing 
measures that are:​

• Patient-centered and meaningful to patients​
• Actionable, relevant, and important to providers and payers​
• Focused on outcomes where possible, and away from process measures​



The Evolution of the Core Measure Set
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• NYSDOH appointed a stakeholder workgroup to 
advise on the building blocks of primary care 
transformation and provide input on the 
development of the Core Measure Set.

Development (2015-
2016)

• NYSDOH formed a subcommittee* to help 
establish a stewardship process for the Core 
Measure Set.

Stewardship   (2017->)

*A subcommittee of a Statewide Steering Committee charged with providing strategic direction for the SIM award



Stewardship of the Core Measure Set

• Annual review and maintenance of quality measures to ensure that 
the Core Measure Set:​

• Is informed by advances in measurement science​
• Reflects changes in national and NYS healthcare environment – VBP and other 

policies​
• Relies on available data and feasible and valid methods for assessing the value 

of primary care​
• Reflects NYSDOH measurement goals, priorities, and parameters​
• Minimizes collection and reporting burdens
• Reflects gap areas that are identified and incorporates potential measures for 

those areas
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Process for Annual Review of the Core Measure Set
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Formed scoring cohorts with volunteers assigned to 4 stakeholder groups (consumer, 
payer, provider, NYSDOH)

Scored measures using scoring tool to assess individual measures

Presented cohort scoring results to the full Subcommittee for discussion and voting on 
measure disposition

Finalized recommendations to NYSDOH for updating the Core Measure Set



Scoring Tool for Assessing Measures
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Relevant to NYS primary care goals

Addresses the Quadruple Aim                       

Standardized                                                         

Ease of reporting/Can be verified by practices

Addresses high prevalence/impact area

Aligned with payer measure sets

Type of measure

Measure can be evaluated at the level of analysis for intended use                                                               

Notable performance gap or opportunity for improvement in NYS

KEY 
CONSIDERATIONS

MEASURE PRINCIPLES, CRITERIA, CONSIDERATIONS

Relevant to special populations

PRINCIPLES

ESSENTIAL 
CRITERIA

Scoring Key
Principles (prepopulated)

P   Pass
F   Fail

Essential Criteria  (0-3)
0   No
1   Low
2   Medium
3   High

Essential Criteria  (0-1) - Aligned with Payer Measure Sets 
(prepopulated)

0   No
1   Yes

Essential Criteria  (0-3) - Type of Measure (prepopulated)
0   Utilization/Structure
1   Process
2   Interim Outcome
3   Outcome
3   Patient Reported Outcome

Key Considerations
0   No
1   Low
2   Medium
3   High



Achievements
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• Developed a Core Measure Set and an annual review process and engaged 
Subcommittee participants in stewardship activities.

• Specified principles and criteria and created a scoring and voting system for 
assessing and prioritizing measures.  

• Evaluated stakeholder experience and refined the scoring process and tool based 
on feedback.

• Developed an approach for gap areas and identified new measures for 
consideration.

• Completed 2 review cycles and provided recommendations to NYSDOH.



The Subcommittee recommended 27 measures for the 2020 Core Measure Set.  
Recommendations were approved by NYSDOH and presented to the SSC.

Updates to the Core Measure Set
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• Started with 30 
measures 

• Removed 4 
measures

• Identified gap 
areas

2018 
Review 
Cycle

• Started with 26 
measures

• Added 2 
measures from 
the gap areas

• Removed 1 
measure

2019 
Review 
Cycle

Feedback from stakeholders to refine 
the scoring process and tool



Primary Care Measure Set Scorecard 
Overview

Lindsay Cogan, PhD, MS
Director, Division Quality Measurement, Office of Quality and Patient Safety
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Primary Care Scorecard Purpose
What the Scorecard is:
▪ Aggregated, multi-payer information to view practice performance across a consistent set 

of measures for their entire patient panel (rather than on a per payer basis)

– For use by payers in VBP arrangements

– For use by practices to identify areas with improvement opportunities

▪ Monitoring improvement in results are necessary for practices in NYS practice 
transformation.

What the Scorecard isn’t:
▪ A replacement for scorecards and measures required for  ACOs, MA Stars, etc.

▪ A gap in care report from payers to provide services to specific patients

▪ A collection of brand new measures  
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Need for Interim Solution

We needed an interim non-APD solution that:

 Used easily accessible data
 Minimized burden on providers and payers
 Is high quality and consistent across all types of 

patients and payers 
 Leveraged already existing processes
 Employed processes that can be used in future 

versions of the scorecard

The timelines for launch and 
APD roll out did not align.
The program launched in 
2016, while the APD 
completion is not anticipated 
until 2020.

The eventual Primary Care 
Scorecard should leverage 
both administrative claims 
data from the APD* and 
clinical data from EHRs.

*APD: All Payer Database system.  We anticipate commercial data intake to begin in 2020.
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A Claims-Based Version 1.0 

E

B

C

D

A

Considerations

▪ Burden on providers to receive and interpret 
varying reports

▪ No standardized measure set 

▪ No synergies with eventual APD version

▪ Burden on providers (not all have EHRs)

▪ Difficult to assure quality 

▪ Duplicative of upcoming APD

▪ Operationally challenging

▪ Burden on payers and providers

▪ No synergies with eventual APD version

▪ Minimal burden on payers; uses easily 
accessible, already existing data 

▪ High quality standardized data 

▪ Builds towards eventual APD version

Options

Status quo: Individual payers send providers 
reports with no common measure set or 
cross-payer view

Providers self-report                                       
(EMR and other data)

Payers submit raw claims to the State 

Individual payers send providers 
reports with a common measure set

Payers submit numerators and denominators 
of measures to the State
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Payers Played a Critical Role in the Interim Solution

Process and 
collect claims 

Payers
Create Patient-Level Detail (PLD) File as a 
part of HEDIS Reporting
▪ Add provider attribution information

Analyze data

PLD data 

Claims Reports 
by payer

Aggregate metrics from payers 

Create common Scorecard 
providing cross-payer view of 
quality performance vs. 
benchmarks / targets

NYS DOH

Share reports with payer and 
Practice Transformation 
Technical Assistance Agents

Scorecard 
(cross-payer 

view of quality) 
Providers

Deliver care at various sites 
and practices 

Creates Scorecard with measure performance 
by practice and across payers

What’s 
new
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Path Towards Interim Solution

• Three Project Phases:

• Pre Pilot testing (Summer 2016)
• Pilot testing (Winter 2016)
• Reporting (2017, 2018, 2019, 2020- ETA August)
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Annual Cycle
Present Results & 
Gather Feedback

Review Measures
(Feb-June)

Aggregate Data
(August)

Develop Scorecards
(August – September)

Release Scorecards
(September –

October)

Send aggregated data 
to payers
(October)

Finalize Measure Set 
Release Scorecard 

File Layout 
(November)

Annual Reporting:
Yearly and aligns with 
health plan reporting 
requirements to the 
state

Future Plans:
More frequent reporting 
may be possible when 
we are able to use data 
from the All Payer 
Database
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Patient Attribution Approach

• Practice TIN used to aggregate practices across health plans
– Used to generate practice reports

ProviderMember Practice Site

Attribution Elements: Physician NPI, Practice Site, and Practice TIN

Attribution Approach: MCOs use their attribution process 

Practice TIN
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Defining Practice Site
Practice/Practice Group 
TIN

Practice Site/Medical Home
Servicing Location

Servicing Providers
Physicians & Mid-levels
Care Managers
Integrated Providers
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Practices and Providers easier to define than Practice Site
Practice/Practice Group 
TIN

Practice Site/Medical Home
Servicing Location

Servicing Providers
Physicians & Mid-levels
Care Managers
Integrated Providers
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Practice Report Example 

• Only practices having 2 measures with denominator ≥ 20 received 
results

• Practices that not did fulfill criteria received benchmarks for informational purposes

• Table displays measure results grouped by domain with product line 
benchmarks corresponding to measure
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• Bar graph displaying practice results compared to the statewide benchmark
• Visual snapshot of performance

Practice Report Benchmarks
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• Line graph displaying practice results over time

Practice Report Trending
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Future State HIT Enabled Quality Measurement

QE: Qualified Entity, or regional health information organization, is a regional network where 
electronic health information is stored and shared. 
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Quality Measurement Pilot

ROMC: Regional Oversight Management Committees which harness the expertise of 
healthcare delivery system members towards healthcare system transformation.
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Questions

Lindsay.Cogan@health.ny.gov



New York City Metro Payer Collaboration
Amy Tippett-Stangler, Senior Vice President, Northeast Business Group on Health

Robert LaPenna, Network Director for Payment Innovation Programs, Empire



NYC Metro Area: Primary Care Core 
Measure Set

• Goal: align around a focused set of measures across payers and primary care practices
• Six health plans provided information about the measures they use most commonly for 

primary care payment models
• UHF Quality Institute prepared a crosswalk of core measures to these health plan 

measures
• Health plans agree on a subset of core measures to use as part of their payment models
• Health plans may have additional measures but would seek to prioritize shared measures 

in performance based payments
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Closing Remarks

Marcus Friedrich, MD, MHCM, MBA, FACP
Chief Medical Officer, Office of Quality and Patient Safety
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Questions & Answers
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