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UPDATES TO THE ONECITY HEALTH PARTNER REPORTING MANUAL

This updated Phase II OneCity Health Partner Reporting Manual replaces the version
released in June 2017, and reflects the following updates:




Section I: Metrics
o Additional guidance for 14 Phase II Comprehensive Schedule B Process Metrics
due through the end of Phase II, including:
 PM004 (HIV Access and Retention) – Page 17
 PM006 (Project 11) – Page 21
 PM013 (Care Transitions Intervention) – Page 29
 PM014 (Integrated Delivery System) – Page 30
 PM015 (Integrated Delivery System) – Page 31
 PM017 (Integrated Delivery System) – Page 35
 PM018 (Asthma Management Program) – Page 36
 PM019 (Cardiovascular Disease Management) – Page 37
 PM020 (Integration of Palliative Care into the PCMH Model) – Page 39
 PM021 (ED Care Triage for At-Risk Populations) – Page 42
 PM023 (Integrated Delivery System) – Page 44
 PM024 (Integration of Primary Care and Behavioral Health) – Page 45
 PM025 (Integrated Delivery System) – Page 49
 PM028 (Care Transitions Intervention) – Page 53
o Additional clarification on six Phase II Comprehensive Schedule B Process
Metrics that have thresholds for payment, including:
 PM002 (Integrated Delivery System) – Page 13
 PM003 (Asthma Management Program) – Page 15
 PM005 (HIV Access and Retention) – Page 18
 PM010 (Care Transitions Intervention) – Page 23
 PM011 (Care Transitions Intervention) – Page 25
 PM012 (Asthma Management Program) – Page 27
o Additional guidance on invoicing for Phase II Comprehensive Schedule B
Outcome Measures – Page 79
Section II: OneCity Health Partner Portal Overview
o Updated guidance on Portal access and extension requests – Page 84
o Updated guidance on the Portal registration process – Page 86
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ABOUT
This reporting manual is intended for OneCity Health Performing Provider System (PPS) partners. This
document supplements any payment rules found in a partner’s individual Master Services Agreement
(MSA) and corresponding Schedules B for Phase II of Delivery System Reform Incentive Payment
(DSRIP) implementation, beginning April 1, 2017 through December 31, 2017. In order to receive
payment for a specific metric, all required information must be completed, and supporting details or
documentation must be provided as requested.
Individual partners’ Schedules B include specific metrics based on information provided by the partner
to OneCity Health. Because each partner may not be participating in all 11 DSRIP projects, the metrics
discussed in this manual may not be applicable to all partners. In addition, the information specified
within this manual is subject to change based on revised New York State Department of Health
(NYSDOH) guidelines, partner needs, and/or OneCity Health needs. Additional information on project
and metric requirements can be found in the Phase II Comprehensive Schedule B Project
Implementation Summaries and additional supporting materials available on the Partner Portal.
This document was prepared by OneCity Health Services staff to provide information about reporting
on all DSRIP project metrics and is organized into two sections:

Metrics
Detailed reporting guidance on the metrics
and measures included in partners'
Schedules B

OneCity Health Partner Portal Overview
Overview of how to use the OneCity Health
Partner Portal to submit metric and invoice
documentation

If you have any questions, please contact your respective Hub Liaison or the
OneCity Health support desk:




Email: ochsupportdesk@nychhc.org
Phone Number: (646) 694-7090
Hours of Operation: Monday- Friday, 9 a.m. to 5 p.m. EST
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REPORTING MANUAL KEY TERMS
OneCity Health

New York City's largest Performing Provider System (PPS) that consists of over 200
partners in four borough-based hubs; implements 11 interrelated projects across the PPS
network to close critical gaps in the continuum of care
•

MSA

Schedule B

Phase II

Process Metric

Outcome
Measure

Patient
Engagement
Metric

OneCity Health
Partner Portal

Master Services Agreement (MSA); establishes partnership between an organization and
OneCity Health to conduct DSRIP work

Agreement that defines specific roles and responsibilities between OneCity Health
Services and PPS partners related to specific projects, detailing flow of funds

Contracting period from April 1, 2017 – December 31, 2017; the Phase II Comprehensive
Schedule B was distributed via DocuSign to your organization’s primary signatory and
includes process metrics, patient engagement metrics, and outcome measures

Requirement developed by OneCity Health to measure project completion and flow
funds to partners; to validate completion of metric, partners must submit reporting
documentation and invoice documentation

Requirement developed by NYSDOH to measure DSRIP implementation to flow funds to
PPS; achievement determined by NYSDOH after the end of contracting period (Dec. 31);
partner payment dependent on overall PPS achievement of each outcome measure

Requirement developed by NYSDOH to measure the number of patients engaged in
specific DSRIP projects; payment dependent on overall PPS achievement

Online platform where partners can view, report on, and invoice for the metrics related
to the projects outlined in their Phase II Schedules B; will be referred to as “Portal”
throughout this manual
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REPORTING & INVOICING WORKFLOW
You will report on metrics by logging into the OneCity Health Partner Portal and entering required
information or uploading documentation as specified for each metric. Specific instructions on how to
report each metric are included in Section I of this manual.

Overview of Reporting & Invoicing through the OneCity Health Partner Portal

1. Partner logs into the
Portal
2. Partner completes
metric submission

OneCity Health
validates submission as
complete

3. Partner completes
preliminary invoice
submission

YES

Pending invoice is
finalized

OneCity Health
processes
payment to
partner

NO

Metric is returned to
partner and
preliminary invoice is
automatically rejected

As described in Section II, when you submit a report through the
Portal you will complete the corresponding invoice at the same time.
After your report and invoice are submitted, they will be reviewed for
content and completeness by OneCity Health. If your report is
approved, payment can be expected within 60 days from when the
pending invoice is finalized.
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Section I: METRICS
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SECTION I: METRICS
This section includes detailed information on what and how to report on metrics from the
Comprehensive Schedule B, as well as any distinct Schedules B; however, the actual reporting
templates, surveys, or other forms for submission will be available through the Portal as they are
finalized by OneCity Health. All guidance included in this manual is subject to change. For the most up
to date information on each metric, refer to the Portal.
Comprehensive Schedules B include three different types of reporting requirements: process metrics;
outcome measures; and patient engagement metrics.
PROCESS METRICS

OUTCOME MEASURES

PATIENT ENGAGEMENT
METRICS

 Similar to many of the
Phase I metrics
 Your Comprehensive
Schedule B includes a
specific list of process
metrics based on Phase II
project participation
 Every metric has a specific
metric ID and due date
 You must report through
the Portal according to due
dates specified in the
contract and the reporting
manual
 All submissions are
reviewed by OneCity Health
 You must successfully
achieve process metrics to
receive payment

 Phase II Comprehensive
 Similar to Phase I patient
Schedule B introduces
engagement metrics
outcomes-based measures
 Specific to each partner
 14 outcome measures
based on Phase II project
were prioritized from a
participation
larger list of pay-for You will report quarterly to
performance DSRIP
OneCity Health on patients
outcome measures defined
who meet NYS DOH criteria
by NYS DOH
for being “actively
 Outcome measures are our
engaged”
goals as an overall PPS and
 All submissions are
do NOT require reporting
reviewed by OneCity Health
by partners
 Payment is dependent on
 You will receive payment
PPS achievement as a
for outcome measures in
whole
your Schedule B if:
 If you have patient
- The PPS successfully
engagement metrics in your
achieves each individual
Schedule B, you will be
outcome measure AND
eligible to earn funds above
- You successfully achieve
your partner total eligible
a minimum of 50
allocation based upon
percent of the process
reported contribution to
metrics in your
these metrics
Comprehensive
Schedule B
NOTE: The metrics included in this section will NOT apply to all partners. You are responsible for
reporting only on the metrics included in your organization’s specific Schedule(s) B. Only those
metrics will appear when you log on to the Partner Portal.
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PROCESS METRICS
The chart below lists a summary of all the process metrics from the Comprehensive Schedule B*:
Metric ID

Project

PM001

IDS
(2.a.i)

PM002

PM003

PM004
PM005
PM006
PM007

PM010

PM011

PM012

PM013

PM014
PM015
PM016

Metric Summary

Sign Comprehensive Schedule B and return to OneCity Health Services through
DocuSign within 45 days of the effective date.
Demonstrate that for a minimum of 80% of patients discharged from a post-acute
IDS
or skilled nursing facility, communication is provided to patient's primary care
(2.a.i)
provider regarding the discharge.
(Only for partners that provide skilled nursing/nursing home services)
Demonstrate that a minimum of 80% of patients who were referred from primary
Asthma
care had a completed Asthma Action Plan in GSI at the time of the home visit.
(3.d.ii)
(For partners that provide pediatric or family primary care services)
HIV
Complete HIV Assessments of Program Interventions survey as designed and
(4.c.ii)
administered by OneCity Health Services.
HIV
Demonstrate that a minimum of 75% of patients diagnosed with HIV have had an
(4.c.ii)
initial HIV clinical visit within 90 days from date of the HIV test.
Project 11 Develop a standardized process for use of the care management screening tool
(2.d.i)
per OneCity Health Services' minimum requirements.
IDS
Complete the Phase II Partner Network & Gap Assessment survey as designed and
(2.a.i)
administered by OneCity Health Services.
Demonstrate that a minimum of 50% of patients enrolled by the Care Transitions
Care
program have at least one care plan update completed for each week of
Transitions
enrollment.
(2.b.iv)
(For partners that provide transition management services/teams)
Care
Demonstrate that a minimum of 75% of patients enrolled to the Care Transitions
Transitions program have an initial assessment completed.
(2.b.iv)
(For partners that provide transition management services/teams)
Asthma
Demonstrate that a minimum of 20% of patients enrolled in the Asthma program
(3.d.ii)
have a completed home visit.
(For partners that provide Asthma CHW services)
Demonstrate development of standard elements to be included in a discharge
Care
summary report and Quality Improvement (QI) process to ensure all elements are
Transitions
incorporated and reports are completed.
(2.b.iv)
(For partners that are hospitals)
IDS
Complete the Financial Assessment survey as designed and administered by
(2.a.i.)
OneCity Health Services.
IDS
Report the total number of staff hired, redeployed or retrained to complete DSRIP
(2.a.i)
related activities.
IDS
Complete the NPI survey as designed and administered by OneCity Health
(2.a.i)
Services.
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Metric ID

Project

PM017

IDS
(2.a.i)

PM018

Asthma
(3.d.ii)

PM019

PM020

CVD
(3.b.i)
Palliative
Care
(3.g.i)

PM021

ED Care
Triage

PM022

Palliative
Care
(3.g.i)

PM023

IDS
(2.a.i)

PM024

PCBH
(3.a.i)

PM025

IDS
(2.a.i)

PM026

HHAR
(2.a.iii)

PM027

ED Care
Triage
(2.b.iii)

Metric Summary
Attend at least one required Value-Based Payment training session that will be
offered by OneCity Health Services within the contract period.
Demonstrate that at least one provider at each participating site has successfully
completed Physician Asthma Care Education (PACE) training by submitting
certificates of completion.
(For partners that provide pediatric or family primary care services)
Complete the Cardiovascular Practice Assessment survey as designed and
administered by OneCity Health Services.
Complete the Palliative Care Integration Practice Assessment survey as designed
and administered by OneCity Health Services.
Demonstrate implementation of the ED care management staffing model, for at
least one team in at least one facility, meeting the core functional requirements as
detailed by OneCity Health Services.
Submit documentation of completed Integrated Palliative Care Outcome Scale
(IPOS) assessments for eligible primary care patients as detailed by OneCity Health
Services.
(Only for partners participating in the Integrated Palliative Care Outcome Scale
(IPOS) assessment)
For substance abuse treatment providers, demonstrate implementation of a
process by which informed consent for the sharing of medical records is routinely
discussed with patients.
(Only for partners that provide substance abuse treatment services)
Demonstrate co-location of primary care services in the behavioral health setting
and/or behavioral health services in the primary care setting, and/or completion
of care team training in behavioral health integration per minimum requirements
as established by OneCity Health Services.
Complete required trainings for OneCity Health Services designated social services
referral platform and develop a process for generating and/or accepting referrals
within the platform.
Identify a primary care team member who will serve as a liaison with Health Home
care coordinators; hold an initial meeting with Health Home providing Health
Home At-Risk services to your site; and develop joint workflows with this Health
Home for communication about patient needs and status.
(For partners that provide primary care services)
Develop a consistent process to assign Emergency Severity Index (ESI) levels for all
patients that present in the Emergency Department and a process to educate all
ESI level 4 and 5 patients of more appropriate care settings (i.e., primary and
urgent care).
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Metric ID

PM028

PM029

PM031

PM032

Project

Metric Summary

Develop a standard clinical management model for patients with congestive heart
Care
failure in order to reduce the risk of readmission; and a timeline for planned
Transitions
implementation at all hospital facilities by December 31 2018.
(2.b.iv)
(For partners that are hospitals)
IDS
Complete the Phase III Contracting survey as designed and administered by
(2.a.i)
OneCity Health Services.
For completed PAMs reported through metrics PE03.1 - PE03.9, demonstrate that
Project 11
at least 15% of applicable patients were connected to primary care providers
(2.d.i)
and/or insurance specialists.
Project 11 Report the total number of newly trained employees that have attended PAM
(2.d.i)
administration training.

*Process metrics in the Comprehensive Schedule B are not necessarily ordered consecutively

This version of the Partner Reporting Manual also includes reporting requirements for the following
distinct Schedule B metrics:
Metric ID
DSB_HHARCMA
DSB_HHARMonthly

Project
HHAR
(2.a.iii)
HHAR
(2.a.iii)

Metric Summary
Health Home At-Risk Care Management Agency (CMA) Payment
(For partners that are Lead Health Homes)
Health Home At-Risk Monthly Payment
(For partners that are Lead Health Homes)

There are some metrics that have multiple reporting periods. For each of these metrics, you will see
discrete metrics in your Comprehensive Schedule B, corresponding to the different due dates.
For each of these metrics, the reporting instructions will include a table indicating the corresponding
metric IDs, due dates, and time periods to report on for each metric. Below is an example of this:
Metric

Report due date:

Reporting time period:

PM002.1
PM002.2
PM002.3

July 14, 2017
October 13, 2017
January 12, 2018

April 1, 2017 – June 30, 2017
July 1, 2017 – September 30, 2017
October 1, 2017 – December 31, 2017
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PM001 (INTEGRATED DELIVERY SYSTEM)

Throughout the manual, metric-specific
reporting instructions will follow this
standard format based on the
information included in the Schedule B

Section/Project ID (Metric
ID) – Metric Type

IDS (PM001) – Process

Metric

Sign Comprehensive Schedule B and return to OneCity Health Services through
DocuSign within 45 days of the effective date.

Due Date(s)

May 15, 2017

Participant Obligations

Sign Comprehensive Schedule B and return to OneCity Health Services utilizing
DocuSign by the specified date.

REPORTING INSTRUCTIONS
The Comprehensive Schedule B was distributed to partners via DocuSign. Complete instructions for
signing the Schedule B are available on the OneCity Health website here:
http://www.onecityhealth.org/wp-content/uploads/17MISC0006-Instructions-for-Signing-OCHSchedule-B.pdf
The contract must be signed by May 15, 2017 in order to participate in Phase II contracting.
Once you sign the contract by the specified due date, your organization is eligible to receive 10 percent
of its total eligible allocation. After signing the contract, log on to the Portal to attest to signing the
Phase II Comprehensive Schedule B.

NOTE: In order to complete this metric and receive the 10 percent signing payment, you
must submit the attestation through the Portal by May 15, 2017.
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PM002 (INTEGRATED DELIVERY SYSTEM)
Section/Project ID (Metric
ID) – Metric Type

IDS (PM002) – Process

Metric

Demonstrate that for a minimum of 80% of patients discharged from a postacute or skilled nursing facility, communication is provided to patient's primary
care provider regarding the discharge.

Due Date(s)

July 14, 2017; October 13, 2017; January 12, 2018

Participant Obligations

Submit documentation that demonstrates communication to patient's primary
care provider regarding the discharge for 80% of discharged patients from a
post-acute or skilled nursing facility.

REPORTING INSTRUCTIONS
This metric only applies to partners that provide skilled nursing/nursing home services
There are three due dates for this metric:
Metric

Report due date:

Reporting time period:

PM002.1
PM002.2
PM002.3

July 14, 2017
October 13, 2017
January 12, 2018

April 1, 2017 – June 30, 2017
July 1, 2017 – September 30, 2017
October 1, 2017 – December 31, 2017

Measure
Definition:

Percentage of patients/residents discharged from the skilled nursing facilities for whom
discharge summaries were communicated to the patient’s/resident’s community primary
care provider

Numerator:

Number of patients/residents in the denominator for whom discharge summaries were
communicated to the patient’s/resident’s community primary care provider via fax or
other secure mechanism, and for whom this was documented in the patient/resident chart

Denominator:

Number of patients/residents discharged from the skilled nursing facility to the community
at any time during the reporting time period

Threshold:

80%

Frequency:

Quarterly (every 90 days)

Source:

Internal Tracking

Exclusions:

Patients/residents discharged to an acute care hospital and expirations
13
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Instructions for reporting on this metric are included below. All information will be
entered into the Portal. The submission must be completed at a System level.
After entering numerator and denominator values in the Portal, you must also upload
patient-level supporting documentation that includes the following information:
Instructions:






Patient name (first and last)
Medicaid Client Identification Number (CIN), if applicable
Discharge date
Whether required communication to primary care provider occurred and date of
communication

All partners may be subject to audit.

For all metrics with a threshold for payment, your submission will be reviewed for completeness to
determine if the numerator and denominator you reported match your uploaded supporting
documentation:



If your submission is complete and meets the threshold for payment (80%), it will show up as
“Completed” in the Portal, and an invoice for payment will be generated.
If your submission is complete but does not meet the threshold for payment (80%), it will still show
up as “Completed” in the Portal, and a zero dollar invoice will be automatically generated.
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PM003 (ASTHMA MANAGEMENT PROGRAM)
Section/Project ID (Metric
ID) – Metric Type

Asthma (PM003) – Process

Metric

Demonstrate that a minimum of 80% of patients who were referred from
primary care had a completed Asthma Action Plan in GSI at the time of the
home visit.

Due Date(s)

July 27, 2017; October 27, 2017; January 26, 2018

Participant Obligations

Accurately document within GSI the status of a completed Asthma Action Plan
for all patients who were referred from primary care.
Provide documentation that demonstrates 80% of patients who were referred
from primary care had a completed Asthma Action Plan in GSI at the time of
the home visit.

REPORTING INSTRUCTIONS
This metric applies to partners that provide pediatric or family primary care services
There are three due dates for this metric:
Metric

Report due date:

Reporting time period:

PM003.1

July 27, 2017

April 1, 2017 – June 30, 2017

PM003.2

October 27, 2017

July 1, 2017 – September 30, 2017

PM003.3

January 26, 2018

October 1, 2017 – December 31, 2017

Additional guidance and/or resources for tracking this metric are forthcoming.
Measure
Definition:

Percentage of patients referred from primary care* with a completed home visit who have
an Asthma Action Plan uploaded in GSI

Numerator:

All unique patients with a completed home visit within the reporting time period who have
an Asthma Action Plan uploaded in GSI

Denominator:

Unique patients with a completed home visit within the reporting time period

Threshold:

80%

Frequency:

Quarterly (every 90 days)

Source:

GSI

Instructions:

Step 1: Identify the denominator – all patients with a completed home visit within the
three (3) month reporting period.
Step 2: Identify the numerator – patients within the denominator that have a completed
Asthma Action Plan uploaded in GSI
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The Portal will auto-calculate the percentage of patients with a completed home visit who
have an Asthma Action Plan uploaded in GSI.
When reporting this metric, you will be required to upload patient-level supporting
documentation to support the numbers you report. This supporting documentation must
include patient name, Medicaid CIN (where applicable), and relevant details to support the
values reported for the numerator and denominator.

*If any of your referrals are generated from specialty care, please include them in the denominator.

NOTE: It is important to work closely with your Community Health Worker (CHW) organization to
make sure that Asthma Action Plans are being uploaded to GSI. Please contact the OneCity Health
support desk if there are any issues.

For all metrics with a threshold for payment, your submission will be reviewed for completeness to
determine if the numerator and denominator you reported match your uploaded supporting
documentation:



If your submission is complete and meets the threshold for payment (80%), it will show up as
“Completed” in the Portal, and an invoice for payment will be generated.
If your submission is complete but does not meet the threshold for payment (80%), it will still show
up as “Completed” in the Portal, and a zero dollar invoice will be automatically generated.
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PM004 (HIV ACCESS AND RETENTION)
Section/Project ID (Metric
ID) – Metric Type

HIV (PM004) – Process

Metric

Complete HIV Assessments of Program Interventions survey as designed and
administered by OneCity Health Services.

Due Date(s)

September 29, 2017

Participant Obligations

Complete the HIV Assessments of Program Interventions survey and submit to
OneCity Health Services by the specified due date.

REPORTING INSTRUCTIONS
The HIV Assessments of Program Interventions survey will contain questions related to the HIV services
that your organization provides. The purpose of this survey is to enable us to better understand our
PPS network and the services provided by our partners.





The survey will be completed through Survey Monkey
The link to access the survey will be available through metric PM004 in the Portal
Following completion of the survey in Survey Monkey, you will receive an email with a PDF of
your submitted survey responses. This email will be sent within 1-2 business days of completion
Please review this PDF and then go back to the submission page for Metric PM004 in the Portal.
To complete your submission you must upload this PDF and attest to completion of the survey.

NOTE: Completion of the survey alone is not sufficient for meeting the requirements of

metric PM004. You must attest to completion of the survey in the Portal and upload the PDF
of the survey results. All steps must be completed by September 29, 2017 in order to receive
payment for this metric.
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PM005 (HIV ACCESS AND RETENTION)
Section/Project ID (Metric
ID) – Metric Type

HIV (PM005) – Process

Metric

Demonstrate that a minimum of 75% of patients diagnosed with HIV have had
an initial HIV clinical visit within 90 days from date of the HIV test.

Due Date(s)

July 31, 2017; October 31, 2017; January 31, 2018*

Participant Obligations

Submit attestation that demonstrates 75% of patients diagnosed with HIV
have had an initial HIV clinical visit within 90 days from date of the HIV test.

* The due dates for these metrics were extended from July 14, 2017; October 13, 2017; and January 12, 2017

REPORTING INSTRUCTIONS
There are three due dates for this metric:
Metric

Report due date*:

Reporting time period:

PM005.1
PM005.2
PM005.3

July 31, 2017
October 31, 2017
January 31, 2018

April 1, 2017 – June 30, 2017
July 1, 2017 – September 30, 2017
October 1, 2017 – December 31, 2017

* The due dates for these metrics were extended from July 14, 2017; October 13, 2017; and January 12, 2017

Measure
Definition:

Percentage of patients diagnosed with HIV that have had an initial HIV clinical visit within
90 days from the date of the HIV test

Numerator:

Number of patients with a completed HIV primary care appointment within 90 days of
positive HIV test result
(See definition of “positive HIV test” below)

Denominator:

Number of eligible patients with a positive HIV test
(See instructions below for determining this number)

Threshold:

75%

Frequency:

Quarterly (every 90 days)

Source:

Internal Tracking

Instructions:

An Excel metric tracker will be provided in the Portal to help you report on this metric.
When submitting your report, you will be required to enter the numerator, denominator,
and upload the completed metric tracker. From this information, the Portal will autocalculate the percentage of patients diagnosed with HIV that have had an initial HIV
clinical visit within 90 days from the date of the HIV test
18
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See guidance below for determining the denominator for each reporting period, as well as
additional definitions for this metric.
Report due July
31, 2017
(PM005.1)

Denominator: Number of patients with a positive HIV test result between 4/1/17 6/30/17.
Additional guidance on denominator:



Report due
October 31, 2017
(PM005.2)

If a patient has multiple positive HIV tests in the reporting period, the patient
should only be reported once in the contracting period.
Any patients with a positive HIV test result between 4/1/17 - 6/30/17 who did
NOT complete an HIV primary care appointment by 6/30/17, should NOT be
reported in July. These patients should be reported in October so that these
currently noncompliant patients have the full 90 day follow-up period to be linked
with HIV primary care.

Denominator: Number of patients with either
(1) A positive HIV test result between 7/1/17 – 9/30/17
OR
(2) A positive HIV test result between 4/1/17 - 6/30/17, that was NOT reported in
July of 2017 because the patient did not have the full 90 day time period for
linkage to HIV primary care.
Additional guidance on denominator:



Report due
January 31, 2018
(PM005.3)

If a patient has multiple positive HIV tests since April 1, 2017, the patient should
only be reported once in the contracting period.
Any patients with a positive HIV test result between 7/1/17 - 9/30/17 who did
NOT complete an HIV primary care appointment by 9/30/17, should NOT be
reported in October. These patients should be reported in January so that these
currently noncompliant patients have the full 90 day follow-up period to be linked
with HIV primary care.

Denominator: Number of patients with either
(1) A positive HIV test result between 10/1/17 - 12/31/17
OR
(2) A positive HIV test result between 7/1/17 - 9/30/17, that was NOT reported in
October of 2017 because the patient did not have the full 90 day time period for
linkage to HIV primary care.
Additional guidance on denominator:
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If a patient has multiple positive HIV tests since April 1, 2017, the patient should
only be reported once in the contracting period.
Any patients with a positive HIV test result between 10/1/17 - 12/31/17 who did
NOT complete an HIV primary care appointment by 12/31/17, should NOT be
reported in January 2018, as these patients have not had a full 90 day outcome
period. These patients should be reported, as appropriate with guidance from the
Phase III contract as applicable.

Term
Positive HIV test

Definition
A “positive HIV test” is defined as a preliminary positive (reactive) point-of-care HIV
test or a lab-based HIV screening test (e.g., Ab/Ag HIV test). Secondary HIV testing
done for confirmation or assessment are not included within this indicator.

HIV primary care
appointment

The date of the first kept HIV primary care appointment from the date of the positive
HIV test. The HIV primary care appointment refers to a clinical assessment by an HIV
Specialist. This does not include post-test counseling, intake assessments, or
introductions to clinical staff that may occur at different times from the HIV primary
care appointment.

90-days following
positive HIV test

The first HIV primary care appointment should occur within 90 calendar days of the
positive HIV test. The formula "Date of first HIV primary care appointment” – “Date
of positive HIV test" may be used to calculate whether or not the follow-up
appointment occurred within 90 days of the positive HIV test result.

NOTE: If no screened patients were positive for HIV during the respective time period, you would
not meet the 75% requirement.

For all metrics with a threshold for payment, your submission will be reviewed for completeness to
determine if the numerator and denominator you reported match your uploaded supporting
documentation:



If your submission is complete and meets the threshold for payment (75%), it will show up as
“Completed” in the Portal, and an invoice for payment will be generated.
If your submission is complete but does not meet the threshold for payment (75%), it will still show
up as “Completed” in the Portal, and a zero dollar invoice will be automatically generated.
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PM006 (PROJECT 11)
Section/Project ID (Metric
ID) – Metric Type

Project 11 (PM006) – Process

Metric

Develop a standardized process for use of the care management screening
tool per OneCity Health Services' minimum requirements.

Due Date(s)

December 8, 2017

Participant Obligations

Provide documentation that demonstrates development of a process for use
of the care management screening tool per OneCity Health Services' minimum
requirements.

REPORTING INSTRUCTIONS
OneCity Health is working to integrate care management screening for all patient or client needs in
three domains: emergency department / hospital usage; medical needs; and social service needs (i.e.
housing, food insecurity, benefit enrollment, employment and education).
For this metric, you will be required to report on your organization’s current methods for assessing
social service needs and referring clients/patients to care management or a social service provider who
could meet those needs. This includes reporting on the roles of the individuals who conduct the
screening/refer patients or clients, as well as the names of the organizations to which referrals are
made. (A minimum of two organization names must be provided, one of which may be the partner’s
organization).
If your organization does not currently have a process for assessing social service needs and referring
clients/patients to care management or a social service provider, please describe what a potential
process would be. This process must include the roles of the individuals who would conduct the
screening/refer patients or clients, as well as the names of the organizations to which referrals could
be made. (A minimum of two organization names must be provided, one of which may be the partner’s
organization).
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PM007 (INTEGRATED DELIVERY SYSTEM)
Section/Project ID (Metric
ID) – Metric Type

IDS (PM007) – Process

Metric

Complete the Phase II Partner Network & Gap Assessment survey as designed
and administered by OneCity Health Services.

Due Date(s)

June 30, 2017

Participant Obligations

Complete the Phase II Partner Network & Gap Assessment survey and submit
to OneCity Health Services by the specified due date.

REPORTING INSTRUCTIONS
Below is a description of the Phase II Partner Network & Gap Assessment survey. The survey itself will
be accessible via the Portal, along with additional instructions for completion.
The goal of this survey is to gain a deeper understanding of partners in the OneCity Health PPS
network, including your:






Listing of services currently offered and plans to change/add service offerings
Current capacity (including staffing) and hours of operation
Ability and plans to expand capacity to serve more patients or clients
Description of payer mix (for medical billing organizations) and participation in risk-sharing
programs
Referral patterns to and from other health care and social services providers

The number of questions for each partner will depend on the types of services provided. The survey
consists of general questions that are required of all partners, as well as questions for specific types of
organizations. Question #1 of the survey requires you to select your service type (Clinical Provider,
Community Based Organization [non-Medicaid billing], Care Management/IDD Service Provider, and/or
Pharmacy). The section(s) of the survey that you are required to complete are dependent upon your
response to Question #1. Partners who select multiple service types must complete each of the
corresponding survey sections for that service type.
Please note: a PDF version of the survey was sent via email to all partners in early May and is available
in the Portal under “Implementation Materials” to facilitate sharing this survey with relevant staff
within your organization. Please review the survey in advance of the deadline to allow adequate time
for gathering information needed to complete the survey (for some partners, this survey could be
lengthy and require research and compiling data, e.g., staffing details). As you complete the survey,
you will be able to save your responses and resume at a later point. Clarifying definitions for some of
the terms in the survey are included in a glossary page of the PDF and are also available in the Portal as
you complete the survey.
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PM010 (CARE TRANSITIONS INTERVENTION)
Section/Project ID (Metric
ID) – Metric Type

Care Transitions (PM010) – Process

Metric

Demonstrate that a minimum of 50% of patients enrolled in the Care
Transitions program have at least one care plan update completed for each
week of enrollment.

Due Date(s)

July 27, 2017; October 27, 2017; January 26, 2018

Participant Obligations

Accurately document within GSI all patients that have been enrolled in the
Care Transitions program in the defined reporting period and each weekly
update made to the care plan.
Provide documentation that demonstrates at least 50% of care transitions
enrollees have at least one care plan update completed for each week of
enrollment.

REPORTING INSTRUCTIONS
This metric applies to partners that provide transition management services/teams
There are three due dates for this metric:
Metric

Report due date:

Reporting time period:

PM010.1
PM010.2
PM010.3

July 27, 2017
October 27, 2017
January 26, 2018

April 1, 2017 – June 30, 2017
July 1, 2017 – September 30, 2017
October 1, 2017 – December 31, 2017

Additional guidance and/or resources for tracking this metric are forthcoming.
Measure
Definition:

Percentage of patients in the Care Transitions program with a status of ‘assigned’ in GSI for
at least 30 days within the reporting period who have at least four (4) care plan updates

Numerator:

Patients with at least four (4) care plan updates

Denominator:

All patients with a status of ‘assigned’ in GSI for at least 30 full days at any point within the
three (3) month reporting time period

Threshold:

50%

Frequency:

Quarterly (every 90 days)

Source:

GSI

Instructions:

Step 1: Identify the denominator – all patients with a status of ‘assigned’ in GSI for at least
30 full days at any point within the three (3) month reporting time period.
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The reporting time period depends on when the last day falls within the three
months. For example, if a patient was assigned from June 2, 2017 through July 1,
2017, report him or her in the second reporting period (due October 2017)

Step 2: Identify the numerator – patients within the denominator that have at least four
(4) care plan updates.
The Portal will auto-calculate the percentage of patients with a status of ‘assigned’ in GSI
for at least 30 days within the reporting period who have at least four care plan updates.
When reporting this metric, you will be required to upload patient-level supporting
documentation to support the numbers you report. This supporting documentation must
include patient name, Medicaid CIN (where applicable), and relevant details to support the
values reported for the numerator and denominator.

For all metrics with a threshold for payment, your submission will be reviewed for completeness to
determine if the numerator and denominator you reported match your uploaded supporting
documentation:



If your submission is complete and meets the threshold for payment (50%), it will show up as
“Completed” in the Portal, and an invoice for payment will be generated.
If your submission is complete but does not meet the threshold for payment (50%), it will still show
up as “Completed” in the Portal, and a zero dollar invoice will be automatically generated.
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PM011 (CARE TRANSITIONS INTERVENTION)
Section/Project ID (Metric
ID) – Metric Type

Care Transitions (PM011) – Process

Metric

Demonstrate that a minimum of 75% of patients enrolled in the Care
Transitions program have an initial assessment completed.

Due Date(s)

July 27, 2017; October 27, 2017; January 26, 2018

Participant Obligations

Accurately document within GSI all patients that have been enrolled in the
Care Transitions program in the defined reporting period and the status of a
completed initial assessment.
Provide documentation that demonstrates at least 75% of patients enrolled in
the Care Transitions program have an initial assessment completed.

REPORTING INSTRUCTIONS
This metric applies to partners that provide transition management services/teams
There are three due dates for this metric:
Metric:

Report due date:

Reporting time period:

PM011.1
PM011.2
PM011.3

July 27, 2017
October 27, 2017
January 26, 2018

April 1, 2017 – June 30, 2017
July 1, 2017 – September 30, 2017
October 1, 2017 – December 31, 2017

Additional guidance and/or resources for tracking this metric are forthcoming.
Measure
Definition:

Percentage of patients in the Care Transitions program who have an initial assessment
completed

Numerator:

Patients that have a completed initial assessment

Denominator:

All patients with a status of ‘assigned’ in GSI for the Care Transitions program at any point
within the three (3) month reporting time period.

Threshold:

75%

Frequency:

Quarterly (every 90 days)

Source:

GSI

Instructions:

Step 1: Identify the denominator – all patients with a status of ‘assigned’ in GSI for the
Care Transitions program at any point within the three (3) month reporting time period.


Remove anyone who was reported in any prior period unless that patient was rehospitalized and newly assigned
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Step 2: Identify the numerator – patients within the denominator that have completed an
initial assessment at any time.
The Portal will auto-calculate the percentage of patients in the Care Transitions Program
who have an initial assessment completed.
When reporting on this metric, you will be required to upload patient-level supporting
documentation to support the numbers you report. This supporting documentation must
include patient name, Medicaid CIN (where applicable), and relevant details to support the
values reported for the numerator and denominator.
Patients who were assigned for a time period spanning more than one reporting period
should only be reported in the first reporting period.
Clarifying
details:

For example: If someone was assigned from June 15 to July 15, report him or her in the
first reporting period (July 2017).
If someone was assigned from July 1 to July 15, report him or her in the second reporting
period (October 2017).

For all metrics with a threshold for payment, your submission will be reviewed for completeness to
determine if the numerator and denominator you reported match your uploaded supporting
documentation:



If your submission is complete and meets the threshold for payment (75%), it will show up as
“Completed” in the Portal, and an invoice for payment will be generated.
If your submission is complete but does not meet the threshold for payment (75%), it will still show
up as “Completed” in the Portal, and a zero dollar invoice will be automatically generated.
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PM012 (ASTHMA MANAGEMENT PROGRAM)
Section/Project ID (Metric
ID) – Metric Type

Asthma (PM012) – Process

Metric

Demonstrate that a minimum of 20% of patients enrolled in the Asthma
program have a completed home visit.

Due Date(s)

July 27, 2017; October 27, 2017; January 26, 2018
Accurately document within GSI all patients that have been enrolled in the
Asthma program in the defined reporting period and the status of a completed
home visit.

Participant Obligations

Provide documentation that demonstrates 20% of patients enrolled in the
Asthma program have a completed home visit.

REPORTING INSTRUCTIONS
This metric applies to partners that provide Asthma CHW services
There are three due dates for this metric:
Metric:
PM012.1
PM012.2
PM012.3

Report due date:
July 27, 2017
October 27, 2017
January 26, 2018

Reporting time period:
April 1, 2017 – June 30, 2017
July 1, 2017 – September 30, 2017
October 1, 2017 – December 31, 2017

Additional guidance and/or resources for tracking this metric are forthcoming.
Measure
Definition:

Percentage of patients enrolled in the Asthma program who have a completed home visit

Numerator:

All patients with a status of ‘assigned’ or ‘enrolled’ in GSI who had a home visit completed

Denominator:

All patients with a status of ‘assigned’ or ‘enrolled’ in GSI at any time within the reporting
time period

Threshold:

20%

Frequency:

Quarterly (every 90 days)

Source:

GSI

Instructions:

Step 1: Identify the denominator – all patients with a status of ‘assigned’ or ‘enrolled’ in
GSI at any point within the three (3) month reporting time period.
Step 2: Identify the numerator – patients within the denominator that have a completed
home visit
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The Portal will auto-calculate the percentage of patients enrolled in the Asthma program
who had a home visit completed.
When reporting on this metric, you will be required to upload patient-level supporting
documentation to support the numbers you report. This supporting documentation must
include patient name, Medicaid CIN (where applicable), and relevant details to support the
values reported for the numerator and denominator.

For all metrics with a threshold for payment, your submission will be reviewed for completeness to
determine if the numerator and denominator you reported match your uploaded supporting
documentation:



If your submission is complete and meets the threshold for payment (20%), it will show up as
“Completed” in the Portal, and an invoice for payment will be generated.
If your submission is complete but does not meet the threshold for payment (20%), it will still show
up as “Completed” in the Portal, and a zero dollar invoice will be automatically generated.
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PM013 (CARE TRANSITIONS INTERVENTION)
Section/Project ID (Metric
ID) – Metric Type

Care Transitions (PM013) – Process

Metric

Demonstrate development of standard elements to be included in a discharge
summary report and Quality Improvement (QI) process to ensure all elements
are incorporated and reports are completed.

Due Date(s)

December 8, 2017

Participant Obligations

Provide documentation of the standard elements to be included in a discharge
summary report and narrative regarding the Quality Improvement process to
ensure that all elements are incorporated and reports are completed.

REPORTING INSTRUCTIONS
This metric applies to partners that are hospitals
Below are instructions on the type of information you will be required to report on for this metric.


Provide a document that describes standard system-wide elements of discharge summary
reports. The submitted materials should be relevant to all inpatient hospital services (medical,
pediatric, psychiatric, surgical, obstetric, etc.).



Describe the process by which these standard discharge summary reports were developed and
approved by your organization.



Describe how standardized discharge reports are being implemented within your organization
across all facilities, including a timeline for implementation. A plan for integration into
Electronic Health Records at each facility should be addressed.



Describe current or planned quality improvement activities to ensure that discharge summaries
are accurately completed, including a standard approach to monitoring and quality
improvement, and a description of how these quality improvement activities will be assigned to
and operationalized across facilities and services.
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PM014 (INTEGRATED DELIVERY SYSTEM)
Section/Project ID (Metric
ID) – Metric Type

IDS (PM014) – Process

Metric

Complete the Financial Assessment survey as designed and administered by
OneCity Health Services.

Due Date(s)

September 29, 2017

Participant Obligations

Complete the Financial Assessment survey and submit to OneCity Health
Services by the specified due date.

REPORTING INSTRUCTIONS
All PPSs bear responsibility for building and maintaining a network with adequate scope of services and
geographic reach. To that end, OneCity Health will conduct initial and ongoing financial assessments to
identify partners that may be at financial risk or considered financially fragile that could potentially
jeopardize the PPS’s ability to meet the needs of our patients and the goals of DSRIP. Taking steps to
assist partners as deemed appropriate by PPS Governance is an integral part of our development of a
strong, integrated delivery system.
The initial OneCity Health Network Financial Health Assessment was conducted in February 2016. The
2016 Assessment is available on the OneCity Health website for reference purposes:
http://www.onecityhealth.org/pps-network-financial-health-assessment-coming-soon/
The 2017 assessment questions are now available for completion in the Portal and a PDF of the survey
is available to view on the OneCity Health website. Similarly to the 2016 assessment, the 2017
assessment questions will be the same for all partner types and will be collected at the system level.
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PM015 (INTEGRATED DELIVERY SYSTEM)
Section/Project ID (Metric
ID) – Metric Type

IDS (PM015) – Process

Metric

Report the total number of staff hired, redeployed or retrained to complete
DSRIP related activities.

Due Date(s)

April 20, 2017; October 20, 2017

Participant Obligations

Submit documentation that reports total number of staff hired, redeployed or
retrained to complete DSRIP related activities.

REPORTING INSTRUCTIONS
As DSRIP proceeds with implementation, OneCity Health’s partner network will likely experience
workforce changes. Specifically, we expect that there will be a need to hire and train more clinical and
non-clinical staff and retrain existing staff to meet workforce demands and address areas of greatest
need.
In an effort to collect information about DSRIP-related workforce shifts, the New York State
Department of Health (DOH) requires that PPSs submit System-level data on the number of newly
hired, redeployed, and retrained staff as a result of DSRIP. The data must be submitted in accordance
with DOH job titles and facility types.
The Workforce Impact Survey (Survey) is an essential step in determining DSRIP-related workforce
shifts among partners. The Survey template is sent to partners as an Excel attachment via email from
the OneCity Health “DSRIPSupport” email account; the Survey is not available for download in the
Portal.
The Survey template must be completed at a System level, and as such should capture aggregate
workforce shifts across sites within your System. To be considered complete, you must answer all
applicable questions on Tab 2 after carefully reviewing the instructions on Tab 1. If you answer “Yes” to
question 4 on Tab 2, you must complete question 4a and fill out Tabs 3 – 11 accordingly. For example,
if you indicate that your System experienced workforce shifts in the inpatient facility type on question
4a, you must indicate the relevant shifts in newly hired, retrained, or redeployed staff in Tab 8,
“Inpatient.”
Submitting your final Workforce Impact Survey is a two-step process. Both steps are required.
Step 1: When your form is completed, you must send your saved Excel Survey file to the
OneCity Health support desk at ochsupportdesk@nychhc.org. You must send it between
October 1 and October 20, 2017 to be paid for completing the metric. Submissions will not be
considered valid before or after that time.**
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Step 2: By October 20, 2017, you must also attest to your submission of the Survey on the
OneCity Health Portal. If you do not complete the attestation in the Portal, you will not
receive payment for completing this metric.
**It is important to note that OneCity Health will review each Survey submitted to the support desk.
You may hear from us after you have submitted your Survey to resolve any issues and help ensure your
Survey is completed accurately. If this is the case, you will have the opportunity to resubmit your
Survey before October 20th. If you do not resubmit, you will not be paid for the metric. You only need
to attest one time in the Portal that you submitted your Survey.
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PM016 (INTEGRATED DELIVERY SYSTEM)
Section/Project ID (Metric
ID) – Metric Type

IDS (PM016) – Process

Metric

Complete the National Provider Identifier (NPI) survey as designed and
administered by OneCity Health Services.

Due Date(s)

August 31, 2017*

Participant Obligations

Complete the NPI survey and submit to OneCity Health Services by the
specified due date.

*The due date for this metric was extended from June 30, 2017

REPORTING INSTRUCTIONS
Below is a description of the National Provider Identifier (NPI) survey. The survey itself will be
accessible via the Portal, along with additional instructions for completion.
Some partners who do not bill Medicaid, Medicare, or private payers, may not have any NPIs
associated with their organization or staff members. These partners are still required to complete this
survey, as it provides an opportunity to verify and update your organizational contact information as
well.
The goal of the NPI survey is to understand how the PPS network has changed since this information
was last collected in the Partner Readiness Assessment Tool (PRAT) survey from 2015, and
subsequently in the Master Partner Data Survey from 2016.
The survey will provide an opportunity for partners to update their system and site information, and
enable OneCity Health to collect current NPI and Medicaid Management Information System (MMIS)
numbers from each organization. This information will be used to understand:
1. The organization’s locations, contact information, and tax identification numbers (TINs)
2. The types of services each organization provides, and the number of health care providers
associated with the organization
3. The volume of members attributed to each organization
Updated data collected from this survey will likely inform Phase III Contracting and partner
engagement.
As part of the survey, you will be provided a list of all locations and valid NPI/MMIS numbers associated
with your organization according to OneCity Health’s records. In completing the survey, you must:



Verify or correct information about locations and contact information
Verify or correct NPI and MMIS numbers associated with your organization as of the time of
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survey submission**;
Indicate which NPI/MMIS numbers should be removed from the listing, along with the reason
for removal and the effective date of removal;
Indicate any NPI numbers that should be added to the listing for your organization;
Match each NPI number to a specific (primary) location; and
Attest to the accuracy of all information provided through this survey.

You will be required to identify the primary site for each of your organization’s NPI/MMIS numbers
(and respective Provider Name). For purposes of this survey, each NPI and MMIS number can only be
associated with one location, therefore you should assign the NPI and MMIS to the primary location
where the person associated with that number practices.
Please note: The NPI survey will be very time-intensive for some partners. Please plan ahead and set
aside sufficient time to gather information and complete the survey. Portal functionality will allow
you to save your work as you go and resume at a later point in time.

**OneCity Health will verify NPI numbers by comparing them to the NPI registry (which is the official
source/record). OneCity Health is not able to make changes to the NPI registry. If corrections are
needed in the NPI registry, partners should follow up directly with the NPI registry:
https://nppes.cms.hhs.gov/#/
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PM017 (INTEGRATED DELIVERY SYSTEM)
Section/Project ID (Metric
ID) – Metric Type

IDS (PM017) – Process

Metric

Attend at least one required Value-Based Payment training session that will be
offered by OneCity Health Services within the contract period.

Due Date(s)

December 8, 2017

Participant Obligations

Attend required Value-Based Payment training sessions offered by OneCity
Health Services within the deadline.

REPORTING INSTRUCTIONS
Attending value-based payment training is a PPS-wide metric that every partner (and the relevant staff
within those partners) must meet. The New York State Department of Health (NYSDOH) requires that
all PPS partners receive training about value-based payments in the context of DSRIP as well as
integrated delivery systems. The evolving value-based payment system that health care will be
operating within is focused on increasing value to patients, communities, payers and other
stakeholders. Value-based payment will shift the way that health care services are paid for, from the
current volume-based (fee-for-service) model, to paying for value. Value can be defined as high quality
care delivered at a reasonable cost. This payment model shift is required to sustain health care service
delivery reforms being implemented under DSRIP. There is no one model for payment reform that NY
State has adopted and it is important for all of us to understand the potential options that may be
available and how they apply to the work you are doing under DSRIP.
OneCity Health will make available training that addresses these concepts and issues as they apply to
the work you are doing.
The first training will be sent via email from the OneCity Health “DSRIPSUPPORT” email account. The
email will include a link to a recorded webinar as well as materials that can be downloaded and shared.
You are required to distribute the training in one of these forms to your staff.
To report on this metric, complete the attestation in the Portal to confirm that you have distributed
OneCity Health’s value-based payment training to your staff.
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PM018 (ASTHMA MANAGEMENT PROGRAM)
Section/Project ID (Metric
ID) – Metric Type

Asthma (PM018) – Process

Metric

Demonstrate that at least one provider at each participating site has
successfully completed Physician Asthma Care Education (PACE) training by
submitting certificates of completion.

Due Date(s)

December 8, 2017

Participant Obligations

Submit certificates of completion for each provider, by site, that has
successfully completed the Physician Asthma Care Education (PACE) training.

REPORTING INSTRUCTIONS
This metric applies to partners that provide pediatric or family primary care services
Below is a description of what you will be required to report on for this metric. All reporting will be
done through the Partner Portal.
For each of your sites, indicate whether the site is participating in the Asthma program. For all
participating sites, you must demonstrate that at least one provider at each participating site has
successfully completed required asthma physician training by indicating the following:
1. For OneCity Health Coordinated/Delivered Physician Asthma Care Education (PACE) Trainings:
a. Provide the first and last name of one provider who successfully completed the
Physician Asthma Care Education (PACE) training
b. Upload the provider’s certification of completion
2. For PPS Partner Coordinated/Delivered Physician Asthma Care Education (PACE) or PACEequivalent Trainings:
a. Provide the first and last name of one provider who successfully completed PACE or
PACE-equivalent training
b. Upload required documentation:
i. Curriculum or materials used to deliver PACE or PACE-equivalent training
ii. Copy of training agenda(s) detailing training date(s) and trainer name(s)
iii. Copy of certificate of completion for the provider listed at each participating site
that has completed the training.
1. If no certificate of completion is available, the completed sign-in sheet
used on the corresponding date of training(s) or list of participants must
clearly identify the name of the provider at each participating site that
has successfully completed the training.
Complete the attestation in the Portal to confirm that at least one provider at each participating site
has successfully completed the Physician Asthma Care Education (PACE) or PACE-equivalent training.
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PM019 (CARDIOVASCULAR DISEASE MANAGEMENT)
Section/Project ID (Metric
ID) – Metric Type

CVD (PM019) – Process

Metric

Complete the Cardiovascular Practice Assessment survey as designed and
administered by OneCity Health Services.

Due Date(s)

September 29, 2017

Participant Obligations

Complete the Cardiovascular Assessment survey and submit to OneCity Health
Services by the specified due date.

REPORTING INSTRUCTIONS
Below for your reference are the questions that will be part of the Cardiovascular Practice Assessment
survey. The actual survey will be available for completion directly through the Portal. A glossary of
terms are defined on the next page as footnotes.
1. Blood pressure checks
a. Do your organization’s primary care teams* have a process in place by which patients
who need assistance with blood pressure monitoring can come for follow-up blood
pressure checks with primary care staff members, without copayment or advanced
appointment?
b. If yes, please describe this process, including any related policies and procedures.
c. If your primary care team does not provide this service, please describe your plan and
timeline to put such a process in place by December 31, 2017. If you do not intend to
provide these services, please state why not.
2. Elevated blood pressure readings without a diagnosis of hypertension
a. Do your organization’s primary care teams have a process in place by which they
identify patients who have had elevated blood pressure** readings in the medical
record, but have not been diagnosed with hypertension, and arrange a follow-up visit to
assess for hypertension?
b. If yes, please describe this process. Please include (1) a description of how patients are
identified as having elevated blood pressure and requiring follow-up for possible
hypertension, (2) an uploaded sample of your risk assessment tool or screenshot, if
applicable, (3) protocols for patient follow-up, if applicable.
c. If your primary care team does not provide this service, please describe your plan and
timeline to put such a process in place by December 31, 2017. If you do not intend to
provide these services, please state why not.
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3. Documentation of self-management goals
a. Do your organization’s primary care teams have a process in place by which selfmanagement goals*** are documented in a standard location in the Electronic Health
Record or other documentation system, and are available for review at each patient
visit?
b. If yes, please describe this process.
c. If your primary care team does not have such a process, please describe your plan and
timeline to put such a process in place by December 31, 2017. If you do not intend to
implement this process, please state why not.
4. Referrals to community-based programs
a. Do your organization’s primary care teams have a process in place by which to follow up
with referrals to community based-programs**** in order to document participation
and behavioral and health status changes? (Examples of community-based programs
include Stanford model, community health workers, peer programs, programs
promoting healthy eating or exercise, or self-management groups).
b. If yes, please describe this process.
c. If your primary care team does not have such a process, please describe your plan and
timeline to put such a process in place by December 31, 2017. If you do not intend to
implement this process, please state why not.

Glossary of terms:
*Primary Care Team: A team of clinical providers typically comprised with a combination of Primary Care
Physician, Registered Nurse, Nurse Educator, Physician Assistant/Nurse Practitioner or a Resident
** Elevated Blood Pressure: Using the JNC-8 Evidence-Based Guideline for the management of high blood
pressure in adults, blood pressure readings greater than 140/90 are considered elevated, triggering
pharmacologic treatment
***Self-Management Goals: An action plan initiated by the Primary Care Team with the patient in order to
achieve behavioral changes to improve their symptoms, diagnosis or wellbeing
****Community Based Program: Community Based Programs address a wide variety of health promotion and
disease prevention issues, including chronic disease, HIV/STI, other infectious diseases, injury, adolescent health,
reproductive health, immunization, tobacco, primary care, and mental health
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PM020 (INTEGRATION OF PALLIATIVE CARE INTO THE PCMH MODEL)
Section/Project ID (Metric
ID) – Metric Type

Palliative Care (PM020) – Process

Metric

Complete the Palliative Care Integration Practice Assessment survey as
designed and administered by OneCity Health Services.

Due Date(s)

December 8, 2017

Participant Obligations

Complete the Palliative Care Integration Assessment survey and submit to
OneCity Health Services by the specified due date.

REPORTING INSTRUCTIONS
Below for your reference are the types of questions that will be part of the Palliative Care Integration
Practice Assessment survey. The actual survey will be available for completion directly through the
Portal.
The goal for DSRIP Palliative Care project (3.g.i), Integration of Palliative Care into the PCMH model, is
to support primary care teams in enhanced implementation of patient-centered approaches to
advanced illness management. To help enhance your existing primary care work, OneCity Health would
like to better understand your current work in integrating palliative care into the primary care setting
and your training needs for future implementation. All questions below should be addressed at an
organizational level. All questions are required.
Section 1: Training and training needs
1. What types of palliative care skills would be the best investment for your primary care teams, in
order to better meet the needs of your patient population? (Check all that apply)
Pain and symptom management
a. Pain management (e.g., non-pharmaceutical approaches to pain, best practices for safe
opioid prescribing, etc.)
b. Management of physical symptoms other than pain (e.g., nausea, dyspnea, etc.)
c. Management of psychological distress associated with advanced illness
Conversations, communication and advance care planning
d. Conversations about goals of care in advanced illness
e. Conversations about end of life care
f. Advance directives
g. Use of the MOLST form (Medical Orders for Life-Sustaining Treatment)
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Care coordination and referrals
h. Preventing crises through whole patient care
i. Caregiver support techniques and resources
j. Identifying and connecting patients for hospice referral
Other
k. Billing for palliative care services and advanced care planning
l. Other, please specify
2. Has your primary care team had any structured training specific to advanced illness, symptom
management, and/or end of life care, within the past two years?
a. Yes
b. No
Section 2: General Information
1. What mechanisms does your organization have in place to identify primary care patients with
advanced illness and/or at end of life? (Check all that apply)
a.
b.
c.
d.
e.

Identification and referral by clinical provider on a case-by-case basis
Periodic reviews of patient panels
Care management staff that routinely identifies advanced illness or end of life needs
Risk stratification tools
Other, please specify

2. Within your primary care team, what types of staff members other than physicians participate in
caring for patients with advanced illness? (Check all that apply)
a.
b.
c.
d.
e.
f.

Nursing staff
Care managers
Social workers
Psychologists
Community health worker (or other unlicensed health care worker)
Other, please specify

3. Does your primary care practice have an Electronic Health Record that prompts providers to carry
out tasks related to palliative care, such as health care proxies, advanced directives, or goals of
care discussions? If yes, please briefly describe how the Electronic Health Record prompts
providers to carry out tasks related to palliative care.
a. Yes
b. No
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4. Does your primary care team have either internal resources or a partner organization that reliably
accepts patient referrals for outpatient specialty palliative care services?
a.
b.
c.
d.
e.

Yes, for hospice (specify provider name)
Yes, for non-hospice palliative care in an ambulatory setting (specify provider name)
Yes, for non-hospice palliative care in a home-based setting (specify provider name)
Yes, for pain management (specify provider name)
None of the above

5. Does your primary care team routinely sponsor or leverage community-based, non-clinical
resources for symptom management and/or support for advanced illness? If yes, specify type and
provider of resource, e.g. pain management support groups, complementary medicine,
bereavement support, etc.
a. Yes
b. No
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PM021 (ED CARE TRIAGE FOR AT-RISK POPULATIONS)
Section/Project ID (Metric
ID) – Metric Type

ED Care Triage (PM021) – Process

Metric

Demonstrate implementation of the ED care management staffing model, for
at least one team in at least one facility, meeting the core functional
requirements as detailed by OneCity Health Services.

Due Date(s)

December 8, 2017

Participant Obligations

Provide documentation that demonstrates implementation of the ED care
management staffing model, for at least one team in at least one facility,
meeting the core functional requirements.

REPORTING INSTRUCTIONS
Below is a description of the information you will be requested to provide for this metric. You will
report on this metric directly through the Portal.
Section 1: Provide all information requested below to demonstrate implementation of a complete ED
Care Management team, comprised of, at minimum, a Registered Nurse, and a Licensed Social Worker.
Please also include any other staff members on the team, including, for example, a Transition Assistant
or a Pharmacist. Information below only needs to be provided for one team at one facility in your
hospital network.
Name of Staff Member

Team Function

Licenses/
Credentials

New Hire
(Y/N)

Date of Hire or Redeployment to
ED Care Management Program

RN
Social Worker
Transition Assistant
Pharmacist
other

Section 2: Please attest to the provision of the following core services by the ED Care Management
team at this site:






Identification and case review of patients who are likely to be admitted and, when
appropriate, development of community-based alternatives to admission
Care plans created for patients prior to discharge whenever feasible and appropriate
Completion of medication reconciliation during the ED visit, as needed
Follow-up phone calls for enrolled patients
Communication and follow-up support for primary care, Health Home, home care, and
other community based resources, as indicated
42

Phase II OneCity Health Partner Reporting Manual (September 2017)

PM022 (INTEGRATION OF PALLIATIVE CARE INTO THE PCMH MODEL)
Section/Project ID (Metric
ID) – Metric Type

Palliative Care (PM022)

Metric

Submit documentation of completed Integrated Palliative Care Outcome Scale
(IPOS) assessments for eligible primary care patients as detailed by OneCity
Health Services.

Due Date(s)

July 14, 2017; January 12, 2018

Participant Obligations

Provide documentation that demonstrates completion of the Integrated
Palliative Care Outcome Scale (IPOS) assessment for eligible primary care
patients.

REPORTING INSTRUCTIONS

This metric only applies to partners who are participating in the Integrated Palliative Care Outcome
Scale (IPOS) assessment. Please see your Comprehensive Schedule B to see if this applies to you.
Many partners will not have this metric.
Metric
PM022.1
PM022.2

Report due date:
July 14, 2017
January 12, 2018

Reporting time period:
DY3 Q1: April 1, 2017 – June 30, 2017
DY3 Q2 – Q3: July 1, 2017 – December 31, 2017

Provide all required information demonstrating completion of the Integrated Palliative Care Outcome
Scale (IPOS) assessment for eligible primary care patients.
All information provided must be in the format prescribed by the NYS Department of Health in the IPOS
Assessment Data File Format Template. Additional guidance will be made available.
To report on this metric, please upload to the Portal a single excel file (e.g., .xls, .xlsx, .csv) that includes
all information for all eligible patients. The attachment must include all information required by the
NYS Department of Health.
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PM023 (INTEGRATED DELIVERY SYSTEM)
Section/Project ID (Metric
ID) – Metric Type

IDS (PM023) – Process

Metric

For substance abuse treatment providers, demonstrate implementation of a
process by which informed consent for the sharing of medical records is
routinely discussed with patients.

Due Date(s)

September 29, 2017

Participant Obligations

Provide documentation that demonstrates implementation of a process by
which informed consent for the sharing of medical records is routinely
discussed with patients.

REPORTING INSTRUCTIONS
This metric only applies to partners that provide substance abuse treatment services
Below is a description of the information that will be required for this metric. You will provide
this information directly through the Portal.
Please provide the following two documents:
1. A Standard Operating Procedure for intake and registration into substance abuse treatment
services that specifies discussion of consent to share substance use disorder treatment records.
2. Consent form used within your organization that meets standards outlined by the Substance
Abuse and Mental Health Services Administration (SAMHSA) for 42 CFR Part 2 compliance. The
consent form must contain the following data elements required by 42 CFR Part 2:
1. I (name of patient) _______________
2. Authorize: Dr. _______________
3. To disclose: (kind and amount of information to be disclosed)
4. To: (name or title of the individual or organization to which disclosure is to be made)
5. For (purpose of the disclosure)
6. Date (on which this consent is signed)
7. Signature of patient
8. Signature of parent or guardian (where required)
9. Signature of individual authorized to sign in lieu of the patient (where required)
10. Statement attesting that the consent is subject to revocation by the patient at any
time except to the extent that the program which is to make the disclosure has already
taken action in reliance on it. If not previously revoked, this consent will terminate on:
(specific date, event, or condition)
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PM024 (INTEGRATION OF PRIMARY CARE AND BEHAVIORAL
HEALTH SERVICES)
Section/Project ID (Metric
ID) – Metric Type

PCBH (PM024) – Process

Metric

Demonstrate co-location of primary care services in the behavioral health
setting and/or behavioral health services in the primary care setting, and/or
completion of care team training in behavioral health integration per
minimum requirements as established by OneCity Health Services.

Due Date(s)

December 8, 2017

Participant Obligations

Provide documentation that demonstrates co-location of primary care services
in the behavioral health setting and/or behavioral health services in the
primary care setting, and/or completion of care team training in behavioral
health integration.

REPORTING INSTRUCTIONS
Below is a description of the information you will be requested to provide for this metric. The
actual questions will be available for completion directly through the Portal.
Section 1: For Behavioral Health Sites
The following information should be reported at an organizational level on behalf of all relevant
behavioral health sites that provide primary care services to patients ages 12 or older or plan to
by December 2018. Organizations will only need to respond to either Question #1 or #2.
1. If your organization has co-located primary care services in the behavioral health and/or
substance abuse treatment setting, please complete the following questions:
a. For all sites within your organization that have co-located primary care services in
the behavioral health and/or substance abuse treatment setting, indicate the
following:
 Relevant licensure at each co-located site: Article 28, 31, and/or 32
 Types of clinical providers (e.g., MD/DO, NP, PA) that are providing primary
care services at each co-located site
 Hours of operation for co-located services at each site
b. Describe or upload a description of how primary care services are co-located in the
behavioral health and/or substance abuse treatment settings in your organization. In
this description, please address and/or upload supporting documentation for the
following components:
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Description of protocols to screen for and manage medical issues that are
common in the general and/or the behavioral health population
Description of protocols to provide standard preventive care services
including population health management for common chronic conditions
Integration of primary care and behavioral health providers as a multidisciplinary team through processes that support communication
Use of a shared Electronic Health Record or other technical platform that
allows integration of medical and behavioral health records and/or
information sharing
Description of quality improvement activities for primary care services
provided in the behavioral health location

2. If your organization has not yet co-located primary care services in the behavioral health
and/or substance abuse treatment setting, but has completed detailed implementation
planning with a timeline for co-location by December 2018, please complete the following
questions:
a. For all sites within your organization where you plan to provide co-located primary
care services in the behavioral health and/or substance abuse treatment setting,
indicate the following:
 Relevant licensure at each co-located site: Article 28, 31, and/or 32
 Types of clinical providers (e.g., MD/DO, NP, PA) that will provide primary
care services at each co-located site
 Hours of operation for co-located services at each site
b. Describe and/or upload your implementation plan and timeframe. Please include
the following:
 Plan for regulatory compliance with licensure requirements
 Staffing plan
 Description of protocols you plan to implement for screening and managing
medical issues that are common in the general and/or the behavioral health
population
 Description of protocols you plan to implement to provide standard
preventive care services including population health management for
common chronic conditions
 Plan for integration of primary care and behavioral health providers as a
multi-disciplinary team through processes that support communication
 Plan for use of a shared Electronic Health Record or other technical platform
that allows integration of medical and behavioral health records and/or
information sharing
 Plan for quality improvement activities for primary care services provided in
the behavioral health location
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c. Please describe any major challenges to date in co-locating primary care services in
the behavioral health setting.
Section 2: For Primary Care Sites
The following information should be reported at an organizational level on behalf of all relevant
primary care sites that provide behavioral health and/or substance abuse treatment services to
patients ages 12 or older or plan to by December 2018. Organizations will only need to respond
to either Question #3, #4, or #5.
3. If your organization has co-located behavioral health and/or substance abuse treatment
services in the primary care setting, please complete the following questions:
a. For all sites within your organization that have co-located behavioral health and/or
substance abuse treatment services in the primary care setting, indicate the
following:
 Relevant licensure at each co-located site: Article 28, 31, and/or 32
 Types of clinical providers (e.g., MD/DO, NP, PA, SW, PhD) that are providing
behavioral health and/or substance abuse treatment services at each colocated site
 Hours of operation for co-located services at each site
b. Describe or upload a description of how behavioral health and/or substance abuse
services are co-located in the primary care setting in your organization. In this
description, please address and/or upload supporting documentation for the
following components:
 Description of protocols to conduct behavioral health screenings (e.g., PHQ2/9, SBIRT) for primary care patients
 Integration of primary care and behavioral health providers as a multidisciplinary team through processes that support communication
 Description of protocols for identification and referral of patients to colocated behavioral health and/or substance abuse treatment services
 Use of a shared Electronic Health Record or other technical platform that
allows integration of medical and behavioral health records and/or
information sharing
 Description of quality improvement activities for behavioral health and/or
substance abuse treatment services provided in the primary care location
4. If your organization has not yet co-located behavioral health and/or substance abuse
treatment services in the primary care setting, but has completed detailed
implementation planning with a timeline for co-location by December 2018, please
complete the following questions:
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a. For all sites within your organization where you plan to provide co-located
behavioral health and/or substance abuse treatment services in the primary care
setting, indicate the following:
 Relevant licensure at each co-located site: Article 28, 31, and/or 32
 Types of clinical providers (e.g., MD/DO, NP, PA, SW, PhD) that will provide
behavioral health and/or substance abuse treatment services at each colocated site
 Hours of operation for co-located services at each site
b. Describe and/or upload your implementation plan and timeframe. Please include
the following:
 Plan for regulatory compliance with licensure requirements
 Staffing plan
 Description of protocols to conduct behavioral health screenings (e.g., PHQ2/9, SBIRT) for primary care patients
 Plan for integration of primary care and behavioral health providers as a
multi-disciplinary team through processes that support communication
 Description of protocols for identification and referral of patients to colocated behavioral health and/or substance abuse treatment services
 Plan for use of a shared Electronic Health Record or other technical platform
that allows integration of medical and behavioral health records and/or
information sharing
 Plan for quality improvement activities for behavioral health and/or
substance abuse treatment services provided in the primary care location
c. Please describe any major challenges to date in co-locating behavioral health and/or
substance abuse treatment services in the primary care setting.
5. If your organization has completed care team training* or retraining in behavioral health
integration since April 1, 2015, please provide all the following details for one example
training done at your organization:
 Training title
 Training content
 Training date
 Training provider
 Types of staff members trained (e.g., SW, RN, MD, NP, etc.)
 Description of how training led to improved integration of behavioral health
care in the primary care setting and/or a change in workflows.
*‘Care team training’ must include at least two different staffing roles (within the primary care
team and/or at a partnering organization) and must support workflows that integrate
behavioral health care into the primary care setting.
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PM025 (INTEGRATED DELIVERY SYSTEM)
Section/Project ID (Metric
ID) – Metric Type

IDS (PM025) – Process

Metric

Complete required trainings for OneCity Health Services designated social
services referral platform and develop a process for generating and/or
accepting referrals within the platform.

Due Date(s)

December 8, 2017

Participant Obligations

Provide documentation that demonstrates implementation of a process for
generating and/or accepting referrals within the social services referral
platform.

REPORTING INSTRUCTIONS
OneCity Health has contracted with NowPow, the selected vendor for a social services referral
platform, which will be available for partners’ use. The software platform will allow health care
delivery and community-based sites to access a comprehensive and searchable social services
directory (including our PPS partners) and make referrals for patients to social service /
community-based agencies.
Further information on training for the social service referral platform will be communicated to
partners through the OneCity Health website and other communication mechanisms. When
reporting on this metric, you will be required to:




Upload proof of training completion for at least one employee who participated in the
web-based (or in-person, if applicable) training on the selected social service referral
platform NowPow any time during the contract period.
Provide confirmation that the NowPow software was used at least once by the trained
employee to generate a social service referral for a patient / client via a utilization
report extracted via the Administrative Dashboard in NowPow.
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PM026 (HEALTH HOME AT-RISK)
Section/Project ID (Metric
ID) – Metric Type

HHAR (PM026) -- Process

Metric

Identify a primary care team member who will serve as a liaison with Health
Home care coordinators; hold an initial meeting with Health Home providing
Health Home At-Risk services to your site; and develop joint workflows with
this Health Home for communication about patient needs and status.

Due Date(s)

September 29, 2017

Participant Obligations

Provide documentation that demonstrates a primary care team member has
been identified to serve as the liaison with Health Home care coordinators,
documentation that this individual has had an initial meeting with the Health
Home that provides Health Home At-Risk services for your sites and
documentation that joint workflows have been developed to facilitate
communication regarding patient needs and status.

REPORTING INSTRUCTIONS
For partners that provide primary care services
Below is an overview of the type of information you will be required to provide for reporting on
this metric. You will provide this information directly through the Portal for each applicable site.





The name of the primary care team member identified to serve as the liaison with
Health Home care coordinators;
Documentation that an initial meeting was held with the Health Home that provides
Health Home At-Risk services for your sites. This documentation can include a copy of a
calendar invite for the meeting, a copy of an agenda, minutes, and/or sign-in sheet from
the meeting; and
Description of the joint workflows that have been developed with the Health Home to
facilitate communication regarding patient needs and status.
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PM027 (ED CARE TRIAGE FOR AT-RISK POPULATIONS)
Section/Project ID (Metric
ID) – Metric Type

ED Care Triage (PM027) – Process

Metric

Develop a consistent process to assign Emergency Severity Index (ESI) levels
for all patients that present in the Emergency Department and a process to
educate all ESI level 4 and 5 patients of more appropriate care settings (i.e.,
primary and urgent care).

Due Date(s)

December 8, 2017

Participant Obligations

Provide documentation that demonstrates a consistent process to assign
Emergency Severity Index (ESI) levels for all patients that present in the
Emergency Department and a process to educate all ESI level 4 and 5 patients
of more appropriate care settings (i.e., primary and urgent care).

REPORTING INSTRUCTIONS
Below is a description of the type of information you will be requested to provide for this
metric. You will provide this information directly through the Portal. Additional guidance will be
available in the Portal closer to the due date
Question 1: Please describe and document a consistent process to assign Emergency Severity
Index (ESI) levels for all patients that present in the adult emergency department (ED). The
description should include the following:






Copy of an approved standard system-wide protocol for assignment of ESI levels to all
adult ED patients, with description of how this protocol has been disseminated. For
organizations with multiple adult ED facilities, a single system-wide protocol should be
submitted, with description of dissemination across facilities;
For each adult ED, patient triage workflow that identifies at what point and by whom ESI
determination is made (if not specified in standard protocol);
For each adult ED, screenshot or copy of documentation that demonstrates where ESI is
routinely recorded; and
For each adult ED, description of how adult ED staff members have been educated on
consistent assignment of ESI levels based on standard criteria (e.g. agenda from
departmental meeting, staff meeting, or Grand Rounds).

Question 2: Please describe and document a standard process to educate patients at ESI level 4
or 5 about appropriate use of primary care and urgent care services. This description should
include the following:
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Copy of approved written patient information materials that describe appropriate use of
primary care and of urgent care services. These materials should include contact
information for new primary care appointments and/or urgent care appointments,
and/or provide space for this information to be filled in at the facility.
Description of a standardized process by which each adult ED identifies resources for
new primary care appointments and for urgent care access, and informs patients of
these resources as appropriate
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PM028 (CARE TRANSITIONS INTERVENTION)
Section/Project ID (Metric
ID) – Metric Type

Care Transitions (PM028) – Process

Metric

Develop a standard clinical management model for patients with congestive
heart failure in order to reduce the risk of readmission; and a timeline for
planned implementation at all hospital facilities by December 31, 2018.

Due Date(s)

December 8, 2017

Participant Obligations

Provide documentation that demonstrates development of a standard medical
management model for patients discharged from the hospital with high risk of
readmission for congestive heart failure, to reduce the risk of readmission.
Documentation should include a timeline for planned implementation at all
hospital facilities by December 31, 2018.

REPORTING INSTRUCTIONS
This metric applies to partners that are hospitals (Patient Population - Adult inpatient
medicine)
Below is a description of the type of information you will be requested to provide for this
metric. You will report on this directly through the Portal.
Develop a standard medical management model for patients discharged from the hospital with
high risk of readmission for congestive heart failure, to reduce the risk of readmission, and a
timeline for planned implementation at all hospital facilities by December 31, 2018.
Describe a standard process for implementation in the adult medicine setting to reduce
readmissions related to congestive heart failure. Describe a timeline for implementation in
adult medicine settings by December 31, 2018.
When reporting on this metric, you must upload documentation that addresses the following
elements:




Approach to identifying hospitalized patients with congestive heart failure for inclusion
in this management model
o Include a description of responsible primary care staff members, process by
which hospitalized patients with Heart Failure are identified, documented and
communicated to the team
o Description should include current standard workflow and any planned process
improvements
Standard resources and workflows during the hospital stay that will support
readmissions reduction for congestive heart failure patients
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o Include a description of primary care staff members, process for patient
education, medication management, medication reconciliation, selfmanagement, diet adherence, teach-back process, patient discharge goals,
patient/family discharge meeting, community resources, transitional care; and
where such information is documented in the patient’s medical record including
any evidenced based guidelines used for Heart Failure management
o Description should include current standard workflow and any planned process
improvements
Standard resources and workflows for discharge planning that will support readmissions
reduction for congestive heart failure patients
o Include a description of primary care staff members, process for patient
education, medication management, medication reconciliation, selfmanagement, diet adherence, teach-back process, self-care support, community
resources, transitional care, follow-up, red-flags; and where such information is
documented in the patient’s medical record, process by which patients are
referred for Home Health Services, Cardiac Rehabilitation including any
evidenced based guidelines used for Heart Failure management
o Description should include current standard workflow and any planned process
improvements
Standard resources and workflows for outpatient management of congestive heart
failure that will support readmissions reduction
o Include a description of Multidisciplinary Care Team: including physicians,
specialist, nurses, care coordinators, social workers, pharmacists, physical
therapists, nutritionists, and/or others as needed; process for comprehensive
patient education particularly focused on self-care support that include any tools
used for screening a patient’s risk for readmission
o Description should include current standard workflow and any planned process
improvements
Standard community-based resources or partnerships (e.g., with home care agencies)
that will support readmissions reduction for congestive heart failure patients
o Include description of responsible staff member(s), process by which community
based resources are selected, which patients are referred, follow-up Labs,
durable medical equipment, Disease Management Groups, and any evidenced
based guidelines used for Heart Failure Management
o Description should include current standard workflow and any planned process
improvements
Timeline for implementation of this medical model in the inpatient adult medicine
setting by December 31, 2018.
o Upload a description of project timeline for implementation for each facility site
including sign off by designated team lead.
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PM029 (INTEGRATED DELIVERY SYSTEM)
Section/Project ID (Metric
ID) – Metric Type

IDS (PM029) – Process

Metric

Complete the Phase III Contracting survey as designed and administered by
OneCity Health Services.

Due Date(s)

August 31, 2017*

Participant Obligations

Complete the Phase III Contracting survey and submit to OneCity Health
Services by the specified due date.

*The due date for this metric was extended from July 31, 2017

REPORTING INSTRUCTIONS
Below is a description of the Phase III Contracting survey. The survey itself will be accessible via
the Portal, along with additional instructions for completion.
The goal of the Phase III Contracting survey is to allow each partner the opportunity to update
information that will inform Phase III contracting, including your:


Willingness and capability to participate in certain initiatives and to provide specific
services



Willingness and ability to expand capacity to provide specific services, and timeline for
expanding capacity



Experience with quality measurement and pay-for-performance programs (and results
of such programs)



Experience taking on risk or accepting payments with a portion based on performance
and outcomes

The number of questions for each partner will depend on the types of services provided.
Furthermore, responses to some survey questions may require internal management
discussions. Please review the survey in the Portal in advance of the deadline to allow
adequate time for gathering information and conducting internal discussions that will be
needed to complete the survey.
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PM031 (PROJECT 11)
Section/Project ID (Metric
ID) – Metric Type

Project 11 (PM031)

Metric

For completed PAMs reported through metrics PE03.1 - PE03.9, demonstrate
that at least 15% of applicable patients were connected to primary care
providers and/or insurance specialists.

Due Date(s)

Fifth business day of the month beginning May 5, 2017

Participant Obligations

Provide documentation that demonstrates that at least 15% of applicable
patients were connected to primary care providers and/or insurance
specialists.

REPORTING INSTRUCTIONS
You will report on this metric monthly.
Metric

Report due date:

Reporting time period:

PM031.1
PM031.2
PM031.3
PM031.4
PM031.5
PM031.6
PM031.7
PM031.8
PM031.9

May 5, 2017
June 7, 2017
July 10, 2017
August 7, 2017
September 8, 2017
October 6, 2017
November 7, 2017
December 7, 2017
January 8, 2018

April 1, 2017 – April 30, 2017
May 1, 2017 – May 31, 2017
June 1, 2017 – June 30, 2017
July 1, 2017 – July 31, 2017
August 1, 2017 – August 31, 2017
September 1, 2017 – September 30, 2017
October 1, 2017 – October 31, 2017
November 1, 2017 – November 30, 2017
December 1, 2017 – December 31, 2017

Before reporting on this metric, you must submit the corresponding patient engagement metric
(PE03.1 - PE03.9) to report the number of PAM® surveys completed in the reporting period.
OneCity Health has provided an Excel template for tracking connections to insurance and
primary care. You may use this template or any other documentation that identifies the
following information:







PAM® ID
First name
Last name
Date of birth
Address including zip code
Phone number
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Date first PAM® completed
PAM® score
Date second PAM® completed
PAM® score
Survey language
Primary care appointment information
o Date primary care appointment scheduled
o Name and address of primary care provider
o Date of actual primary care appointment
Insurance navigator appointment information
o Date insurance navigator appointment scheduled
o Name and address of insurance navigator
o Outcome of insurance enrollment
o Date of insurance enrollment

Upload the template or other supporting documentation to the Portal and enter the following
information into the Portal:


Of all individuals to whom you administered the PAM® survey, provide the number of
unique uninsured individuals who were connected to primary care providers and/or
insurance specialists. Connection is defined as scheduling a primary care and/or
insurance navigator appointment. The appointment date(s) must be provided in the
uploaded documentation.

Clarifying Example: When reporting on this metric, please remember that you are reporting on
clients connected to primary care providers and/or insurance specialists, and that each
individual can only count as one connection, even if they have been connected to both primary
care and insurance:

Please note: only report unique individuals; an individual should not be listed more than once
on your template.
From this information, OneCity Health will determine the percentage of applicable patients
who were connected to primary care providers and/or insurance specialists.
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PM032 (PROJECT 11)
Section/Project ID (Metric
ID) – Metric Type

Project 11 (PM032)

Metric

Report the total number of newly trained employees that have attended PAM
administration training.

Due Date(s)

Fifth business day of the month beginning May 5, 2017

Participant Obligations

Submit documentation that reports the total number of new employees that
have attended PAM administration training.

REPORTING INSTRUCTIONS
You will report on this metric monthly.
Metric:

Report due date:

Reporting time period:

PM032.1
PM032.2
PM032.3
PM032.4
PM032.5
PM032.6
PM032.7
PM032.8
PM032.9

May 5, 2017
June 7, 2017
July 10, 2017
August 7, 2017
September 8, 2017
October 6, 2017
November 7, 2017
December 7, 2017
January 8, 2018

April 1, 2017 – April 30, 2017
May 1, 2017 – May 31, 2017
June 1, 2017 – June 30, 2017
July 1, 2017 – July 31, 2017
August 1, 2017 – August 31, 2017
September 1, 2017 – September 30, 2017
October 1, 2017 – October 31, 2017
November 1, 2017 – November 30, 2017
December 1, 2017 – December 31, 2017

You must report on PAM Training Attendance before reporting on the number of PAM® surveys
completed and the number of individuals connected to primary care and/or insurance for the
month.
Report the number of staff trained in administering the PAM® survey during the month for
which you are reporting even if no staff were trained.



If no staff members have been trained in the reporting month, then a zero should be
entered and no additional documentation needs to be submitted
If staff have been trained, enter the number of people who have been trained that
month. You must also upload the following two documents to the Portal:
o Prior to the training, prepare the PAM® Training Attendance Template
(download the Excel file from the Portal) with the training details (date and
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duration of training, trainer name, and training location) as well as the trainees’
information (names, titles, organizations, email addresses)
o After the training, scan the signed attendance sheet(s) and submit as a PDF
BOTH documents must be submitted as part of your monthly reporting,
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DSB_HHARCMA (HEALTH HOME AT-RISK)
Section/Project ID (Metric
ID) – Metric Type

Health Home At-Risk (DSB_HHARCMA)

Metric

Health Home At-Risk Care Management Agency (CMA) Start-up Payment

Due Date(s)

The first of every month, beginning April 1, 2017 through December 1, 2017.

Participant Obligations

Report the number and names of new Care Management Agencies (CMAs)
with a contractual agreement with the Lead Health Home to receive OneCity
Health’s Health Home At-Risk patients

REPORTING INSTRUCTIONS
This metric applies to partners that are Lead Health Homes
Below is a description of the information required for this metric. All information will be
reported directly through the Portal.
Please provide the following information directly in the Portal:




The number of new Care Management Agencies (CMAs) with a contractual agreement
with the Lead Health Home to receive OneCity Health’s Health Home At-Risk patients
The names of all new CMAs with a contractual agreement with the Lead Health Home to
receive OneCity Health’s Health Home At-Risk patients
Upload evidence of a contractual relationship with each of the new CMAs (e.g., copy of
contractual agreement)

A CMA that has received a CMA Start-Up Payment from another NYSDOH Designated Lead
Health Home to receive OneCity Health’s Health Home At-Risk patients is considered ineligible
for this payment.
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DSB_HHARMONTHLY (HEALTH HOME AT-RISK)
Section/Project ID (Metric
ID) – Metric Type

Health Home At-Risk (DSB_HHARMonthly)

Metric

Report the number of actively engaged patients based upon DOH and PPS
defined criteria.

Due Date(s)

The fifteenth day of each month, beginning April 15, 2017

Participant Obligations

As outlined in the Health Home At-Risk Distinct Schedule B

REPORTING INSTRUCTIONS
This metric applies to partners that are Lead Health Homes

Monthly
Reporting
Timeframe

Report due date:

Reporting time period:

April 15, 2017
May 15, 2017
June 15, 2017
July 15, 2017
August 15, 2017
September 15, 2017
October 15, 2017
November 15, 2017
December 15, 2017
January 15, 2018

March 1, 2017 – March 31, 2017
April 1, 2017 – April 30, 2017
May 1, 2017 – May 31, 2017
June 1, 2017 – June 30, 2017
July 1, 2017 – July 31, 2017
August 1, 2017 – August 31, 2017
September 1, 2017 – September 30, 2017
October 1, 2017 – October 31, 2017
November 1, 2017 – November 30, 2017
December 1, 2017 – December 31, 2017

On the fifteenth day of each month you are required to submit the following information to
OneCity Health to report on your HHAR work during the previous month:




Number of patients who meet all criteria listed below:
o Comprehensive assessment was completed within first 30 days of patient
enrollment;
o Care plan was developed within first 30 calendar days of patient enrollment; and
o Initial month care coordination services were provided, starting on the
enrollment date.
Number of referred patients with three or more escalated outreach attempts:
o Without a completed comprehensive assessment within the first 30 calendar
days of patient enrollment; and
o Without a developed care plan within first 30 calendar days of patient
enrollment.
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Number of patients for whom the comprehensive assessment is completed after 30
calendar days of patient enrollment and the care plan is developed after 30 calendar
days of patient enrollment
Number of enrollees for whom the minimum care coordination activities per month
were administered as defined in the Implementation Toolkit
Number of enrollees demonstrating a single social risk factor
Number of enrollees demonstrating more than one social risk factor

You must also provide patient-level supporting documentation in the requested format on
engagement activities.
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PATIENT ENGAGEMENT METRICS
Patient engagement reporting (also referred to as “Patient Speed and Scale”) is the process in
which your organization submits a list of Medicaid patients who meet eligibility criteria for
being “actively engaged” within a project for a particular reporting period. Patients who are
dually eligible for Medicaid and Medicare may be included in this list.
As with all metrics, you are responsible for reporting only on the metrics included in your
organization’s specific Schedule(s) B.
Below are all of the patient engagement metrics for Phase II:
Metric ID
PE001

Project

Metric Summary

Health Home-At Risk The number of participating patients who completed a new or
(2.a.iii)
updated comprehensive care management plan
(For partners that are Lead Health Homes)

PE002

Care Transitions
(2.b.iv)

The number of participating patients with a care transition plan
developed prior to discharge
(For partners that provide Transition management
services/teams)

PE003

Project 11 (2.d.i)

The number of individuals who completed PAM® or other patient
engagement techniques

PE004

Asthma (3.d.ii)

The number of participating patients who have had a home
assessment based on home assessment log, patient registry, or
other IT platform.
(For partners that provide Asthma CHW services)

PE005

ED Care Triage
(2.b.iii)

The number of participating patients presenting to the ED, who
after medical screening examination were successfully redirected
to a PCP or Health Home care manager as demonstrated by a
scheduled appointment, or successfully redirected to a PCP en
route to ED

PE006

Primary Care and
Behavioral Health
(3.a.i)

Model 1: The total number of patients receiving appropriate
preventive care screenings that include mental health/substance
abuse
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Metric ID

Project

Metric Summary
Model 2: The total number of patients receiving primary care
services at a participating mental health or substance abuse site
Model 3: The total number of patients screened using the PHQ-2
or 9 / SBIRT

PE007

Cardiovascular
(3.b.i)

The number of participating patients receiving services from
participating providers with documented self-management goals
in medical record (diet, exercise, medication management,
nutrition, etc.)

PE008

Palliative Care (3.g.i)

The number of participating patients receiving palliative care
services at participating PCMH sites, in accordance with the
adopted clinical guidelines
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PE001 (HEALTH HOME AT-RISK)
Project ID (Metric ID) –
Metric Type

Heath Home At-Risk (PE001) – Patient Engagement

Metric

Report the number of actively engaged patients based upon DOH and PPS
defined criteria. (Health Home At-Risk)

Due Date(s)

July 27, 2017; October 27, 2017; January 26, 2018

Participant Obligations

Submit timely and accurate reports based on the defined criteria outlined in
the OneCity Health Services developed Phase II Comprehensive Schedule B
Project Implementation Summaries.

REPORTING INSTRUCTIONS
Download the reporting template from the Portal. The template will provide instructions on
how to report on this project’s “actively engaged” patients. In addition to uploading the
template, you will be required to enter the following information directly into the Portal:



Number of unique actively engaged patients for the quarter you are reporting on; and
Cumulative number of unique actively engaged patients for the DSRIP year to date
(April 1 2017 – end of reporting time period listed below)

Metric

Report due date:

Reporting time period:

PE001.1
PE001.2
PE001.3

July 27, 2017
October 27, 2017
January 26, 2018

DY3 Q1: April 1, 2017 – June 30, 2017
DY3 Q2: July 1, 2017 – September 30, 2017
DY3 Q3: October 1, 2017 – December 31, 2017

NYS Department of Health’s definition / clarifying information of “actively engaged” patients:
Definition
Clarifying Information

Counting Criteria

The number of participating patients who completed a new or updated
comprehensive care management plan.
The care management plan should be comprehensive and consistent with those
developed for a standard Health Home member. The participating patients are
the population not currently in Health Homes who would be eligible under the
federal definition for Health Home eligibility (i.e., those patients not eligible
under the current NYS Health Home rules.) Patients with a single chronic
condition, who in the course of evaluation, are found to have more than one
chronic condition, may be counted one time only through DY5
A count of patients who meet the criteria over a 1-year measurement period.
Duplicate counts of patients are NOT allowed. The count is not additive across
DSRIP years.

Source: https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/docs/2015-1028_actively_engaged_definitions.pdf
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PE002 (CARE TRANSITIONS)
Project ID (Metric ID) –
Metric Type

Care Transitions (PE002) – Patient Engagement

Metric

Report the number of actively engaged patients based upon DOH and PPS
defined criteria. (Care Transitions)

Due Date(s)

July 27, 2017; October 27, 2017; January 26, 2018

Participant Obligations

Submit timely and accurate reports based on the defined criteria outlined in
the OneCity Health Services developed Phase II Comprehensive Schedule B
Project Implementation Summaries.

REPORTING INSTRUCTIONS

Download the reporting template from the Portal. The template will provide instructions on
how to report on this project’s “actively engaged” patients. In addition to uploading the
template, you will be required to enter the following information directly into the Portal:



Number of actively engaged patients for the quarter you are reporting on; and
Cumulative number of actively engaged patients for the DSRIP year to date (April 1
2017 – end of reporting time period listed below)

Metric

Report due date:

Reporting time period:

PE002.1
PE002.2
PE002.3

July 27, 2017
October 27, 2017
January 26, 2018

DY3 Q1: April 1, 2017 – June 30, 2017
DY3 Q2: July 1, 2017 – September 30, 2017
DY3 Q3: October 1, 2017 – December 31, 2017

NYS Department of Health’s definition / clarifying information of “actively engaged” patients:
Definition
Clarifying Information

The number of participating patients with a care transition plan developed prior to
discharge.
There is no specific definition of a “care transition plan.” However, a care transition
plan should be consistent with the best practices of CMS’ Community-Based Care
Transitions Program and should include core components such as: patient selfeducation, follow-up appointments, and medication reconciliation. “Participating
patients” refers to those patients who are at a high risk of readmission, particularly
those patients with cardiac, renal, diabetic, respiratory and/or behavioral health
disorders. While the project is specifically focused on certain conditions, any
hospitalized patients who receive a care transition plan prior to discharge count.
The discharge needs to be accompanied by a care transition plan for that patient to
count as actively engaged. If a patient is discharged with the intent to develop a
treatment plan within a predetermined number of hours/days/etc., that patient
would not count as actively engaged.
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Counting Criteria

A count of patients who meet the criteria over a 1-year measurement period.
Duplicate counts of patients ARE allowed, provided that they meet the criteria
more than once. The count is not additive across DSRIP years.

Source: https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/docs/2015-1028_actively_engaged_definitions.pdf
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PE003 (PROJECT 11)
Project ID (Metric ID) –
Metric Type

Project 11 (PE003) – Patient Engagement

Metric

Report the number of actively engaged patients based upon DOH and PPS
defined criteria. (Project 11)

Due Date(s)

May 5, 2017; June 7, 2017; July 10, 2017; August 7, 2017; September 8, 2017;
October 6, 2017; November 7, 2017; December 7, 2017; January 8, 2018

Participant Obligations

Submit timely and accurate reports based on the defined criteria outlined in
the OneCity Health Services developed Phase II Comprehensive Schedule B
Project Implementation Summaries.

REPORTING INSTRUCTIONS
Below are instructions for reporting on this metric. You will provide this information directly
through the Portal.
Metric

Report due date:

Reporting time period:

PE003.1
PE003.2
PE003.3
PE003.4
PE003.5
PE003.6
PE003.7
PE003.8
PE003.9

May 5, 2017
June 7, 2017
July 10, 2017
August 7, 2017
September 8, 2017
October 6, 2017
November 7, 2017
December 7, 2017
January 8, 2018

April 1, 2017 – April 30, 2017
May 1, 2017 – May 31, 2017
June 1, 2017 – June 30, 2017
July 1, 2017 – July 31, 2017
August 1, 2017 – August 31, 2017
September 1, 2017 – September 30, 2017
October 1, 2017 – October 31, 2017
November 1, 2017 – November 30, 2017
December 1, 2017 – December 31, 2017

Before reporting on this metric, you must report on any staff you have trained in PAM® survey
administration during the month for which you are reporting.
Number of PAM® surveys administered to the uninsured: Use the PAM® Administration
Report from Flourish to report on the number of PAM® surveys administered during the
previous month.
1. Log into the Flourish data system after the month on which you are reporting has
ended (e.g., if reporting on the month of April, log in at the start of May to report all
April activities by the fifth business day of May)
2. On the left side of the screen click “Reports”
3. Under “PAM Individual Data” click “Create Report”
4. Under “Start” select the first day of the month you are reporting on; under “End”
select the last day of the month you are reporting on
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5. Make sure the appropriate “Group” and “Subgroup” are checked off for your
organization or facility
6. Under “Survey Type” select “PAM 10” from the drop down menu
7. Click the green “Generate Report” button
8. Click “Download CSV” and an Excel spreadsheet will be created. The number of
PAM® surveys administered will be displayed in this spreadsheet. This is the number
that you will report on in the Portal. Note: Please run this report with all data. Do not
click “ignore outliers”.
You only need to report on the number of PAM® surveys completed for the reporting month.
Do not upload the individual PAM® data report from Flourish into the Portal. This report
should be kept on file as part of your organization’s records.

NYS Department of Health’s definition / clarifying information of “actively engaged” patients:
Definition
Clarifying Information

Counting Criteria

The number of individuals who completed PAM® or other patient engagement
techniques
PAM® is the only activation measure being considered for implementation in this
project. Completed surveys by parents/guardians on behalf of younger patients
would count for active engagement
A count of patients who meet the criteria over a 1-year measurement period.
Duplicate counts of patients are NOT allowed. The count is not additive across
DSRIP years.

Source: https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/docs/2015-1028_actively_engaged_definitions.pdf
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PE004 (ASTHMA)
Project ID (Metric ID) –
Metric Type

Asthma (PE004) – Patient Engagement

Metric

Report the number of actively engaged patients based upon DOH and PPS
defined criteria. (Asthma)

Due Date(s)

July 27, 2017; October 27, 2017; January 26, 2018

Participant Obligations

Submit timely and accurate reports based on the defined criteria outlined in
the OneCity Health Services developed Phase II Comprehensive Schedule B
Project Implementation Summaries.

REPORTING INSTRUCTIONS
Download the reporting template from the Portal. The template will provide instructions on
how to report on this project’s “actively engaged” patients. In addition to uploading the
template, you will be required to enter the following information directly into the Portal:



Number of unique actively engaged patients for the quarter you are reporting on; and
Cumulative number of unique actively engaged patients for the DSRIP year to date
(April 1 2017 – end of reporting time period listed below)

Metric

Report due date:

Reporting time period:

PE004.1
PE004.2
PE004.3

July 27, 2017
October 27, 2017
January 26, 2018

DY3 Q1: April 1, 2017 – June 30, 2017
DY3 Q2: July 1, 2017 – September 30, 2017
DY3 Q3: October 1, 2017 – December 31, 2017

NYS Department of Health’s definition / clarifying information of “actively engaged” patients:
Definition
Clarifying Information

Counting Criteria

The number of participating patients who have had a home assessment based on
home assessment log, patient registry, or other IT platform.
Any IT platform will count for determining the number of participating patients
as long as it is able to meet the requirements of accurately documenting persons
participating in the program who have had home assessments. Any program that
meets the project requirements and is based on evidence-based guidelines will
count as an “asthma home-based self-management program.”
A count of patients who meet the criteria over a 1-year measurement period.
Duplicate counts of patients are NOT allowed. The count is not additive across
DSRIP years.

Source: https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/docs/2015-1028_actively_engaged_definitions.pdf
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PE005 (ED CARE TRIAGE)
Project ID (Metric ID) –
Metric Type

ED Care Triage (PE005) – Patient Engagement

Metric

Report the number of actively engaged patients based upon DOH and PPS
defined criteria. (ED-Triage)

Due Date(s)

July 27, 2017; October 27, 2017; January 26, 2018

Participant Obligations

Submit timely and accurate reports based on the defined criteria outlined in
the OneCity Health Services developed Phase II Comprehensive Schedule B
Project Implementation Summaries.

REPORTING INSTRUCTIONS
Download the reporting template from the Portal. The template will provide instructions on
how to report on this project’s “actively engaged” patients. In addition to uploading the
template, you will be required to enter the following information directly into the Portal:



Number of unique actively engaged patients for the quarter you are reporting on; and
Cumulative number of unique actively engaged patients for the DSRIP year to date
(April 1 2017 – end of reporting time period listed below)

Metric

Report due date:

Reporting time period:

PE005.1
PE005.2
PE005.3

July 27, 2017
October 27, 2017
January 26, 2018

DY3 Q1: April 1, 2017 – June 30, 2017
DY3 Q2: July 1, 2017 – September 30, 2017
DY3 Q3: October 1, 2017 – December 31, 2017

NYS Department of Health’s definition / clarifying information of “actively engaged” patients:
Definition

The number of participating patients presenting to the ED, who after medical
screening examination were successfully redirected to a PCP or Health Home
care manager as demonstrated by a scheduled appointment, or successfully
redirected to a PCP en route to ED.
Clarifying Information
The term “successfully redirected” means that the patient had or was made
aware of an appointment with a PCP or Health Home care manager within 30
days after ED presentation and medical screening. Health Home care manager
will only serve an option for those patients enrolled in a Health Home at time of
presentation to the ED. A redirection could occur within or en route to the ED.
Counting Criteria
A count of patients who meet the criteria over a 1-year measurement period.
Duplicate counts of patients are NOT allowed. The count is not additive across
DSRIP years.
Source: https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/docs/2015-1028_actively_engaged_definitions.pdf (Note: The information above reflects updated guidance provided by the
DOH on July 1, 2016.)
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PE006 (PRIMARY CARE AND BEHAVIORAL HEALTH)
Project ID (Metric ID) –
Metric Type

Primary Care and Behavioral Health (PE006) – Patient Engagement

Metric

Report the number of actively engaged patients based upon DOH and PPS
defined criteria. (PCBH)

Due Date(s)

July 27, 2017; October 27, 2017; January 26, 2018

Participant Obligations

Submit timely and accurate reports based on the defined criteria outlined in
the OneCity Health Services developed Phase II Comprehensive Schedule B
Project Implementation Summaries.

REPORTING INSTRUCTIONS
Download the reporting template from the Portal. The template will provide instructions on
how to report on this project’s “actively engaged” patients. In addition to uploading the
template, you will be required to enter the following information directly into the Portal:



Across all three models, the number of unique actively engaged patients for the quarter
you are reporting on; and
Across all three models, the cumulative number of unique actively engaged patients for
the DSRIP year to date (April 1 2017 – end of reporting time period listed below)

Metric

Report due date:

Reporting time period:

PE006.1
PE006.2
PE006.3

July 27, 2017
October 27, 2017
January 26, 2018

DY3 Q1: April 1, 2017 – June 30, 2017
DY3 Q2: July 1, 2017 – September 30, 2017
DY3 Q3: October 1, 2017 – December 31, 2017

NYS Department of Health’s definition / clarifying information of “actively engaged” patients:

Model 1: Co-location of behavioral health into primary care setting
Definition
Clarifying Information

The total number of patients receiving appropriate preventive care screenings
that include mental health/substance abuse.
The PPS is expected to utilize the preventive care screening based on nationallyaccepted best practices determined to be age-appropriate. Any staffer working
at a PCMH/APCM Service Site who is qualified to perform a preventive care
screening can do so. However, preventive care screenings conducted with a
patient via telepsychiatry alone will not count within this active engagement
definition. Appropriate screenings would only count if the PCP or the clinical staff
is provided the results of the screen and they are incorporated into the medical
record. The expectation of a co-located primary care-behavioral health site is
that there is a licensed behavioral health provider on site engaged in the
practice.
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Counting Criteria

A count of patients who meet the criteria over a 1-year measurement period.
Duplicate counts of patients are NOT allowed. The count is not additive across
DSRIP years.
Source: https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/docs/2015-1028_actively_engaged_definitions.pdf

Model 2: Co-location of primary care into behavioral health setting
Definition

The total number of patients receiving primary care services at a participating
mental health or substance abuse site.
Clarifying Information
Primary care services are defined as preventive care screenings billed through
Current Procedural Terminology (CPT) codes. The mental health and substance
abuse sites have to be partners within the PPS in order to count. Any staffer
working at a Behavioral Health Site who is qualified to perform a preventive care
screening as required within the project can do so. Appropriate screenings would
only count if the PCP or the clinical staff is provided the results of the screen and
they are incorporated into the medical record. The only types of “primary care
providers” that may be utilized to provide primary care services within the BH
site are participating PCPs, NPs, and physician assistants working closely with a
PCP.
Counting Criteria
A count of patients who meet the criteria over a 1-year measurement period.
Duplicate counts of patients are NOT allowed. The count is not additive across
DSRIP years.
Source: https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/docs/2015-1028_actively_engaged_definitions.pdf

Model 3: IMPACT model (Improving Mood – Promoting Access to Collaborative Treatment)
Definition
Clarifying Information

Counting Criteria:

The total number of patients screened using the PHQ-2 or 9 / SBIRT
Patients in this model will only count as actively engaged if they receive either
the PHQ-2, PHQ-9, or SBIRT screenings. All five principles of the IMPACT model
must be in place for a site to count. Any staffer working within the IMPACT
model who is qualified to perform a preventive care screening as required within
the project can do so. Appropriate screenings would only count if the PCP or the
clinical staff is provided the results of the screen and they are incorporated into
the medical record.
A count of patients who meet the criteria over a 1-year measurement period.
Duplicate counts of patients are NOT allowed. The count is not additive across
DSRIP years.

Source: https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/docs/2015-1028_actively_engaged_definitions.pdf
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PE007 (CARDIOVASCULAR)
Project ID (Metric ID) –
Metric Type

Cardiovascular (PE007) – Patient Engagement

Metric

Report the number of actively engaged patients based upon DOH and PPS
defined criteria. (CVD)

Due Date(s)

July 27, 2017; October 27, 2017; January 26, 2018

Participant Obligations

Submit timely and accurate reports based on the defined criteria outlined in
the OneCity Health Services developed Phase II Comprehensive Schedule B
Project Implementation Summaries.

REPORTING INSTRUCTIONS
Download the reporting template from the Portal. The template will provide instructions on
how to report on this project’s “actively engaged” patients. In addition to uploading the
template, you will be required to enter the following information directly into the Portal:



Number of unique actively engaged patients for the quarter you are reporting on; and
Cumulative number of unique actively engaged patients for the DSRIP year to date
(April 1 2017 – end of reporting time period listed below)

Metric

Report due date:

Reporting time period:

PE007.1
PE007.2
PE007.3

July 27, 2017
October 27, 2017
January 26, 2018

DY3 Q1: April 1, 2017 – June 30, 2017
DY3 Q2: July 1, 2017 – September 30, 2017
DY3 Q3: October 1, 2017 – December 31, 2017

NYS Department of Health’s definition / clarifying information of “actively engaged” patients:
Definition

The number of participating patients receiving services from participating
providers with documented self-management goals in medical record (diet,
exercise, medication management, nutrition, etc.).
Clarifying Information
Core components require documentation of patient-driven, self-management
goals in the medical record, which are reviewed at every appointment.
Information must be updated in the medical record on an ongoing basis and
goals should be reviewed at every appointment. Key patient information needs
to be available through the HIE throughout the PPS. This is needed so that, for
example, a cardiologist and PCP seeing the same patient can access the same
information through the RHIO.
Counting Criteria
A count of patients who meet the criteria over a 1-year measurement period.
Duplicate counts of patients are NOT allowed. The count is not additive across
DSRIP years.
Source: https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/docs/2015-1028_actively_engaged_definitions.pdf
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PE008 (PALLIATIVE CARE)
Project ID (Metric ID) –
Metric Type

Palliative Care (PE008) – Patient Engagement

Metric

Report the number of actively engaged patients based upon DOH and PPS
defined criteria. (Palliative Care)

Due Date(s)

July 27, 2017; October 27, 2017; January 26, 2018

Participant Obligations

Submit timely and accurate reports based on the defined criteria outlined in
the OneCity Health Services developed Phase II Comprehensive Schedule B
Project Implementation Summaries.

REPORTING INSTRUCTIONS
Download the reporting template from the Portal. The template will provide instructions on
how to report on this project’s “actively engaged” patients. In addition to uploading the
template, you will be required to enter the following information directly into the Portal:



Number of unique actively engaged patients for the quarter you are reporting on; and
Cumulative number of unique actively engaged patients for the DSRIP year to date
(April 1 2017 – end of reporting time period listed below)

Metric

Report due date:

Reporting time period:

PE008.1
PE008.2
PE008.3

July 27, 2017
October 27, 2017
January 26, 2018

DY3 Q1: April 1, 2017 – June 30, 2017
DY3 Q2: July 1, 2017 – September 30, 2017
DY3 Q3: October 1, 2017 – December 31, 2017

NYS Department of Health’s definition / clarifying information of “actively engaged” patients:
Definition
Clarifying Information

The number of participating patients receiving palliative care services at
participating PCMH sites, in accordance with the adopted clinical guidelines.
To be considered receiving “palliative care services,” participating patients must
be receiving palliative care from providers at the PCMH site that have
appropriately integrated palliative care into practice models. Thus, the intent of
this project is not to limit services to be provided only by palliative care
specialists, but also to include members of the clinical team who have been
trained to bring integrated palliative care into practice models. Palliative care
services can include both services billed to Medicaid, as well as services not
billable to Medicaid that are clearly documented in the patient’s medical record.
Palliative care services provided through this project must meet the principles
established by the Center to Advance Palliative Care, be consistent with the
NQF’s A Crosswalk of National Quality Forum Preferred Practices
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(https://media.capc.org/filer_public/88/06/8806cedd-f78a-4d14-a90eaca688147a18/nqfcrosswalk.pdf), or the most updated guidance.
Counting Criteria
A count of patients who meet the criteria over a 1-year measurement period.
Duplicate counts of patients are NOT allowed. The count is not additive across
DSRIP years.
Source: https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/docs/2015-1028_actively_engaged_definitions.pdf
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A. WHAT DOES “ACTIVELY ENGAGED” MEAN?
As defined by the New York State Department of Health, ‘actively engaged’ means that the
Medicaid patient population is engaged through project implementation. This reporting
category is narrower than the overall DSRIP project scope of work. Actively engaged may also
be referred to as “Patient Speed and Scale” and represents one measurement among many
that informs the State on the effectiveness of DSRIP work. OneCity Health is assessed every
quarter by the NYS Department of Health to determine whether PPS-wide actively engaged
targets are reached for applicable projects. The State distributes payments to the PPS every six
months if the set targets are met.

B. WHO COUNTS AS “ACTIVELY ENGAGED”?
It is important to note that actively engaged patients do NOT have to be patients that are
attributed to the OneCity Health PPS. Any NYS Medicaid patient receiving the services specified
in each project’s actively engaged definition meets the criteria and can be “counted” by
OneCity Health toward its actively engaged patient target.
Please take all necessary steps to ensure that the rosters of actively engaged patients your
organization submits to OneCity Health contain a unique list of patients that are not reported to
any other PPS during DSRIP Year (DY3), April 1, 2017 – March 31, 2018. Please reference the
diagrams below that illustrate this principle. Also, for each project (with the exception of 2.b.iv
Care Transitions Intervention), patients may not be duplicated within a DSRIP Year. This means
that each actively engaged patient may only be reported once out of the four quarters, per
project, even if they may have been engaged multiple times within DY3.

NOTE: Patients are to be reported cumulatively each quarter of the DSRIP Year (DY). For
example, the patient engagement report due on October 27, 2017 (DY3 Q2 reporting),
should contain engaged patients from both DY3 Q1 and DY3 Q2 (April 1, 2017 through
September 30, 2017). Any patients that were reported in previous quarters of the DY should
be represented in your report.
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C. UNIQUE ROSTERS FOR ACTIVELY ENGAGED PATIENTS

A partner CAN report unique patients
to separate PPSs.

A partner CAN report unique patients
to one PPS.

A partner CANNOT attribute the
same patients to several PPSs.

NOTE: Actively engaged patients may only be reported once out of the four quarters, per project (except PE002 – Care Transitions,
where patients can be reported more than once as long as the care transition plan date corresponds to a separate hospital
discharge), even if they may have been engaged multiple times within DY3.
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D. REVIEW AND APPROVAL OF PATIENT ENGAGEMENT REPORTS

Partner 1

OneCity
Health
Validation

Partner 1
Engaged Patients

OneCity Health
Partner Portal

Partner 2

OneCity Health
Patient Engagement

Partner 2
Engaged Patients

NOTE: Payment for all patient engagement (PE) metrics depends on whether the whole
OneCity Health PPS collectively meets its patient engagement targets. If OneCity Health is
successful in achieving these targets, all eligible partners will be paid. After the DSRIP Year
ends, eligible partners will be able to submit an invoice for all patient engagement metrics
submitted. You will not individually invoice for these metric as you do with other metrics.

78

Phase II OneCity Health Partner Reporting Manual (September 2017)

OUTCOME MEASURES
Outcome measures are distinct measures defined by NYSDOH as requirements of the DSRIP
program. The PPS becomes eligible for DSRIP funds upon the successful achievement of these
measures. For the Phase II Comprehensive Schedule B, OneCity Health prioritized 14 outcome
measures as a focus for partners this year from a list of 52 pay-for-performance DSRIP outcome
measures.
Since outcome measures are based on the PPS’s performance as a whole, there are NO
individual partner reporting requirements for these measures. Performance and payment for
these measures will be calculated by NYSDOH for the OneCity Health PPS as a whole; OneCity
Health will then distribute payment to eligible partners.
Your organization becomes eligible for payment related to these funds if:



The PPS successfully achieves each individual outcome measure, and
Your organization successfully achieves for payment a minimum of 50% of its
process metrics.

At the end of the contractual period, partners who are eligible for payment will have an invoice
that requires submission generated in the Portal.
The chart below lists a summary of all the outcome measures included in the Comprehensive
Schedule B along with the NYS Department of Health’s description for each. These descriptions
are provided as background information only – there are no reporting requirements for
partners. As with process metrics, not all outcome measures apply to all partners.
Metric ID

Outcome Measure

OM001

PDI 90– Composite of all
measures

OM002

Potentially Preventable
Emergency Room Visits

Measure Description
Numerator: Number of admissions which were in the
numerator of one of the pediatric prevention quality
indicators
Denominator: Number of people 6 to 17 years as of June 30
of measurement year
Numerator: Number of preventable emergency room visits
as defined by revenue and CPT codes
Denominator: Number of people (excludes those born
during the measurement year) as of the last day of the
measurement year
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Metric ID

Outcome Measure

OM003

Potentially Preventable
Readmissions

OM004

PQI 90 – Composite of all
measures

OM005

Controlling High Blood
Pressure

OM006

Diabetes Monitoring for
People with Diabetes and
Schizophrenia

OM007

Diabetes Screening for
People with Schizophrenia
or Bipolar Disease who are
Using Antipsychotic
Medication

OM008

Follow-up after
hospitalization for Mental
Illness – within 30 days

OM009

Follow-up after
hospitalization for Mental
Illness – within 7 days

Measure Description
Numerator: Number of readmission chains (at risk
admissions followed by one or more clinically related
readmission within 30 days of discharge)
Denominator: Number of people as of the last day of the
measurement year
Numerator: Number of admissions which were in the
numerator of one of the adult prevention quality indicators
Denominator: Number of people 18 years and older as of
the last day of the measurement year
Numerator: Number of people whose blood pressure was
adequately controlled as follows:
 below 140/90 if ages 18-59;
 below 140/90 for ages 60 to 85 with diabetes
diagnosis; or
 below 150/90 ages 60 to 85 without a diagnosis of
diabetes
Denominator: Number of people, ages 18 to 85 years, who
have hypertension
Numerator: Number of people who had a diabetes
screening test during the measurement year
Denominator: Number of people, ages 18 to 64 years, with
schizophrenia and diabetes
Numerator: Number of people who had both an LDL-C test
and an HbA1c test during the measurement year
Denominator: Number of people, ages 18 to 64 years, with
schizophrenia or bipolar disorder, who were dispensed an
antipsychotic medication
Numerator: Number of discharges where the patient was
seen on an ambulatory basis or who was in intermediate
treatment with a mental health provider within 30 days of
discharge
Denominator: Number of discharges between the start of
the measurement period to 30 days before the end of the
measurement period for patients ages 6 years and older,
who were hospitalized for treatment of selected mental
health disorders
Numerator: Number of discharges where the patient was
seen on an ambulatory basis or who was in intermediate
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Metric ID

Outcome Measure

OM010

Pediatric Quality Indicator
# 14 Pediatric Asthma

OM011

Prevention Quality
Indicator # 8 (Heart Failure)

OM012

Prevention Quality
Indicator # 15 Younger
Adult Asthma

OM013

Prevention Quality
Indicator # 7
(Hypertension)

OM014

Cardiovascular Monitoring
for People with
Cardiovascular Disease and
Schizophrenia

Measure Description
treatment with a mental health provider within 7 days of
discharge
Denominator: Number of discharges between the start of
the measurement period to 30 days before the end of the
measurement period for patients ages 6 years and older,
who were hospitalized for treatment of selected mental
health disorders
Numerator: Number of admissions with a principal diagnosis
of asthma
Denominator: Number of people ages 2 to 17 as of June 30
of the measurement year
Numerator: Number of admissions with a principal diagnosis
of heart failure
Denominator: Number of people 18 years and older as of
June 30 of measurement year
Numerator: Number of admissions with a principal diagnosis
of asthma
Denominator: Number of people ages 18 to 39 as of June 30
of the measurement year
Numerator: Number of admissions with a principal diagnosis
of hypertension
Denominator: Number of people 18 years and older as of
June 30 of measurement year
Numerator: Number of people who had an LDL-C test during
the measurement year
Denominator: Number of people, ages 18 to 64 years, with
schizophrenia and cardiovascular disease

All PPS Pay for Performance Outcome Measures are included in Appendix A of your
Comprehensive Schedule B for your reference.

81

Phase II OneCity Health Partner Reporting Manual (September 2017)

Section II: PARTNER
PORTAL OVERVIEW
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SECTION II: ONECITY HEALTH PARTNER PORTAL OVERVIEW
OneCity Health has redesigned the Portal to make reporting and invoicing easier in Phase II.
This section provides an overview on navigating the OneCity Health Partner Portal, including:






Overall Portal guidance and policies
Registering for an account
Logging in and viewing metrics
Submitting and invoicing for metrics
Resubmitting reports that have been returned to you for remediation

Access to the Portal is required for reporting and invoicing on all metrics.

What Can I Do on the Partner Portal?
 View all of your organization’s Schedule B metrics
 Download templates and other resources for reporting on metrics
 Submit metric reporting and invoicing materials to OneCity Health
 Update your organization’s contact information

If you have any questions, please contact the OneCity Health support desk:




Email: ochsupportdesk@nychhc.org
Phone Number: (646) 694-7090
Hours of Operation: Monday- Friday, 9 a.m. to 5 p.m. EST
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A. OVERALL PORTAL GUIDANCE AND POLICIES
GUIDANCE ON PORTAL USERS
Your organization should designate at least two portal users. All Portal users have permission
to access metrics, view payment/contract information, submit metrics, and invoice for
payments.






Due to the potentially sensitive nature of the materials available on the Portal, OneCity
Health asks senior leadership for confirmation for primary portal users. These primary
users have the added responsibility to approve any additional individuals to your
account.
When an additional individual needs access, he or she should register for the Portal and
contact OneCity Health to request access. The primary user from your organization must
also send an email to the OneCity Health support desk to confirm this additional access.
Deactivating accounts: If a colleague who has Portal access leaves your organization,
please contact the OneCity Health support desk so their access can be removed.

TIMEFRAME FOR REQUESTING PORTAL ACCESS
After you register for the Portal and contact OneCity Health to request access, you will not be
able to immediately submit reports because your access must be verified by OneCity Health.
NOTE: You must register for the Portal at least seven business days in advance of a
reporting deadline. No extensions on reporting deadlines will be granted because of Portal
access if you did not register at least seven business days in advance.
POLICY REGARDING METRIC EXTENSION REQUESTS DUE TO TECHNICAL ISSUES
Effective August 8, 2017, if you are experiencing any technical issues with reporting on a metric
in the OneCity Health Partner Portal, you must report the technical issue to the OneCity Health
support desk by 5 p.m. on the day of the reporting deadline in order to be considered for an
extension of the metric due date.
Additionally, you must also email screenshots or a video recording of the issue to the Support
Desk or contact the Support Desk to allow them to record the technical issue, via WebEx, in real
time. OneCity Health will review your supporting evidence and determine whether or not it is a
technical issue and therefore warrants an extension of the metric due date.
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If you miss a metric deadline and cite a technical issue as the reason for doing so but did not
follow the procedure above you will not be considered for an extension of the metric due
date.

INTERNET BROWSER COMPATIBILITY
The OneCity Health Partner Portal is most compatible with Google Chrome as your web
browser. To download and install Google Chrome visit:

https://www.google.com/chrome/browser/desktop/index.html
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B. CREATING AN ACCOUNT IN THE PORTAL
Follow the steps below to register for the Portal:
1. Access the Portal by visiting: https://portal.onecityhealth.org.
2. Select “Sign Up” in the middle of the screen

3. Once “Sign Up” is selected in the sub menu you will be brought to this screen:
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4. Fill in your account information. Your email address will be your username. “Display
Name” should be your first and last name.

5. After completing all the required fields, click the “Register” button. After you submit
your account information you will be brought back to the home screen.
6. To complete the registration process, you must contact the OneCity Health support
desk to request Portal access:
 Email: ochsupportdesk@nychhc.org
 Phone: (646) 694-7090 (Monday through Friday, 9am – 5pm)
7. Your email address will then be verified by OneCity Health. Once verified, you will be
granted access to the Portal and receive an email notifying you that your account has
been activated.
8. After your account has been activated, the next time you log in, you will see tabs at the
top of your screen that are customized to your user profile.
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C. LOGGING INTO AND NAVIGATING THE ONECITY HEALTH
PARTNER PORTAL
Once you are registered and logged into the Portal, you will be able to view the specific metrics
that appear in your organization’s Comprehensive Schedule B as well as metrics from any
distinct Schedules B that your organization is responsible for reporting on.
For each metric, you will be able to access instructions, download relevant templates and
implementation materials, enter required information, and upload documentation for reporting
and invoicing for payment. The screenshots and directions below illustrate how to navigate the
Portal.

Logging in to the Portal:




Please enter your Portal username in the “Email” section
Enter your password in the “Password” section
Click “Log In”
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After you log in, you will see the new dashboard. The static navigation pane on the left side will
help you maneuver through the Portal.
 Your name will show up at the top; please confirm it is accurate
 Your organization will be on the top left. If your name or your organization’s name is not
accurate, please contact the support desk.

NOTE: Although we are now in Phase II, you may need to still access your Phase I metrics to
continue reporting and invoicing on Phase I metrics with due dates in April 2017. From the
dashboard, you can access metrics for both Phase I and Phase II.
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To report and invoice on any metrics from Phase I, click “Phase I” and then “Metrics.” For
continuity, if you click Phase I you are brought to the old Portal. You can maneuver through it as
you did previously. For specific guidance on navigating the Phase I Portal, please refer to the
Phase I Partner Reporting Manual.

To see the metrics your organization is responsible for as part of your Phase II contracts: Click
“Phase II” and then “Metrics”
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You will now see a chronological list of the Phase II metrics your organization is responsible for
completing, organized by project. Every metric in your schedule is associated with a specific
DSRIP project. This page arranges metrics by project, so any project with an upcoming metric
due will be listed here. You can click anywhere in the white boxes to select the project.

If you scroll to the bottom of the page, you will see metrics that have been submitted and are
awaiting approval (“Pending”) or have been approved (“Completed”), as well as those where
the deadline has passed and the metric was not successfully submitted (“Past Due”).
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If a metric that you submitted has been returned to you for resubmission, you will see it at the
top of the Metrics page, under “Requires Remediation”:

Further details about the process for resubmitting reports are available at the end of this
section.
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From the main Metrics page, if you click on a project name, you will see all the individual
metrics associated with that project organized chronologically, in the following categories:






Requires Remediation: Metrics that have been returned to you
Incomplete: Metrics with an upcoming due date
Pending: Metrics that have been submitted to OneCity Health and are awaiting review
or are in the process of being reviewed
Complete: Metrics that have been submitted and approved by OneCity Health
Past Due: Metrics where the deadline has passed and you did not successfully submit a
report to OneCity Health
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D. REPORTING AND INVOICING THROUGH THE ONECITY HEALTH
PARTNER PORTAL
After selecting a specific metric, you will be able to view a summary, your obligation, your
eligible allocation for completing the metric (if applicable), as well as access any reporting
templates or implementation materials.



To view more specific instructions, click “Metric Reporting Instructions” on the top right.
To begin the submission process, click “Submit Metric” on the top right.

How Should I Name Files?
When uploading files to the Portal as part of metric submissions, please include the following
information in the file name with underscores in between:
1) Organization name; 2) Metric ID; 3) File description (e.g., template)
Example: OrganizationName_PE002_Template.xlsx
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After you click “Submit Metric,” you will be brought to the next page. This page will be different
for every metric, depending on what is required to complete the metric.






For example, it may be a survey to complete or a document to download, complete and
upload.
The status bar at the top displays your progress with each metric, and the steps that are
left to compete.
Click “Next” to move through the submission process.

After submitting a report, you will be asked to confirm it with your name, email and user
ID. Click “Next” again.
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To make the reporting process more seamless and efficient, as part of the updates made to the
Portal for Phase II, you can now preview the preliminary invoice at the time of metric
submission. This pending invoice submission is finalized at the time of metric approval.



After confirming your report, the next step is to confirm the preliminary invoice.
You no longer have to wait to submit the invoice until after the metric is approved.

NOTE: If your organization would prefer to submit invoices separately from reporting,
please contact the OneCity Health support desk so we can accommodate your needs.
When you confirm the preliminary invoice, you will see the invoice number, your address, and
basic instructions at the top. Scroll down to complete the process.
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To complete the invoice, enter your name and email, check the
certification/acknowledgement box, and then click “Next”



Finally, attest to the submission and click “Submit.”
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The Portal will ask you to reconfirm your submission as all submissions are final.

After you submit, you will be taken back to the submission page for that individual metric. On
that page you can view the report to see a record of what you submitted:



“View Report” will take you to full record of information submitted for the metric
The “View Invoice” link will not be activated until your submission and invoice for that
metric have been approved by OneCity Health
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On the “View Report” page, you will be able to see a full record of information submitted for
that metric. If you scroll to the bottom of the report screen, you will also be able to see a
complete history of all actions related to that submission.
This “Report Actions History” will be updated with new activities as the submission moves
through the review process. Below is an example of what this history looks like:

On the dashboard, submitted invoices are available to view – you can only view invoices here
after they have been approved.
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E. RESUBMITTING REPORTS
OneCity Health has redesigned the Portal to make reporting and invoicing more efficient in
Phase II. Part of this update involves streamlining the process for resubmitting reports when a
metric is not approved.
Below is general guidance on the remediation process, followed by step-by-step instructions for
how to view metrics that require remediation and resubmit reports through the Portal.
OVERALL GUIDANCE ON REMEDIATION
After you submit a metric, you are responsible for checking the Portal to follow up on the status
of your submission:







If a submission is returned to you for remediation, it will immediately appear at the top
of your metrics page as shown in the screenshot on the next page.
From the time the metric is returned to you in the Portal, you will have 14 calendar
days to resubmit. The new deadline for submission will be displayed in the Portal. You
must resubmit the metric by the new deadline. If you miss this deadline, the metric will
move to the “Past Due” section in the Portal and will no longer be available for
submission.
When resubmitting the metric, you will be able to view remediation details directly in
the Portal. You will only need to resubmit the specific information that was incorrect or
missing in your initial submission – you do not need to resubmit the entire metric.
You will only be given two chances to remediate an individual metric (i.e., an initial
submission plus two remediation attempts). If the required information is not provided
after these two remediation opportunities, the metric will be closed for submission. If
you have questions about what is needed for a remediation, please contact the OneCity
Health support desk.
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At the top of the main Metrics page, you will see any projects where metrics have been
returned to you for remediation:

After you select the Project, you will see the metrics requiring remediation, along with the new
deadline for submission:
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When you select a metric, you will be taken to the metric summary page. On the metric
summary page you will see the new deadline for submission.



Click “View Report” to see a record of the information submitted, remediation guidance,
and an activity overview for the submission.
Click “Resubmit Metric” when you are ready to resubmit.
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When you go to resubmit the metric, you will see exactly which parts of the submission require
remediation and which parts were approved. You will only need to resubmit the parts that
require remediation.





Portions of the metric that have been approved will appear in green, while those that
require remediation will appear in red.
All specific remediation guidance will appear in red text directly on the page.
The process for completing the sections requiring remediation and resubmitting the
metric are identical to the original submission.
At the end of the resubmission, you will be required to confirm the report and
preliminary invoice, as you did when you initially submitted.

Remember, you must resubmit by the deadline shown in the Portal, which will be 14 calendar
days from when the metric is returned to you.
You will only need to resubmit the portions of the metric that require remediation. The status
bar at the top tracks your progress through the submission, the same way it does for the initial
submission:

After you resubmit, you can view the report and monitor the progress of the submission the
same way you did for the initial submission.
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General Reporting Guidance:


Only include patient protected health information (PHI) when specifically requested and
only include the minimum PHI required to fill in the template or complete the metric. The
Portal is secure for handling necessary PHI submissions.



The data provided to OneCity Health may be shared with the New York State Department
of Health or OneCity Health partners. The extent to which data is shared is contingent on
the specific metric, therefore the metric reporting instructions should be referenced for
further details.

Need Help?
If you have any questions or trouble accessing the Portal, please contact the
OneCity Health support desk:




Email: ochsupportdesk@nychhc.org
Phone Number: (646) 694-7090
Hours of Operation: Monday- Friday, 9 a.m. to 5 p.m. EST
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