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As the United States continues to contend with rising health care costs, greater focus is being placed on 
individuals with multiple chronic conditions; those who require complex, multi-faceted medical care. 

The traditional health care system in the United States is often viewed as siloed and fragmented, and 
these deficiencies harm chronically ill patients the most. Fortunately, federal mandates set forth 
by the Affordable Care Act are changing the way health care is 
delivered across the country while simultaneously modifying 
how Medicare and private payers will pay for clinicians’ 
services. 

Chronic Care Management is the key to uniting payers 
and providers as it aligns their goals of improving care for 
patients in a cost-efficient manner.

Since January 1, 2015, the Centers for Medicare and 
Medicaid (CMS) began reimbursing providers for delivering 
Chronic Care Management (CCM) services. These non-
face-to-face care coordination services are provided to 
Medicare patients with two or more chronic conditions. 
CMS recognizes care management as one of the most 
important aspects of primary care, as it is a key component of 
improving overall health care and decreasing costs. 

HealthCare Partners of the North Country, the region’s 
Accountable Care Organization, has chosen Chronic Care 
Management as one of its campaigns for 2016, as it not only 
engages high-risk members to seek care at the primary level, but it also 
prepares our ACO partners to thrive in a “value-based” environment.

HealthCare Partners of the North Country is committed to assisting 
every office in implementing a successful CCM program, by providing 
education, resources and workflow transformations. 

To date, three practices within the ACO have begun providing Chronic 
Care Management for their eligible patients. Within those practices, 
patients have reported increased adherence with their medications, 
improved access to their provider and feeling as though they have more 
control over their health care goals.

 

For assistance with the Chronic Care Management program, please contact Erin Shustack at 
315-755-2020, ext. 32, or eshustack@northcountryinitiative.org. 

A Key Campaign:

 Chronic Care Management



Our PPS was Featured in “The DSRIP Digest”!
The NCI’s Workforce Strategy was featured in the Department of Health’s 

July “PPS Spotlight.” Here’s an excerpt from the Digest:

“The ability to recruit, retain and educate an adequate supply of healthcare 
workers in Jefferson, Lewis and St. Lawrence Counties is a critical healthcare 
priority widely recognized among providers and community members in 
the Tug Hill Seaway. There are various workforce shortages and recruitment 
obstacles in the region, ranging from primary care physicians to psychiatrists 
to nursing assistants. Since 2008, the Fort Drum Regional Health Planning 
Organization’s Recruitment Program has significantly increased education 
access and career opportunities for students, local community members and 
healthcare professionals to build a high quality regional healthcare workforce, 
which is essential to the long-term health and viability of the region.”

To view a full copy of the DSRIP Digest, click here.

What is MACRA?

On April 16, 2015, Congress passed bipartisan legislation that significantly changes the way the federal government pays 
physicians to deliver health care. The Medicare Access and CHIP Reauthorization Act of 2015, or MACRA, repeals the 
Sustainable Growth Rate formula for determining Medicare payments for clinicians’ services, and establishes two new 

tracks for physician payment- the Merit-Based Incentive Payment System (MIPS) and the Alternative Payment Model (APM).  
The swift movement towards value based payments has been accelerated by the MACRA legislation as 30 percent of Medicare 
payments will be moved into alternative payment models by 2016, and 50 percent by 2018. 

Beginning in 2019, physicians will be required to enter into 1 of 2 payment tracks; those who are not currently participating in 
an Alternative Payment Model will automatically be placed on the MIPS track. The proposed rule includes a list of models that 
would qualify as Alternative Payment Models:

• Medicare Shared Savings Program-Track 2
• Medicare Shared Savings Program- Track 3
• Comprehensive Primary Care Plus (CPC+)

• Next Generation ACO Model
• Comprehensive ESRD Care Model (Large Dialysis Organization arrangement)

• Oncology Care Model Two-Sided Arrangement (available in 2018)

MIPS consolidates the Physician Quality Reporting System, Meaningful Use, and the Value Based Payment Modifier into a 
single quality payment program.  Under MIPS, physicians and practitioners will be given a single MIPS composite performance 
score based on 4 weighted program categories: Quality, Resource use, Clinical practice improvement activities and Meaningful 
use of certified EHR technology. Based on the composite performance score, physicians and practitioners will receive a 
positive, negative, or neutral adjustment to the base rate their Medicare Part B payments. Presently, there are only 3 groups 
of physicians who will not be subject to MIPS: those who are in their first year of Medicare participation, practices who do not 
meet the volume threshold and those who are participating in an Alternative Payment Model. 

Although many aspects of MACRA remain undefined, practices should begin making the necessary changes 
that will position them for the future. Transforming to a value- based reimbursement model will require 
physicians to focus on functions such as patient engagement, risk stratification and care coordination.  

The North Country Initiative is committed to preparing our partners for the 
future of health care by providing education, assistance and support.
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What is the Regional Care Transition Initiative?  

The Regional Care Transition Initiative is a targeted care coordination program that aims to deliver services to improve 
outcomes for patients, providers and payers.  This program is designed to reduce potentially preventable hospital 
admissions for those with chronic conditions.

To address challenges related to chronic conditions and mental illness, this initiative aims 
to identify health concerns and social disparities prior to discharge, provide continuity 
of care, promote strategies for early intervention, reduce the likelihood of potentially 
preventable hospital and emergency department admissions and manage care at the 
appropriate care setting.

Strategies in our region to prevent potentially preventable admissions to the hospital or 
emergency department are:

• Developing a curriculum to train and hire care managers  
• Increasing referrals to and utilization of the Health Home
• Establishing cross-functional teams that span the delivery system
• Enhancing collaboration and communication with community-based and social support 
services
• Establishing regional, standardized care transition protocols
• Educating and engaging patients and caregivers in the care plan
• Leveraging Health Information Technology (HIT) to ensure smooth, secure records transfers 
across the care continuum
• Establishing treatment adherence and medication management goals with the patient

Top 5 causes 
of hospital and 
emergency 
room visits in 
Tug Hill Seaway 
Region (Medicaid 
population):

1. Mental Illness

2. Cardiovascular 
Disease

3. Chronic 
Obstructive 
Pulmonary Disease

4. Diabetes

5. Substance 
Abuse

Exciting updates in Care Coordination:

• Care Transition Protocols:  Standardized protocols have been approved 
by the Care Connections Committee, NCI Medical Management Committee, and 
NCI Board.  We are in process of rolling the protocols out to the Hospitals first, then 
all other providers.  The protocols will begin in the hospital setting and follow that 
patient through to the receiving providers. Key elements in the Care Transition 
Protocols are: Inpatient Admission, Risk Stratification, Flagging, Health Home Referral, 
Care Transition Plan, Warm Hand-Off and Electronic Record Transfer.

• Training Opportunities:

North Country Care Coordination Certificate Program: 
Colloboratively developed by FDRHPO, SUNY Jefferson (JCC) and SUNY Canton, 
this program is a 12-module course designed to prepare and train existing 
care coordination professionals to play a critical role in supporting health 
transformation in the Tug Hill Seaway Region.
 
Chronic Care Professional Training: Offered by the North Country 
Initiative, this program focuses on training nurses or care managers in primary 
care offices, but nurses, case managers, physicians, health educators and social 
workers are also eligible. This interactive, online training build on four core 
competencies: Population Health Improvement, Chronic Conditions, Lifestyle 
Management and Health Coaching.  Registration is due by 9/30/16 for the 
upcoming cohort.

For more 
information 

regarding the 
Regional Care 

Transition, 
please contact 

Sue Raso at: 
315-755-2020, 

ext. 35

By BRIAN MOLONGOSKI
bmolongoski@wdt.net

WATERTOWN — The 
North Country Initiative, in 
partnership with the Fort 
Drum Regional Health 
Planning Organization, is 
reporting a solid first year 
under the state’s five-year 
Delivery System Reform 
Incentive Payment program.
 DSRIP, which was 
launched last year, will 
distribute more than $8 billion 
to 25 Performing Provider 
Systems throughout the state 
based on each group’s ability 
to meet key milestones. The 
goal is to reduce avoidable 
hospital visits by 25 percent 
in five years, utilizing 
preventive health methods 
and increasing access to 
integrated primary and 
behavioral healthcare services 
in the outpatient setting.
 The North Country 
Initiative PPS, which is 
comprised of six area 
hospitals and more than 
500 healthcare providers 
throughout Jefferson, 
Lewis and St. Lawrence 

counties could earn about 
$78 million under DSRIP.
 The PPS nailed a 
perfect score during the 
first year on each of its 11 
health improvement projects, 
earning it 704 of a possible 704 
“achievement value” points 
from the state Department 
of Health. The score helped 
the group secure $3,142,317 
to benefit the health of 
north country residents.
 “If I could pinpoint 
one reason for our success, 
it would be that our PPS 
partners have been at the 
same table for years, working 
together to better the health 
of our community since 
2005 through the FDRHPO 
and since 2011 through the 
work of the North Country 
Initiative,” Erika F. Flint, 
DSRIP director for the North 
Country Initiative, said.
 Specific goals of 
each PPS project include 
combatting chronic diseases 
such as diabetes, colorectal 
cancer and cardiovascular 
disease as well as integrating 
and strengthening access 
to primary and mental 
health care and connecting 

providers by expanding health 
information technology.
 During the first 
year, a North Country Care 
Coordination certificate 
program was developed 
for Jefferson Community 
College and SUNY Canton.
 Several professionals 
were also recruited across 
the region, including 11 
primary care providers, 
three nurse practitioners, 
two physician assistants, 
two psychologists, two 
psychiatrists and two dentists.
 “It is important to 
remember these are not 
just dollars being earned, 
they are dollars going out 
the door with a purpose, to 
improve the health and well-
being of the people of this 
region,” FDRHPO Executive 
Director Denise K. Young 
said. “We are 100 percent 
committed to that purpose.”
 DSRIP Year 2 is now 
underway and will continue 
through March 31, 2017. 
The end of the DSRIP 
program is March 31, 2020.
 A detailed list of DSRIP 
Year 1 funding distributions 
can be found here.

NCI, FDRHPO CELEBRATE DSRIP Inaugural Year SUCCESS

Watertown Daily Times

http://www.health.ny.gov/health_care/medicaid/redesign/dsrip/quarterly_rpts/funds_flow/y1-q4/samaritan.pdf
http://www.watertowndailytimes.com/news03/north-country-initiative-fdrhpo-highlight-dsrip-inaugural-year-success-20160815


TIPS:
•Please only submit the Webform once your tasks have been completed, do not 
submit ‘In Progress’ tasks without consulting your NCI contact.

•The form may be opened as many times are possible, 
but should only be attested and submitted to once.

For additional help completing the Webform, please 
watch this 4-minute webinar.

Also, Haley Herchek, our DSRIP Performance 
Coordinator, is available to assist you with any additional 
questions at 315-755-2020, ext. 12, or at hherchek@
northcountryinitiative.org.

Dear Dr. R
eform,

I am a DSRIP p
oint of con

tact 

for a small primary care pra
ctice. I 

successfully 
completed the 

webform for 

our practice
 for DY2 Q

1.

I know that
 we will be 

finishing up
 

DY2 Q2 at
 the end of

 September 

and I will n
eed to com

plete the n
ew 

quarter’s w
ebform.

What can I d
o to make sure my 

practice sta
ys on track

? Can you 
go 

over some of the st
eps involved

 in 

completing the 
webform?

Thank you 
for your he

lp.

   Sincerely,

   Webform Walter

Dr. Refor
m

120 Washington S
t., Suite

 230

Watertown, N
Y 13601

Dear Webform Walter,

I’m really glad you brought this up. As we move through each quarter of reporting for DSRIP, we want to be sure our 
partners are staying informed and educated on the process. 

We understand there are many levels of care and various demands in our partners’ day-to-day workflows. We are 
trying to be mindful of this and do our best to make sure that any tasks asked of you are clear, logical and easy to 
implement. Here are some Webform tips that should help keep you on track, as well as a video to help you out:

The DSRIP Point of Contact 
is expected to complete the 
Webform by:

• Submitting task updates 
for completed tasks

• Submitting any necessary 
supporting documentation

• Attesting to the 
completion of the entity’s 
assigned tasks

Dr. Reform

https://www.surveymonkey.com/r/NCITaskUpdate
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