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 Multi-specialty group practice founded in 1946 and servicing 
Westchester, Dutchess and Putnam Counties in New York State 

 280 primary care and specialty physicians, 25 office locations 
servicing 300,000 patients 

 In-group ancillary services include diagnostic imaging, 
laboratory/pathology, anesthesiology, ambulatory surgery center  

 Two fully staffed Urgent Care Centers 

 NCQA Recognized Level 3 Patient Centered Medical Home 

 

 

Mount Kisco Medical Group 
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 Affiliated with 4 local community hospitals and academic affiliation 
with Massachusetts General Hospital 

 Practice Data: 

» 760,000 patient visits 

» 2 million lab tests, 125K imaging tests 

» $425 million in gross revenue 

 Recently implemented: 

» NextGen EMR 

» 3rd EMR in over 15 years 

 

 

Mount Kisco Medical Group 



Collaborative Health Systems (CHS) 

 CHS, a subsidiary of Universal American (NYSE: UAM), has created 30+ 
Medicare Shared Savings Program ACOs in 13 states.  Our ACO partnerships 
are based on the same successful Healthy Collaboration® model that supports 
our TexanPlus® Medicare Advantage plan, rated 4-Star Quality by Medicare. 

 We are champions of empowering primary care physicians, working 
collaboratively to reduce healthcare costs and improve the health and well-
being of people with Medicare  

 We offer transformative analytics and services to help doctors improve health 
outcomes, increase patient satisfaction, and lower healthcare costs 

 We engage the people we serve to help them make smart, proactive, and 
economical choices about their healthcare 

 Current ACO partnerships support more than 3,000 providers and 
approximately 330,000 beneficiaries throughout the U.S.  

 Medicare evaluates plans based on a 5-Star rating system.  Star Ratings are calculated each year and 
may change from one year to the next. 
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CHS Operations Include ~ 3,000 Physicians and ~ 330,000 
Assigned Medicare FFS Patients 
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 Medicare ACO formed in April 2012 – 1st contract runs through 2015 

» CHS provided up front start-up capital 

» Joint governance with CHS 

» Split shared savings after deducting ACO shared expense 

 

 

Accountable Care Coalition of Mount Kisco 

Mount Kisco Medical Group Collaborative Health Systems 

• Physician & Financial Leadership 

• NextGen EMR  

• Strong market presence & hospital 
relationships 

• Practice management system 

• Risk management expertise 

• Analytics & patient risk stratification  

• Care coordination resources and programs 

• CHS ACO benchmarking and best practices  

• Quality measure collection 

Partnership Roles & Responsibilities 
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ACCMK – Organization and Staffing 

MKMG Exec Committee 

Scott Hayworth, MD 
Tom Lester, MD 
Alan Bernstein, MD 
Chris Sclafani 
Kevin Conroy 

Care Coordination Staff: 

• Embedded in MKMG offices 

• Focus on Chronic & TOC initiatives 

• Physician referrals  

• In-person & telephonic outreach 

Peter Kelly 
Executive Director 

CHS Care Coordinator 

CHS Care Coordinator 

Clinical Manager 

Social Worker 

Market Manager 

Alan Bernstein, MD 
Senior Medical Director 

MKMG Physicians: 
• PCP 
• IM 
• FP  
• Select specialties 

Nurse practitioners 

CHS Operations 
 & Analytics 

CHS Care Coordinator 



 Population Attribution 

 Per Patient Per Month (PPPM) Costs By Setting of Care 

 PPPM Cost Compared to CHS Benchmarks 

 Annual Spend by Acute Hospital Facility 

 Annual Spend by Diagnosis 

 Physician Profiles 

 

 

 

Examples of Data Analytic Reports 
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9 
Source: CHS Analysis of  2013 CMS Claims Files  and ACO Rosters received through November 2013.  

Note: PPR roster based  on patient attribution from 1/1/11-12/31/11. 

Patient No Longer Assigned 

Newly Assigned 
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10 Source: CHS analysis of Q2 2013 CMS ACO Claims Files. 

PPPM by Setting of Care Compared to CHS Benchmarks 

Mount Kisco 



11 Source: CHS analysis of CMS ACO Claims Files based on rolling 12 months through November 2013. 
*60-day readmit rate represents all readmissions that occur within 60-day period from prior episode 

ACCMK Annual Spend by Acute Hospital Facility 

Hospital Facility Names 
Blinded 
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Source: CHS analysis of CMS ACO Claims Files based on rolling 12 months through November 2013. 

 - Based on actual ACSC hospital admissions from Q3 2012 – Q3 2013. Annual cost  estimated for 100% of claims.  

 - Defined using Ambulatory Care Sensitive Conditions (ACSC) ICD-9 coding guidelines.  

ACSC Hospitalizations Cost ~$2.7M Annually –  
Achieving CHS Lowest Cost ACO Creates $800k Savings  

Estimated Annual Cost for Avoidable Hospitalizations 
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2014 Three-Pronged Strategy for Population Health 

Patient 
Engagement 

Provider 
Engagement 

Technology/ 
Analytics 

Chronic 
Population 

Healthy 
Population 

Transition of 
Care 

Population 

• Preventative 
health strategy 

• Wellness visits 

• Frequent ER fliers 
• Readmissions all 

causes 
• Post Acute (SNF, 

LTAC, Hospice) 

• High Priority 
Chronic Patients  

• Clinical Initiatives 
(COPD, CHF, 
Diabetes, etc…) 

• Intensive Care 
Coordination  
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$16,020,
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Beneficiaries Annual Spend
Other Mt. Kisco Beneficiaries Upper Quartile Target Group

 $12,270,000  

Avoidable 
Readmits,  
$2,054,596  

Avoidable 
ACSC Hosp.,  
$1,419,277  

Prev. ER 
Visits,  

$278,013  

 CHS identified 1,272 ACO patients with at least 1 Potentially Preventable Service  

 Upper Quartile (2% or 318 patients) accounted for $3.8M (28%) of avoidable costs  
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Chronic Population – Disease Management of Highest-risk 
Patients Represents a $3.8M Savings Opportunity 

1. Addendum A: Potentially Preventable Facility Utilization Components. UAM (November 2013) 



 Lists of top chronic patients generated by CHS sent to PCPs for 
review and follow up management, if necessary 

 ACO Medical Director works with PCPs closely to insure 
appropriate clinical follow up 

 Clinical feedback from PCPs included in master spreadsheet for 
tracking outcomes 

 PCPs work with care coordinators to insure these patients are 
getting appropriate follow up telephonically or via home visits 

 

 

Chronic Population – MKMG Role 
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Transitions of Care – Real Time Data Sources 

 ACCMK benefits from MKMG’s outstanding relationship and data-
sharing with surrounding hospitals 

 Three primary hospitals send hospital and ED daily census and 
discharge reports electronically to help manage the TOC population 

 CHS is building the technical infrastructure to incorporate hospital 
data into automated processes to check ACO roster for matches and 
insertion into care coordination work flow 

 MKMG/CHS jointly developing best practices for specific TOC 
initiatives: 

» ER frequent visitors 

» Hospital readmissions – CHF, COPD, All cause cohorts 

» PAC discharge destination (ongoing) 
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Source: CHS Analysis of a rolling 12 months’ worth of CMS Claims through January 2014 with dates of service through November 2013.   

 -Note: SPEC field contains physician specialty abbreviation codes which are defined in Appendix 2.  

*Only physicians with more than 30 attributed patients are included in analysis. Note: list truncated to top 20-30 physicians by “Acute Spend” 

Changing Physician Behavior with Cost and Utilization 
Profiles & Reporting 

Names 
Blinded 



Physician Profiles – MKMG Role 

 Physician profiles will be shared blinded with all PCPs 

 Individual PCPs profiles will be shared in comparison to their 
peers for educational (not punitive) purposes 

 Profiles will be discussed at PCP Department meetings to foster 
engagement in management strategies 

 Individual meetings will be held between ACO Medical Director 
and physician outliers to develop corrective action plans 

 Profiles will be tracked on a quarterly basis 
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Next Step: Pilot Site for Healthy Impact 360° Platform 
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Physician-level Profile Mapping and Care Coordination Support 

ACO-level Analysis Patient Care Gaps 

N
 
B
  

N /B  
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 Educating and engaging physicians in referral process to care 
coordination services  

 Educating and engaging patients regarding availability of case 
management services (brochures, web site) 

 Linking with affiliated hospitals & SNFs to transition care 
appropriately and monitor care on ongoing basis 

 Moving organization mentality from “volume” driven to 
“value” driven 

 CMS rules evolving; ACO claims data is dated when received 

 

 

 

Ongoing Challenges 
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Questions?   
 
 

Thank You 


