§ AAFP cContract checklist for data sharing

Use this checklist, which is organized by essential data element,
to ensure that your practice gets the information it needs from a
payer. The checklist will help you ensure your contract spells out:

» What data will be shared, including acceptable formats

* When the data will be shared, as well as agreed upon terms
for remedying issues when parties do not meet their data sharing
obligations

Additionally, although it doesn’'t need to be spelled out in

a contract, sharing why the information is needed can be
helpful for negotiating and conveying to the payer their role in
supporting your practice’s success.

Accurate, comprehensive patient lists

Why the data are needed: Provides clear accountability for

value-based payment (VBP) contracts. Without it, practices

cannot know which patients they are responsible for.

What should be shared:

|:| Clean eligibility list of attributed members*, including:
Member names; key demographic information; accurate
contact information (e.g., phone, email, preferred contact
method); reason for attribution (e.g., self-attestation,
retrospective claims, etc.)

[ ] Format: CSV or excel-based format to allow for easy
ingestion

When data should be shared:

|:| Delivered at the start of the performance year and periodically
(preferably monthly) throughout performance period based
on model’s attribution methodology**

|:| The contract should specify the day of the month by which
this information will be sent

*—Updating or correcting attribution lists is a common challenge;
defining this process in the contract is recommended

**—Even if a model's attribution methodology does not allow for ongoing
additions, monthly updates are helpful for monitoring deletions

Patient health status (risk level)

Why the data are needed: Contributes to risk stratification

and proactive identification of patients at high or rising risk and

prompts outreach for preventive and care management services.

What should be shared:

|:| Member risk score based on risk adjustment methodology
used in the VBP model (e.g., CMS, HCCs, ACGs, CDPS, etc.)

|:| In addition to the risk score, payers may also provide a
categorization of risk level (e.g., healthy, at-risk, etc.)*

[ ] Format: CSV or excel-based format (For MA contracts,
practices should receive standardized risk reporting data from
CMS)

When data should be shared:

|:| At the start of the performance year and periodically
(monthly) throughout performance period

*—More sophisticated payers may even have predictive models that
identify members based on anticipated future risk. These are often
available through payer portals but receiving in csv format is ideal.

Cost and quality information to inform high-value referrals

Why the data are needed: Supports primary care referral decisions

to ensure patients are receiving care from additional high-value (i.e.,

high quality/low cost) specialists and venues of care.

What should be shared:

|:| Analysis of claims to identify physicians and care settings
shown to efficiently manage discrete clinical episodes
(e.g., acute low back pain, Gl scope/colonoscopies, etc.);
Should also include key quality performance indicators* with
information on areas primary care physicians/practices are
being measured on and held accountable to (e.g., blood
pressure control where cardiologists play a role in co-
managing cases of uncontrolled hypertension, avoidable ED
use for ambulatory-sensitive conditions where orthopedists,
urologists and other specialists can support shared triage
protocols to manage symptoms before they escalate)

|:| Format: Prepared reports; though sophisticated risk-based
providers should request raw claims feeds

When data should be shared:

|:| Ideally, family physicians should receive cost and quality data
on potential referral partners in monthly Joint Operating
Committee (JOC) meetings (at minimum quarterly)

*—Generally speaking, getting cost data is easier than getting quality data.

VBP contract-specific performance
information

Why the data are needed: Allows physicians and practices

to monitor performance throughout the performance period

to inform improvement opportunities, anticipate needed

investments and identify potential deviations worthy of discussing

with payer partners prior to the end of the performance period.

What should be shared:

[] Financial reporting reconciliations, cost and revenue data on
attributed population (e.g., claims paid, incurred-but-not-
reported [IBNR]* estimates, etc.)

|:| Format: Typically comes as a prepared report; request data
made available by CMS for MA (e.g., Monthly Membership
Records [MMR] data) and/or the state for managed Medicaid
populations

[] Status on performance relative to key targets on quality;
requested at NPI level

|:| Format: Typically comes as a prepared report; sophisticated
practices should request raw claims files to monitor
performance on measures derived from claims

[] “Chase lists" for care gap closure**

[ ] Format: CSV or excel-based format

*—|BNR may also be referred to as claims runout

**_—While payer-delivered chase lists can be inaccurate/dated, getting
these provides the practice with the opportunity to update the payer
with accurate data so that contract-specific performance under VBP
accurately reflects the care being provided.
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