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Introduction 
 

Despite calls for greater transparency and continued public and private investment in publishing 
provider quality and cost information, online report cards have largely fallen short on delivering timely 
and meaningful information that can help drive consumer decisions about where to seek health care.1  
To tackle this challenge, the New York State Department of Health (NYSDOH) plans to empower 
consumers by making it easier for them to find, understand, and compare the quality of health care 
delivered by providers in the state.  This will be achieved by expanding, reorganizing, and curating the 
existing information NYSDOH provides online to allow easier access and use by consumers.2     

In 2015, the NYSDOH received a State Innovation Models (SIM) award from CMMI to implement a state 
health innovation plan to improve health, provide better health care quality and consumer experience 
and lower costs.  Empowering consumers with information and engaging them in their health care 
decisions is a foundational driver of the model.  By expanding the information currently available on its 
websites, NYSDOH is committed to making meaningful information about quality of health care more 
readily available to consumers, supporting the SIM improvement goals. 

Early in 2019, the NYSDOH Office of Quality and Patient Safety engaged the United Hospital Fund (UHF) 
to organize, co-lead, and support two multi-stakeholder Workgroups – one for primary care and one for 
hospitals.  To help solicit a broad range of perspectives and input, participants were selected from 
consumer advocacy groups, providers, payers, and professional and trade organizations.  Both 
Workgroups were charged with making recommendations to NYSDOH for designing more user-friendly 
and meaningful provider profiles to help inform health care decisions that New Yorkers commonly face.   

However, public reporting on hospital performance is far more advanced than that for clinician 
performance, which continues to be hampered by significant data limitations and methodological 
challenges.3  In light of the claims datasets that will become available over the next few years through 
the state’s All Payer Database (APD), the Primary Care Workgroup focused on both short and longer-
term strategies for improving currently available performance information and helping NYSDOH 
prioritize gap areas.  

 

 

                                                             
1 Bhandari N, DP Scanlon, Y Shi, and RA Smith. Why Do So Few Consumers Use Health Care Quality Report Cards? A 
Framework for Understanding the Limited Consumer Impact of Comparative Quality Information, Medical Care 
Research and Review, 2018, p. 1. 
2 Although NYSDOH currently operates several websites containing provider quality and cost data, two have 
relevance for primary care – NYS Health Profiles and NYS Physician Profiles. A third website, the NYS Health 
Connector, provides access to the data being assembled for the state’s All Payer Database but is not yet useful to 
consumers for selecting a PCP. 
3 CMS began displaying comparative performance results for hospitals in 2005.  Public reporting on CMS Physician 
Compare began in 2014 for group practices, shared savings program ACOs, and pioneer ACOs.     
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Approach  
 

Four meetings of the Primary Care Workgroup were convened over an 8-month period from April 
through December 2019.4  The meetings were co-chaired by Anne Schettine, Director of the NYSDOH 
Office of Quality and Patient Safety, and Dr. Anthony Shih, UHF President.5  Between meetings, 
Workgroup participants were encouraged to seek the input of others within their organizations.  
Throughout the process, the Workgroup shared diverse views and engaged in rich discussions of key 
components and characteristics deemed central to planning a consumer-friendly website that could help 
inform selection of a primary care provider (PCP).  Although two other goals of public reporting emerged 
frequently in the Workgroup’s deliberations – driving aspects of quality improvement that are in the 
control of a PCP and enhancing understanding of performance relative to peers – the central focus was 
quality information relevant to consumers.  

Feasibility concerns and other technical issues related to profiling primary care quality surfaced early in 
the Workgroup’s discussions. Consumer representatives strongly favored clinician-level profiles.  
However, there was acknowledgment that data limitations could constrain the levels of analysis that 
would be possible for public reporting – e.g., clinician-specific, practice or group level, clinic or health 
center, or accountable care organization (ACO).  Questions arose about how various types and sources 
of information about primary care delivery, payment, and performance could be integrated to create 
accurate and meaningful quality profiles of PCPs.  It was also recognized that the best sources for certain 
information may be a health plan or a PCP office, and that one website may not be able to fill all 
information needs, although consolidating information on a single website would be of great help to 
consumers.          

Given that various health care professionals, specialties, and settings are involved in the delivery of 
primary care and that it is a field undergoing transformation, the Workgroup considered how to define a 
PCP for public reporting purposes (physicians, physician assistants, and advance practice nurses were 
included, while urgent care centers were excluded from consideration).  Many participants felt that in 
the context of seeking a PCP, people tend to focus on choosing an individual clinician rather than a 
“practice,” although “staying within a health system” may also be a consideration as consolidation 
continues.6 

The Workgroup discussed the many factors that can influence a search for a PCP:  for example, clinician 
supply in a geographic area (e.g., differences in supply in urban v. rural areas of the state); health plan 
membership; whether a patient’s medical problem is acute, chronic, or both; whether someone prefers 
episodic treatment or is seeking to establish a long-term relationship with a clinician or practice; or 
preferences about provider characteristics7 such as convenience, services available, individual v. team-
based care, expertise in a specific disease or condition; or a focus on securing culturally competent care 
for racial, ethnic, and/or linguistic minorities, or caring for a specific patient population such as people 
                                                             
4 Webinars were held on April 29 and December 5.  In-person meetings were held at UHF on June 24 and 
September 16. 
5 A list of the Workgroup’s participants appears in the Appendix. 
6 In a recent health care consumer survey conducted by Kyruus, Inc. (2019 Patient Access Journey Report), 43% of 
consumers reported using a health system website to gather information about a provider. 
7 The term provider or PCP is used to refer to a clinician, practice, group, clinic, or health center. 
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who are LGBTQ, families, children, women, elderly, people with disabilities, or people with HIV/AIDS or 
other chronic illnesses – i.e., treats “patients like me.”   

Organizing Framework 
 
The framework below was used to organize the Workgroup’s discussions and recommendations around 
the range of input that would be helpful to NYSDOH for developing primary care profiles for a consumer 
audience:  

 
 
 
 
 
 
 
 
 
 
 
The remainder of this report outlines the recommendations and related deliberations of the Primary 
Care Quality Rating Stakeholder Workgroup.  A separate report outlines the recommendations of the 
Hospital Quality Rating Stakeholder Workgroup.  

 

Recommendations – Guiding Principles 
 

The recommendations from the Workgroup begin with a set of guiding principles which should inform 
NYSDOH as they develop a consumer-facing website for profiling PCP quality. The Workgroup reached 
consensus on five broad guiding principles – the website should:  be meaningful and relevant to all 
New Yorkers; be flexible; be easy to use and understand; evolve in response to user needs and 
advances in measurement science; and recognize unintended consequences.  Further detail is provided 
below: 

 
 Meaningful and relevant: 

• Has content that aims to meet the information needs of all New Yorkers, including those who 
are elderly, have limited English proficiency and/or literacy skills, have health literacy challenges, 

Guiding Principles 

Elements 

Scope/Content Methodology Navigation & 
Interpretation 

Dissemination 
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or have specific health care needs (e.g., disabilities, LGBTQ, or HIV/AIDS, or other chronic 
illnesses or conditions).   

• Contains accurate and timely information that the evidence shows matters to patients, families, 
and consumers when choosing a PCP. 

• Incorporates measures important for understanding and improving PCP performance on key 
quality domains.  

• Includes structural, volume, and other information (e.g., practice attributes) that helps provide 
consumers with a fuller picture of PCP quality. 

• Promotes informed use of the health care system. 
 
Flexible: 

• Recognizes that consumer decisions are highly individualized and is responsive to user 
preferences. 

 
Easy to use and understand: 

• Recognizes cognitive burden and leverages principles of effective web design. 
• Uses plain language to describe quality measures and their meaning for consumers; applies best 

practices to address limitations in literacy, numeracy, and English proficiency. 
 
Evolves:  

• Responds to feedback from users and input from other key stakeholders. 
• Responds to advances in measuring clinician, practice, or office-level performance; primary care 

value and equity; and other concerns about quality, disparities, or the effects of social factors on 
health. 

 
Recognizes unintended consequences: 

• Is mindful of the effects of choice constraints (e.g., narrow provider networks) and the language 
used to describe them. 

• Is mindful of potential reluctance to treat high-risk, high-need patients, or of incentivizing 
performance metrics over appropriate clinical judgment or response to patient/family 
treatment preferences. 

 

Recommendations – Framework Elements 
 

The Workgroup focused on four categories or “elements” deemed central to building a consumer-
friendly website.8  These included: (1) scope and content, (2) methodology, (3) navigation and 
interpretation, and (4) dissemination, all of which would be informed by the Guiding Principles.  Within 
each element, the Workgroup helped shape, and reached consensus on, several recommendations 
although some were largely developmental or long-term in nature.  Not surprisingly, given varied 
perspectives and uncertainties about data quality and availability and other technical constraints, 
consensus was not reached on all topics where input was sought.  Of note, the Workgroup did not 
consider or recommend specific quality measures, which was beyond the scope of its charge.   

                                                             
8 The Workgroup recognized that the four organizing elements contained some overlap and were not mutually 
exclusive. 
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The following section outlines the Workgroup’s recommendations by element as well as remaining 
issues and information gaps that will require further consideration by NYSDOH and/or consultation with 
additional experts. 

 

1. Scope and Content 
 
The Workgroup recommended that quality should be a central focus of NYSDOH efforts to develop a 
website for profiling primary care performance and that content should be shaped by the types of 
information consumers find most relevant and meaningful for decision-making.  It was noted that the 
timing of a search (i.e., at the right moment in the decision-making process when PCP quality 
information could be useful) should also help inform content. 

Without being prescriptive, the Workgroup identified potential options for organizing content including: 

• The six domains of the NYS Primary Care Core Measure Set – prevention, chronic disease, 
behavioral health/substance use, patient-reported, appropriate use, and cost. 

• Measure type – e.g., structure, process, outcome, patient-reported outcomes, patient 
experience, and utilization.9 

While there was agreement that measures selected for the website should align with these areas, the 
Workgroup acknowledged that, at present, there is a lack of standardized measures to address them all.   

The Workgroup recommended that NYSDOH consider including information currently available on 
NYS Physician Profiles, the NYS Provider and Health Plan Look Up tool, and other structural 
information or characteristics related to: 

• Access – i.e., a PCP’s health plan participation, whether a clinician or practice is accepting new 
patients, hours of operation, location (e.g., a mapping tool), and availability of public 
transportation and parking. 

• Range of services – e.g., specialty or condition focus, behavioral health/addiction services or 
telehealth offered, health system affiliation, ACO membership, connection to social services 
providers.  

• Populations served – e.g., LGBTQ, families, children, women, elderly. 
• HIT availability – e.g., electronic health records and patient portal. 
• Credentials and legal actions on NYS Physician Profiles – i.e., education and training, board 

certification, and malpractice, NY licensure actions, out-of-state actions, criminal convictions, 
and other restrictions. 

• Languages spoken by staff and cultural competencies. 

The Workgroup agreed that NYSDOH should include educational resources and other information on 
the website that could help patients and families use the health system effectively – e.g., how to:  

                                                             
9 One Workgroup participant noted the importance of relationships to patients and the lack of standardized 
measures for assessing the characteristics and experience of patient/provider relationships. 
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prepare for a primary care visit as a new patient, make the most of your medical appointment, voice 
concerns about your care, or submit a complaint about a provider to NYSDOH. 

The Workgroup also recommended that NYSDOH consider how best to solicit input from consumers 
and other stakeholders, test the new website with a diverse group of consumers prior to launching, 
and update the site regularly to ensure that it remains relevant and reflects consumers’ information 
priorities.  

Longer-Term Recommendations 
Although information about the “value” of care delivered by PCPs in New York State would be 
meaningful to consumers, there was general agreement that standardized, valid, and reliable 
measures for assessing quality and cost together remain a high-priority gap area.  The Workgroup 
considered evidence on consumer concerns about the high cost and affordability of health care, their 
desire for greater transparency of price variation among providers, and the real barriers to finding 
accurate and timely estimates of out-of-pocket costs in advance of seeking care.10  Alternatives such as 
publishing fee schedules, a small set of standard charges, the cost of a sick visit, or the availability of 
sliding fee scales were discussed, but the Workgroup did not reach consensus on those.11    

Instead, the Workgroup remained divided on what, if any, existing pricing information would be 
accurate and useful.  It was agreed that out-of-pocket costs are top of mind for consumers (e.g., 
insurance deductibles, co-pays, co-insurance, or fees for those who are uninsured).  While most of the 
consumer representatives felt that NYSDOH should display existing pricing data, other participants felt 
that, at present, health plans remain the best source of information about affordability and estimated 
expenses in advance of receiving care.12  A compromise was proposed that NYSDOH refer patients back 
to their health plans and include links to health plans operating in the state.  For uninsured New 
Yorkers, the Workgroup noted that contacting a provider’s office directly is the only current available 
option for information on care-related costs.   

 
Other Issues  
Accreditations and Recognitions 

There was general agreement among Workgroup participants that NYS Patient-Centered Medical 
Home (PCMH) recognition should be included in a PCP quality profile.13  While the Workgroup 
acknowledged value and consumer interest in other well-recognized, non-profit and commercial 
accreditations and recognitions (e.g., “excellence” designations by health plans, other NCQA recognition 
programs, Joint Commission accreditation), opinions about including them were mixed and no 
                                                             
10 Kaiser Family Foundation. Kaiser Family Foundation/LA Times Survey of Adults with Employer Sponsored 
Insurance, May 2, 2019.  Retrieved from https://www.kff.org/report-section/kaiser-family-foundation-la-times-
survey-of-adults-with-employer-sponsored-insurance-section-6-cost-conscious-health-care-shopping-behaviors/     
11 Some participants questioned the accuracy of fee schedules and there was some uncertainty about the legality 
of publicly reporting the use of sliding fee scales. 
12 However, new federal price transparency requirements effective Jan. 1, 2021 require hospitals to publish 
standard charges for 70 CMS-specified shoppable services, including office visits and office consultations provided 
by employed physicians and non-physician practitioners, which consumers may find useful.  For more information, 
visit https://www.cms.gov/outreach-and-educationoutreachnpcnational-provider-calls-and-events/2019-12-03.  
13 A participant cautioned about over-emphasizing NYS PCMH recognition given its early stage of adoption. 
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consensus was reached.  There were also differences of opinion about the value of non-profit 
accreditations and recognitions v. those sponsored by commercial entities.  Longer term, additional 
expertise could help NYSDOH further assess what has become a rapidly expanding market in clinician 
and practice recognitions and to develop potential criteria for choosing whether to display them or 
provide links to the websites of sponsors. 

Patient Narratives 

The Workgroup discussed the proliferation of patient narratives and acknowledged research showing 
that consumers value the opinions of family, friends, other patients, and health care professionals they 
know when searching for providers.14,15  Strong opinions were expressed about whether NYSDOH should 
consider how patient narratives (or comments) about providers might be included in primary care 
profiles.  Some participants favored having NYSDOH collect and display them, others favored having 
NYSDOH provide summary information about them, and others were firmly opposed to including them.   

The Workgroup did not reach consensus on the inclusion of patient narratives or whether NYSDOH 
should refer users to other websites that provide them.16  While the salience to consumers of opinions 
of “patients like them” was recognized by all and emphasized unanimously by the Workgroup’s 
consumer representatives, concerns were expressed about the subjective nature of patient comments, 
the risks of selection bias, and the potential for defamation.   

Other Gap Areas 

Some Workgroup participants proposed that the website provide information about PCP performance 
on addressing the social determinants of health and achieving greater health equity17 as measurement 
science in this area advances and becomes adopted.  There was also a request by consumer 
representatives for providing quality information disaggregated by sociodemographic characteristics 
(e.g., age, gender, race, ethnicity, disability, geography, and LGBTQ status).    

Other relevant gap areas noted for NYSDOH’s consideration included: 

• safety, effectiveness, efficiency, timeliness, care coordination and continuity as new ways to 
assess them are developed and adopted for use in primary care; 

• performance on patient experience measures and options for public reporting of results 
relevant to primary care from sources such as CG-CAHPS, PCMH item set, CAHPS for MIPS, and 

                                                             
14 Kaiser Family Foundation, Trends in the Use of Hospital and Provider Quality Ratings, April 2, 2011.  Retrieved 
from http://kff.org/health-reform/poll-finding/data-note-trends-in-the-use-of  
15  The Associated Press-NORC Center for Public Affairs Research. Finding Quality Doctors: How Americans Evaluate 
Provider Quality in the United States. July 2014, http://www.apnorc.org/projects/Pages/HTML%20Reports/finding-
quality-doctors.aspx.  
16 Clinician-specific patient comments and narratives are now widely available on Google, Yelp, Facebook, 
Healthgrades, ZocDoc, health system websites, and many others. 
17 For example, differences in length of life; quality of life; rates of disease, disability, and death; severity of 
disease; and access to treatment. 
 

https://www.ahrq.gov/cahps/surveys-guidance/cg/index.html
https://www.ahrq.gov/cahps/surveys-guidance/item-sets/PCMH/index.html
https://www.ahrq.gov/cahps/surveys-guidance/cg/cahps-MIPS.html
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ACOs, or through use of a survey instrument similar to the Massachusetts Health Quality 
Partners’ new survey18 on patient experience with primary care and health benefits; 

• performance reporting for patient-centeredness (e.g., patient-reported outcomes that assess  
symptom status and physical, social, and emotional health; or measures that assess dimensions 
of clinician/patient relationships such as trust and respect), once those are more widely adopted 
to assess the quality of primary care. 
 

2. Methodology 
 
The Workgroup was not charged with the development of a specific methodology for profiling PCP 
quality, rather, to consider a range of factors related to available data and methods and make 
recommendations that could help inform NYSDOH’s website development strategy.  Recognizing 
shortcomings in existing data and methods, the Workgroup recommended that NYSDOH take an 
iterative approach to developing PCP quality profiles and continue to collaborate with consumers, 
PCPs, other stakeholders, and subject matter experts.   

In addition, there was general agreement that: 

• Future quality ratings for PCPs should be valid and reliable and that all sources and methods 
used to compile and present data should be transparent, easy to find on the website, and 
described in simple terms that are clear and understandable to a consumer. 

• Methods for developing ratings would need to minimize the likelihood of performance 
misclassification (e.g., random error, case mix differences, over-sensitivity to data updates) 
and ensure that results reflect a provider’s “true” performance.19 

• Signaling trends in performance on quality metrics would be helpful to consumers. 
• Methods for risk adjusting performance on outcome measures for non-clinical differences in 

patient populations should be used, and any related methodological limitations should be 
disclosed. 

• It should be easy for consumers to compare PCP performance to state and national 
benchmarks and to benchmarks for regions within the state, when those become feasible to 
develop. 

• The capability to stratify by PCP characteristics would be helpful for facilitating peer group 
comparisons (e.g., setting, specialty).  
 

Numerous methodological complexities were raised and deliberated by the Workgroup including: 

• accuracy of claims data and need for validation,  
• methods for aggregating claims data across payers and attributing patients to PCPs,  
• feasibility of displaying performance data at clinician, practice, group, clinic, and ACO levels,  

                                                             
18 This survey instrument covers a range of topics - communication, relationship characteristics, decision-making, 
experience with managing health care services and health plan benefits, health assessment, engagement, and 
more. 
19 AHRQ, Methodological Considerations in Generating Provider Performance Scores for Use in Public Reporting: A 
Guide for Community Quality Collaboratives, September 2011. 

http://acocahps.cms.gov/
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• how to address small sample size (i.e., the need for minimum reliability thresholds and the 
option of aggregating results for multiple years),  

• how performance should be assessed – e.g., scores, rankings, rating categories (e.g., 3 or 5 stars, 
quartiles), or designated thresholds such as average or high performance,  

• potential for performance misclassification, variation within large practices of clinician-level 
performance, and others.20   

Consensus was not reached on any of the above issues, or on the role of the NYS Primary Care Core 
Measure Set or the level of analysis NYSDOH should target for developing quality ratings.  In fact, 
strong opinions were expressed for and against clinician-level ratings, with consumer representatives in 
favor. 

The Workgroup spent considerable time discussing the pros and cons of composite measures, global 
scores, and rankings without reaching consensus.21,22  While the Workgroup acknowledged the 
usefulness of composite measures for simplifying information and avoiding “overload,” feasibility 
concerns were raised about the usefulness of existing measures, how measures would be selected and 
weighted for composites, and whether performance data could be aggregated accurately for 
composites.  It was noted that some other states provide composites for quality and patient experience. 
Several consumer representatives favored composites if users could drill down to individual measures.  
Participants also remained divided on the benefits of including a single global score or ranking.  
Proponents of a global score cited its appeal to consumers as a clear and simple measure of quality.  But 
others expressed concerns about resource differences among practices and quality variation within 
them and felt that a global score or ranking was not sufficiently informative or might be misleading. 
Further, complex statistical methods are required to calculate a global score (e.g., for addressing sample 
size and missing data), which could lead to over-emphasizing some quality domains or specific 
measures.  

Concerns about the accuracy of publicly reported quality information and the potential for 
misinformation to damage a PCP’s reputation or misguide a consumer emerged and were deliberated 
by the Workgroup.  Participants noted the potential for provider pushback (similar to the response to 
Star Rating misclassifications and subsequent retractions by CMS), the possibility of “first iteration” 
errors when underlying methods for developing quality profiles are complex, the importance of 
establishing credibility and trust in public reporting on provider quality, and the interests of consumers 
in a transparent review process that includes them (the target audience) and not only the providers 
whose performance is being assessed.  Several suggestions were made about how NYSDOH might 
ensure information accuracy prior to online publication although no consensus was reached – e.g., 
testing and vetting with stakeholders during quality profile development, accuracy review only or 
accuracy review and dispute resolution prior to publication, correction to practice information but not 

                                                             
20 One participant cautioned that star ratings for hospitals v. physicians require different approaches and that the 
level of control a physician has on his or her performance results on a specific quality measure can vary. 
21 Composite measures integrate scores on multiple measures that are highly related, conceptually and possible 
statistically (Sofaer S, E Humphrey, L Koester, and M Mannon. Best Practices in Transparency and Public Reporting 
for Wisconsin Public Employees. American Institutes for Research, May 2015). 
22 Global or overall scores, also known as a summary scores or indices, combine measures that can be quite 
different, coming from distinct domains. (Best Practices in Transparency and Public Reporting for Wisconsin Public 
Employees, Sofaer, Shoshanna, et. al., American Institutes for Research, May 2015) 
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performance results, or accuracy review and correction only after publication.  Consumer participants 
felt especially strongly that consumers should be involved in any validation process adopted by 
NYSDOH.  

 

3. Navigation and Interpretation 
 
To ensure that information is easy for consumers to find and understand, the Workgroup 
recommended that the website clearly explain and provide reference materials about the purpose of 
quality reporting, why quality is important to consider, what specific quality categories and measures 
mean, and how a consumer can use them to assess and compare provider performance. 

The Workgroup emphasized the importance of considering literacy, numeracy, health literacy, and 
limited English proficiency and recommended that principles of effective web design23 be used to 
facilitate navigation and reduce cognitive burden (i.e., information overload): 

• Intuitive structure – making the website feel familiar and easy to use. 
• Size and content hierarchy – bringing attention to the most important information (via fonts, 

colors, headings, lists). 
• Using plain language, common icons and symbols, visualizations. 
• Engaging users by making the site interactive; enabling users to customize search results. 
• Easing navigation through multiple search functions and filters. 
• Optimizing for mobile devices. 

 

4. Dissemination 
 
Over the past 10 years, many studies have shown that consumers rely on information from family, 
friends, and other health professionals and use search engines as sources of information when they are 
choosing a health care provider.  This may reflect the current reality that few other resources exist.  But 
a few recent studies have also found that New Yorkers believe that state government and insurers 
should play a role in monitoring and holding providers accountable for the quality of care they deliver, 
and in supplying the public with information about every provider.24,25   

To assure that the website and related educational resources reach New York consumers, the 
Workgroup recommended that NYSDOH create a public awareness campaign to promote the 

                                                             
23 In 2003, the Department of Justice issued a technical assistance document addressing website accessibility 
entitled, “Accessibility of State and Local Government Websites to People with Disabilities.” This technical 
assistance document can be accessed at www.ada.gov. 
24 Weiss L, M Scherer, and A Shih. Consumer Perspectives on Health Care Decision-Making: Quality, Cost and 
Access to Information. New York Academy of Medicine, April 2016, 
https://www.nyam.org/media/filer_public/14/33/1433a8fa-21bd-4bd4-8e25-
e2655cdcf5ff/phipfogrpconsumerpersfinalrevised8-25-16.pdf.  
25 Schleifer D and Grisham K.  WE CAN DO BETTER: New York State Residents Weigh In on Health Care Quality, 
Public Agenda, November 2019. https://www.publicagenda.org/wp-content/uploads/2019/11/We-Can-Do-
Better_New-York-State-Residents-Weigh-In-on-Health-Care-Quality.pdf.  
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importance of understanding and using quality data in decisions about where to seek care.  The 
Workgroup also noted that it would be important for NYSDOH to use search engine optimization 
techniques to help make the website easier to find in an internet search. 

To further promote use of the website and its information resources, NYSDOH should consider using 
social marketing strategies to target specific populations; e.g., consumers shopping for health plans on 
NY State of Health could be referred to the website or to Community Health Advocates to review the 
quality ratings of PCPs included in the networks of health plans they are considering.  NYSDOH should 
also explore leveraging existing distribution channels to promote uptake of the website by partnering 
with provider, payer, and consumer advocacy organizations or by linking to other related websites 
widely used by consumers. 

 

Conclusion and Future Directions 
 

The Workgroup welcomed the opportunity to provide input to the NYSDOH Office of Quality and Patient 
Safety, and its deliberations underscore the gap in user-friendly approaches to public reporting that 
consider the aspects of PCP quality that matter to consumers and can promote greater transparency.  
NYSDOH’s commitment to engaging stakeholders early in a planning process for providing quality 
information targeted to New York consumers and for enhancing existing online resources to help them 
identify providers who can best meet their needs are indeed important steps.  The timing is especially 
opportune given recent progress on the contents and analytic capabilities of the APD, which holds great 
potential for bridging existing gaps in quality and cost data for primary care.  In the next phase of 
website development, the information that New York consumers, patients, and families prioritize will 
need continued attention as will evidence-based approaches to resolving methodological issues, 
including data quality.  The potential to detect unintended consequences through post-implementation 
monitoring will also require careful consideration.26  But as this project has already demonstrated, 
further collaboration among NYSDOH and consumers, PCPs, other stakeholders, and experts could help 
foster the conditions for enabling better informed health care decisions.  

                                                             
26 For example, the potential reluctance to treat high-risk, high-need patients, or incentivizing performance metrics 
over appropriate clinical judgment or response to patient/family treatment preferences. 

https://nystateofhealth.ny.gov/
http://www.communityhealthadvocates.org/who-we-are
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Appendix – Primary Care Quality Rating Stakeholder Workgroup Participants 
 

Chuck Bell, Programs Director, Advocacy, 
Consumer Reports  

Elisabeth Benjamin, Vice President, Health 
Initiatives, Community Service Society of New 
York 

Laura Brosen, Clinical Quality Program Director, 
Anthem/Empire Blue Cross Blue Shield 

Louise Cohen, CEO, Primary Care Development 
Corporation 

Laura Eldon, Former Program Officer, New York 
State Health Foundation (until Nov. 2019) 

Diane Ferran, Vice President, Clinical Affairs & 
Performance Improvement, Community Health 
Care Association of New York State 

Stephen Ferrara, Executive Director, The Nurse 
Practitioner Association New York State and 
Associate Dean, Clinical Affairs, Columbia 
School of Nursing 

Foster Gesten, Former Chief Medical 
Advisor, Quality and Health Care 
Delivery, Greater New York 
Hospital Association (until Aug. 2019) 

Zeynep Sumer King, Vice President, Regulatory 
and Professional Affairs, Greater New York 
Hospital Association (as of Aug. 2019) 

Vito Grasso, Executive Vice President, New York 
State Academy of Family Physicians 

Avital Havusha, Vice President for Programs, 
New York State Health Foundation (as of Nov. 
2019) 

Alison Hong, Chief Quality Officer, St. Peter’s 
Health Partners 

Sachin Jain, Chief Clinical Transformation Officer 
and Acting Chief Medical Officer, Community 
Healthcare Network 

Trudy Lieberman, Contributing Editor, Columbia 
Journalism Review 

Eric Linzer, President and CEO, New York Health 
Plan Association 

Theodore Long, Vice President, Ambulatory 
Care, NYC Health + Hospitals 

Thomas Mahoney, Chief Medical Officer, 
Common Ground Health 

Claire Parde, Executive Director, The Healthcare 
Consortium  

Navarra Rodriguez, President and Chief Medical 
Officer, Advantage Care Physicians and Officer 
of EmblemHealth 

Ankita Sagar, Director of Ambulatory Quality for 
Medicine Service Line, Northwell Health, and 
Chair, Early Career Physicians Task Force, New 
York Chapter American College of Physicians 

Joseph Sellers, Vice President, Medical Society 
of the State of New York 

Sarah Shih, Assistant Commissioner, Bureau of 
Equitable Health Systems, New York City 
Department of Health and Mental Hygiene 

Amy Tippett-Stangler, Senior Project Director, 
Northeast Business Group on Health 

Salvatore Volpe, Chief Medical Officer, Staten 
Island Performing Provider System 

Elie Ward, Director of Policy, Advocacy & 
External Relations, New York State American 
Academy of Pediatrics 

Loretta Willis, Vice President of Quality, 
Healthcare Association of New York State 
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New York State Department of Health: Anne Schettine (Co-chair), Lindsay Cogan, Joseph DiMura, 
Douglas Fish, Marcus Friedrich, Natalie Helbig, Joan Cleary-Miron, Meng Wu 
 
United Hospital Fund: Anthony Shih (co-chair), Anne-Marie Audet, Kristina Ramos-Callan, Joan Guzik, 
Pooja Kothari, Kevin Mallon, Lynn Rogut 
 
NOTE: The recommendations and areas of agreement set forth in this report may not fully align with 
each individual participant’s views or with the views of the organizations represented on this list. 
 

 

 

 

 


