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The Healthcare Association of New York State (HANYS) is responding to your
request for comments on behalf of our statewide membership of more than 500 notfor-profit and public hospitals, health systems, nursing homes, and home care
agencies. Thank you for the opportunity to comment and provide input on the
Medicaid Redesign Team (MRT) Waiver Amendment/Delivery System Reform
Incentive Payment (DSRIP) Special Terms and Conditions (STCs) Attachments I
and J. We are also very appreciative of the time you and your team have spent with
HANYS and our members and the numerous public events and forums to discuss
this important program.
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This multi-year waiver effort will require continuous and ongoing dialogue with
DOH to address the myriad policy issues that exist today and will arise in the future.
The operational issues associated with a new performance-based program of this
magnitude and transformational goals will require tremendous time, energy, and
focus. We will need to consistently work together to address issues and solve
programs— HANYS looks forward to our continued partnership as DSRIP evolves.
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We support the delivery system reform goals and will assist our members as they
evaluate waiver opportunities. Clearly, the DSRIP process will require
implementation of new models of care, infrastructure changes, partnerships between
providers across multiple settings, and engagement with local communities.
It is vital that the detailed requirements of the DSRIP program not impose additional
burdens that would add to the inherent complexity of this process. DSRIP should
provide clear incentives for providers that choose to join in the transformation effort
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and avoid inequitable performance measurement and payment provisions that could discourage
providers from participating. Since this is a new and evolving program and health care needs
and dynamics vary dramatically across New York State, it is important to maintain maximum
flexibility.
Clarity is needed on several fundamental policy issues surrounding the make-up and governance
of Performing Provider Systems (PPSs), how they will interact with Medicaid managed care
plans, how savings realized by non-Medicaid payers from the DSRIP transformation will be
recognized by the payment system, how Medicaid managed care premiums will be calculated
and impact providers, how to best incentivize physician participation, and how to construct
meaningful DSRIP sharing agreements to ensure they provide the promised “bridge” to hospitals
for change and transformation.
There are also numerous operational details that need further discussion to ensure effective
implementation. Additionally, it is imperative that detailed claims and encounter data be made
available to HANYS and providers to support this program, enrollees, and the needs of
communities.
Lastly, we strongly encourage the Department of Health (DOH) to fully utilize the regulatory
flexibility afforded in recent statutory changes to support real change and demonstrate the need
for wholesale changes in our regulatory environment.
HANYS’ comments on the State Terms and Conditions were submitted on April 29 and we
continue to urge modifications and clarifications to this core document as outlined below:














ensure fair and equitable treatment of public hospitals providing intergovernmental
transfers (IGTs) to support DSRIP;
reflect the diversity of provider readiness when phasing in managed care value-based
contracting;
require managed care value-based payments to be reasonable and adequate;
ensure continued ongoing reinvestment of savings in the health care system;
address potential gaps between PPS provider networks and managed care plans covering
attributed Medicaid enrollees;
utilize 2011 as the base year for performance measurement;
modify restrictions on project selection for high performing hospitals;
adopt a different methodology for distributing statewide penalties;
eliminate unnecessary documentation;
remove unnecessary budgeting requirements;
develop comprehensive statewide workforce strategies;
apply transparency and “no conflicts of interest” requirements to all contractors; and
require managed care plans to share data with providers to support community health.
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After reviewing STC Attachments I and J, HANYS has a number of comments, concerns,
questions, and recommendations for improvement. In addition to our earlier comments, we
request action in the following areas:
Attribution








Ensure the attribution process is transparent with sufficient detailed data made available
to PPSs.
Clarify how Medicaid dual-eligibles will be included in attribution and performance
metrics.
Provide clarification on initial attribution and “true-up” process.
Avoid problems and issues encountered with the health home attribution process.
Address long-term care providers in the attribution methodology.
Clarify attribution for providers in more than one PPS.
Solicit active participation and input from PPSs in final attribution, consistent with
feedback planned from managed care plans.

Projects and Metrics





Allow flexibility (case-by-case basis) for exceptions to the project menu list and required
selections.
Utilize New York Medicaid data to set performance targets.
Provide clarification on baseline data updates and impact on performance targets.
Avoid use of a “moving target” for performance evaluation.

Organization of DSRIP Project Plan








Streamline the reporting process to reduce undue and unnecessary burden on PPSs.
Provide clarification on PPS “service areas”.
Remove duplicative requirements related to documenting safety net status.
Better characterize regional planning as community planning.
Eliminate unnecessary and inconsistent budgeting requirements since DSRIP is
performance based.
Engage in active dialogue with HANYS and others on governance structure to ensure
maximum flexibility and address regulatory issues, particularly centralized control,
corporate practice of medicine, anti-trust, liability, and initial resource investment.
Provide multiple template governance agreements as voluntary guidance to PPSs.
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Project Valuation






Ensure a transparent process with full details provided to each PPS.
Improve calibration for discounting PPS project selections.
Disclose scoring details to PPSs and allow the ability to appeal.
Consider front-loading annual project value in early years to reflect the need for up-front
investment.
Allow partial-credit for performance improvement rather than just pass or fail on target
achievement.

Project Plan Review




Ensure ongoing dialogue and review prior to mid-point assessment.
Permit PPS appeal of independent assessor reviews.
Provide technical assistance to underperforming PPSs prior to termination.

Reporting Requirements and Ongoing Monitoring








Streamline and simplify reporting requirements to avoid duplication and consider Centers
for Medicare and Medicaid Services (CMS) Core Measure Vendors as a possible model.
Expand the breadth of learning collaboratives.
Develop a methodology to distribute DSRIP payments more than once a year for annual
performance measures to assist with cash flow issues.
Ensure collaboration and input from PPSs in development of the online learning
collaborative reporting tool.
Provide clarification on interim and summative evaluation standards.
Reconcile the “real-time” reporting to the contemplated annual performance data.
Accelerate the development of the data portal and provide additional detailed data with
potential DSRIP applicants as soon as possible.

Strategies Menu and Metrics






Provide a reporting waiver for PPSs impacted by natural disasters or other extraordinary
circumstances.
Use measures that are fully risk adjusted where possible.
Appropriately weight the Potentially Avoidable Services measures.
Provide separate behavioral health metrics for Potentially Avoidable Emergency Room
Visits and Potentially Avoidable Readmissions.
Revise the clinical improvement metrics for Diabetes Mellitus.
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Thank you for the opportunity to comment on this critically important topic. If you have questions,
please contact me at (518) 431-7760 or Val Grey, Executive Vice President, at (518) 431-7809.
Sincerely,

Dennis P. Whalen
President
Enclosure
cc: Val Grey

Comments on MRT Waiver Amendment
Attachment I: NY DSRIP Program Funding and Mechanics Protocol
Attachment J: NY DSRIP Strategies Menu and Metrics
May 14, 2014
HANYS submits the following comments on the Medicaid Redesign Team (MRT) waiver
amendment’s Delivery System Reform Incentive Payment (DSRIP) Attachments I and J (the
attachments’ provisions are in italic).

Attachment I: NY DSRIP Program Funding and Mechanics Protocol
Section II. DSRIP Performing Provider Systems
Section II. c. DSRIP Beneficiary Attribution Method (page 3)
Utilizing the proposed geography and proposed population as appropriate, for
each DSRIP Project Plan submitted by a given Performing Provider System, the
department will identify the Medicaid beneficiaries’ population that will be
attributed to that system prospectively at the start of each measurement year . . . .
HANYS’ Comment: Population attribution should be a transparent process that will provide the
Performing Provider System (PPS) with the data and calculation details necessary for the PPS to
understand the basis for the population that was attributed to each of the providers in the PPS. This
transparency should apply to the initial attribution and any subsequent “true up” or other material
change to the attributed population.
It is our understanding that the Medicaid beneficiary population will include Medicaid dual eligible
beneficiaries. We request clarification on how Medicaid dual eligible beneficiaries will be included
in the attribution, in valuation, and in performance measurement.
. . . patient attribution for Performing Provider System quality measurement
should be defined as of December 31 of the measurement year and that
population will serve as the denominator base pool for domain 2 and 3 metrics.
This will provide an initial, prospective attribution at the start of the measurement
year to determine the populations to be included and a final attribution at the end
of the year for evaluation and measurement. So, for measurement purposes, this
prospective attribution, depending on the measure, may be adjusted at the end of
1

each performance year (“attribution true up”) to remove beneficiaries that that
were not enrolled in Medicaid per the specific measure specification for
continuous enrollment criteria and add new Medicaid beneficiaries attributed to
the Performing Provider System during the year and any other adjustments
necessary to assure a proper measurement denominator (as further described in
the Metric Specification Guide described in Attachment J). This denominator base
may be further subdivided as needed to identify target populations (such as
beneficiaries with diabetes or behavioral health) when that is appropriate for a
metric associated with a particular project measure.
HANYS’ Comment: It is unclear to which metrics the attributed “denominator base pool” will
apply. Many of the Domain 3 clinical metrics are process or outcome measures that are based on
claims data or medical records. HANYS believes that both the numerator and the denominator for
these clinical measures should come from PPS internal data for patients who received services from
the PPS providers. Domain 2 includes a number of metrics based on survey data that would supply
both the numerator and the denominator. How does the attributed “denominator base pool” apply to
these metrics? The Metric Specification Guide referred to in this paragraph has not yet been
released. We urge the state to release this Guide as quickly as possible and we reserve the right to
comment further on attribution when it is available.
We request clarification of the attribution and “true up” process described in this paragraph. It
indicates there will be an initial prospective attribution at the start of each measurement year. Does
this mean an annual reassignment of populations each year during the DSRIP program based on
updated utilization data using the hierarchical attribution methodology? The description of the endof-year “true up” indicates an “adjustment” and only specifies factors related to enrollment changes.
Does this indicate that the true up will not include a full population reassignment based on updated
utilization data using the hierarchical methodology?
The DSRIP attribution methodology is derived from the New York State Health Home attribution
protocol. Experience under that program found substantial problems with the initial attribution
results, including enrollees who had died and individuals who were no longer Medicaid enrollees.
We urge the Department of Health (DOH) to continue to refine the attribution methodology for
Health Homes and to incorporate improvements into the DSRIP attribution methodology as
appropriate.
Section II. c. DSRIP Beneficiary Attribution Method (page 4)
The results of the preliminary attribution process below will be shared with the
Medicaid Managed Care organizations for their enrolled members . . . . . In advance
of this attribution process the state will share the DSRIP Performing Provider System
network with the plan to identify any network alignment gaps that may exist so that
the DSRIP Performing Provider System and the MCOs can work together to align
service delivery and plan contracted networks as appropriate.

HANYS’ Comment: The state must address potential gaps in managed care networks. Each PPS
will have responsibility for an attributed population. However, it is unclear if all participating
providers in a PPS will have contracts with every Medicaid managed care plan that the attributed
2

Medicaid beneficiaries are enrolled in; particularly if there are multiple PPSs in a region. A PPS
will be challenged in making health care improvements unless the managed care plan for each
attributed enrollee contracts with the participating PPS providers.”
Preliminary Attribution (page 5)
4. Hierarchical matching - The method first tries to assign a recipient to a
performing provider first based on case management connectivity, if no case
management visits exist the method then moves on to try to assign based on
outpatient connectivity (all visits physical and behavioral count), if no case
management or outpatient visits exists the method then moves on to try to assign
based on ER connectivity and then moves on accordingly for inpatient last. This
tries to connect a beneficiary to the most critical service from a patient
management perspective first and then uses volume from within those
hierarchical categories.
HANYS’ Comment: The hierarchy included in the attachment does not address services provided
by long-term care providers such as nursing homes, home care agencies, and some behavioral
health providers. Further information is also required on the attribution methodology for providers
in more than one PPS. It is important that potential PPS participants know how these providers will
affect attribution results when planning projects. We request that the state provide this information
as quickly as possible and we reserve the right to further comment on the attribution methodology
when it is available.
The state has indicated that physician service will be included in the outpatient tier of the hierarchy.
However, the Terms and Conditions document and attachments provide little detail on the treatment
of physicians and physician groups in the DSRIP program. Clarification is needed on safety net
criteria, the attribution methodology, and other policies as they relate to hospital-based physicians,
physicians in group practices, and private practices. As it develops these policies, they state should
seek further input and comment.
It is our understanding from DOH statements that “case management” is currently comprised of
Health Homes and Targeted Case Management programs. Several of the projects relate to Patient
Centered Medical Homes (PCMHs) and one of the required metrics for both individual PPS projects
and for the statewide evaluation is the percent of primary care providers (PCP) meeting National
Committee for Quality Assurance (NCQA) PCMH/Advance Primary Care criteria. Additional
consideration should be given to visits to PCPs meeting PCMH or Advance Primary Care criteria.
Final Attribution with MCO Input (page 6)
The results of the preliminary attribution process (geographic and service
utilization matching) will be shared with each Medicaid Managed Care plan for
their enrolled membership. The plans will be asked to review the assignment list,
make any necessary corrections, as practicable, based on more current
beneficiary utilization infor0mation including more recent PCP assignment or
specialty service access that may have occurred after the preliminary attribution
3

data was run. The plans will each submit to the state a recommended final
DSRIP attribution list for each Performing Provider System for each enrolled
member as appropriate to the target population for the given DSRIP project. The
state will review the plan recommendation and make modifications if needed to
assure better balance between DSRIP projects, especially where there are
multiple MCOs in a given region. This MCO input into the attribution process
will ensure that the most recent member access patterns are taken into account in
developing the attribution and will begin to better connect MCOs to the DSRIP
projects as performance improvement and payment reform components of the
overall DSRIP are actuated.
HANYS’ Comment: State sharing of PPS attribution results with MCOs should be only for
purposes of updating the utilization or enrollment data used in the attribution methodology. It
should not allow MCO to override the attribution methodology to reassign a member to a different
PPS contrary to the assignment based on a member’s service loyalty information.
In addition, the PPS must be an active participant in this final attribution process. All relevant data
for initial assignment and proposed assignment changes should be shared and discussed with the
PPS; the PPS should be allowed to provide input to the state on any proposed changes to the initial
attribution; and the PPS should be allowed to modify the project plan if the changes are substantial.
Section II. d. Minimum Outpatient Service Level
Performing Provider Systems must have a minimum of 5,000 attributed Medicaid
beneficiaries a year in outpatient settings.

Section III. Projects, Metrics, and Metric Targets
Section III. a. Projects (page 7)
Performing Provider Systems will design and implement at least five and no more
than 10 DSRIP projects, selected from the Strategies Menu and Metrics
(Attachment J) . . . .
. . . Performing Provider Systems will select at least two system transformation
projects (including one project to create integrated delivery systems as well as
another project from either the care coordination or connecting settings
strategies list), two clinical improvement projects (including a behavioral health
project ), and one population-wide project. The selection of all projects must be
based on the community needs assessment of the baseline data and as the target
population selected by the performing provider system.
HANYS’ Comment: Similar to the vital access provider exception to the safety net qualification
criteria, the state should allow for exceptions to the list of required projects and the minimum
outpatient service level on a case-by-case basis if it is deemed in the best interest of Medicaid
4

members. For example, an exception might be granted to allow modification of the required project
list for a PPS that plans to incorporate several rural hospitals into a regional network to share
resources with the intent of implementing individual related projects that address a single regional
health need.
Section III. b. Metrics (page 8)
Additional measure specifications, including the process for addressing small n
issues is described in the Metric Specification Guide supplement to Attachment J.
HANYS’ Comment: The referenced supplement has not yet been released and we reserve the right
to comment further on the metrics when it is available.
Section III. c. Metric Targets (page 8)
All performing provider systems must have a target for all pay-for-performance
metrics, which will be used to determine whether or not the performance target for
the metric was achieved. Performance targets should be based on the higher of
top decile of performance for state or national data, or an alternative method
approved by CMS.
HANYS’ Comment: Targets should be based on New York Medicaid data to provide an
appropriate standard for PPS performance in serving the Medicaid population.
The Performing Provider System baseline data will be established as soon as
complete data is available for the baseline period (as specified in the Metric
Specification Guide supplement to Attachment J) and will be used as the
foundation to determine the gap to goal to set the improvement target . . . . Each
subsequent year would continue to be set with a target using the most recent
year’s data. This will account for smaller gains in subsequent years as
performance improves toward the goal or measurement ceiling.
HANYS’ Comment: It is unclear if the annual update to the “target” refers to updating only the
PPS’ own performance data for the gap to goal improvement target or if it refers to updating both
the PPS performance data and the data used to set the top decile target. Updating the data for the
top decile target would create an inequitable moving target, which would require the PPS to not
only improve its own performance, but to improve at a higher rate than the moving target. The top
decile performance targets should be established using data from the baseline period and should
remain constant through the life of the DSRIP program allowing the PPS to establish a plan to move
toward the target over a multi-year period.
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Section IV. DSRIP Project Plan Requirements
Section IV. A. Project Plan Development Process (page 9)
According to a timeline developed by the state and CMS that aligns with the
DSRIP deliverables schedule outlined in STC 40 in section IX, Performing
Provider Systems must submit a final DSRIP Project Plan to the state for review
with a complete budget and all other items described below, consistent with the
requirements in STC 8 in section IX.
HANYS’ Comment: As we stated in our comments on the Special Terms and Conditions (STC)
document, providers that participate in DSRIP will face numerous, complex operational issues as
they form networks to implement new models of care that link services across multiple settings.
Therefore, it is vital that the detailed requirements of the DSRIP program not impose additional
burdens that would add to the inherent complexity of this process. The project plan requirements in
this section call for detailed information on numerous components of the proposed projects. We
urge the state to balance the need for detailed, specific information about the planned projects
against the time and resources that are required to develop and report such information. Care
should be taken to avoid requiring submission of data or information that is redundant or irrelevant
to the proposed projects.

Section IV. b. Organization of DSRIP Project Plan (page 9)
[The plan shall include:]
2) c) Definition of service area (according to the specifications in the DSRIP
Strategies Menu and Metrics) and a discussion of how the providers in the
coalition relate to (or inform) the service area definition. As further described in
the DSRIP Strategies Menu and Metrics, Performing Provider Systems are
accountable for improving the quality of care for all Medicaid and low-income
uninsured beneficiaries in their service area as defined in the DSRIP Member
Attribution Method above.
HANYS’ Comment: We do not find any specifications for service areas in Attachment J - NY
DSRIP Strategies Menu and Metrics document. It is unclear how the service area provided by the
PPS in the project plan relates to the service area as defined by the attribution method.
[the plan shall include:]
2)d) Identification as a safety net provider with documentation supporting that
identification as described in paragraph II.a above.
2)e) Current patient population including demographic information, payer mix
to document qualification as described in paragraph II.c above.
HANYS’ Comment: The state has identified safety net providers based on an analysis of historic
data. Requiring the PPS to recreate this analysis and document qualification as a safety net provider
is redundant and the requirement should be eliminated. In 2)e) there is a reference to paragraph II.c.
6

Paragraph II.c. covers the attribution methodology and does not include any qualification criteria. If
the correct reference is to “II.a. Assessment of Safety Net Provider Status,” the state used historic
data to determine safety net status and it is our understanding that there is no requirement to
requalify based on more current data. Please confirm this and clarify the purpose for the current
patient population data requested for the project plan.
[the plan shall include:]
5)b) Evidence of regional planning including names of partners involved in the
proposed project (in addition to any coalition members in the Performing
Provider System in accordance with the process described in paragraph II.b
above) Detailed analysis of issues causing poor performance in the project area.
These must include assessment of patient co-morbidities, patient characteristics,
social system support, system capacity for primary care and disease management,
and institutional issues such as finances, confounders to health care system
improvement including fragmentation of services, competition, and assessment of
regional planning issues.
HANYS’ Comment: The PPS applicant is required to select projects and define a service area
based on a community needs assessment. Project plan requirements should be based on this
community assessment. The term “regional planning” should be replaced by “community
planning” in this paragraph.
[the plan shall include:]
9) Budget: Performing Provider Systems must provide a detailed budget for all 5
years of their DSRIP project. For Performing Provider Systems that were
awarded HEAL grants, a detailed budget report along with a description of the
similarities or differences must be included.
HANYS’ Comment: These budget requirements would impose an unnecessary burden on DSRIP
participants. As we stated in our comments on the STC document, DSRIP is a performance-based
system with incentive payments that are not intended to reflect project costs; submission of detailed
budgets should not be required. The requirement for detailed Health Care Efficiency and
Affordability Law for New Yorkers (HEAL NY) grant budgets and comparisons to DSRIP budgets
provide one example of unnecessary reporting that would divert limited time and resources during
the planning process. The state already has detailed information on the HEAL grants and a brief
description of any HEAL grant projects would provide sufficient assurance that the DSRIP project
does not duplicate a prior HEAL grant project. This requirement should be eliminated.
[the plan shall include:]
10) Governance: The plan must include a detailed description of how the system
will be governed and how it will evolve into a highly effective Integrated Delivery
System. A clear corporate structure will be necessary and all providers that
participate in the project will need to commit to the project for the life of the
waiver. Weak governance plans that do not demonstrate a strong commitment to
the success of the project will be rejected. Strong centralized project control will
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be encouraged especially for projects that require the greatest degree of
transformation . . . .
HANYS’ Comment: Governance structure is a critical component that potential coalition
participants will need to consider as they discuss possible formation of a PPS. While not mandating
a specific legal structure, this paragraph indicates a shared governance corporate structure will be
required and that a strong centralized control is preferred.
HANYS recognizes the need for a PPS to have a defined business structure with some degree of
shared governance. However, an overarching corporate structure with the powers and authority
indicated in this section could face multiple challenges in complying with the New York State
Public Health Law and attendant regulations. This raises a number of questions for providers
considering formation of a PPS:


Would centralized project control include such powers as are typically exercised by an
“active parent”? Would the existing establishment and certificate of need statutes and
regulations apply to the central corporate entity such that it may be required to obtain
establishment approval? Does DOH have the authority to waive some or all of the
provisions of 10 NYCRR §405.1 regarding establishment even though it cannot waive
statutory provisions? These issues are significant since the current establishment application
development and review process takes many months and would certainly impede rapid
project implementation.



How would the state’s corporate practice of medicine rules apply to a central governing
entity that intends to carry out the role expected by the state?



Would the PPS be required to establish a formal corporate structure with a parent
organization? Alternatively, what is DOH’s view of PPS development using nongovernance models such as joint ventures and contractual relationships with a single
“dominant” entity?



The Public Health Law prohibits a corporation the stock of which is owned by another
corporation from owning or operating hospitals, nursing homes, and clinics. How would
this Article 28 prohibition apply to a PPS entity that incorporates many types of providers?



Will certificate of public advantage (COPA) regulations be available to PPS entities? If so,
would a COPA apply only in the Medicaid context or would a COPA extend to activities of
the PPS regardless of payer? HANYS urges that discussions with federal authorities be held
in advance to ensure that a COPA will provide sufficient protection from federal antitrust
enforcement for PPS organizations with the scope and authority envisioned under DSRIP.

The state has indicated they it will provide further guidance on PPS structure and governance. We
urge the state to act quickly to provide this guidance as providers begin to discuss coalition
formation and start to develop DSRIP project plans.
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Section V. Project Valuation (page 13)
The DSRIP project and application valuations will be calculated by the state (with
assistance from the independent assessor) according to the methodology described
below.

HANYS’ Comment: Full details of the calculations should be provided to each PPS and a process
should be established for discussion and resolution of any PPS disagreements with the calculations.
Calculating Project PMPM (page 15)
Because additional projects will have synergistic properties, from leveraging
shared infrastructure and resources, the valuation benchmark is discounted as
follows for Performing Provider Systems selecting multiple projects.
HANYS’ Comment: Some degree of discounting may be appropriate when a PPS proposes to
implement optional projects beyond the minimum requirement of five projects. However, the level
of discounting needs to be carefully calibrated to provide a reasonable increase in the total
application valuation to reflect the incremental value of the additional optional projects.
The calculation below is based on the example provided in the attachment. The second calculation
is identical except that it eliminates the sixth project. Because of the level of discounting, the total
application valuation is actually lower with the sixth project included. We understand the Project
per member per month (PMPM) figures in the attachment are for illustration only. However, it does
demonstrate the need to set the final discounted PMPMs at a reasonable level to encourage the
implementation of additional optional projects when there is a community need.
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Example DSRIP Valuation Calculation from Attachment I

Project Index Valuation
Score
Benchmark
Project 1
0.93
$7.20
Project 2
0.90
$7.20
Project 3
0.78
$7.20
Project 4
0.67
$7.20
Project 5
0.67
$7.20
Project 6
0.40
$7.20
Maximum Application Valuation

Project
PMPM

# of
Project Plan
Medicaid
Application
Beneficiaries
Score

$6.70
$6.48
$5.62
$4.82
$4.82
$2.88

100,000
100,000
100,000
100,000
100,000
100,000

0.85
0.85
0.85
0.85
0.85
0.85

# of DSRIP
Months
60
60
60
60
60
60

Maximum
Project Value
$34,149,600
$33,048,000
$28,662,000
$24,582,000
$24,582,000
$14,688,000
$159,711,600

Example DSRIP Valuation Calculation without Project 6

Project Index Valuation
Score
Benchmark
Project 1
Project 2
Project 3
Project 4
Project 5

0.93
0.90
0.78
0.67
0.67

$8.00
$8.00
$8.00
$8.00
$8.00

Project
PMPM
$7.44
$7.20
$6.24
$5.36
$5.36

# of
Project Plan
Medicaid
Application
Beneficiaries
Score
100,000
100,000
100,000
100,000
100,000

Maximum Application Valuation

0.85
0.85
0.85
0.85
0.85

# of DSRIP
Months
60
60
60
60
60

Maximum
Project Value
$37,944,000
$36,720,000
$31,824,000
$27,336,000
$27,336,000
$161,160,000

Plan Application Score (page 15)
Based on their submitted application, each project plan will receive a score based
on the fidelity to the project description, and likelihood of achieving improvement
by using that project. This plan application score will be used as a variable in
calculating the maximum project value.
. . . The state will develop a rubric for the individual plan application score in
collaboration with CMS. This rubric must include an assessment of whether each
proposed project is sufficiently different from other DSRIP projects selected (and
other existing projects being funded by other sources) so as to ensure that the
performing provider system does not receive double-credit for performing similar
activities.
HANYS’ Comment: It is unclear how standardized this score will be as the methodology has not
yet been defined. However, by its nature there will be some degree of subjectivity involved in
determining this score. A PPS should be provided a detailed explanation of how its plan application
score was determined and should be given an opportunity to appeal the score if the PPS disagrees.
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Section V. b. Metric Valuation (page 19)
Once the overall project valuation is set, incentive payment values will be
calculated for each metric/milestone domain in the DSRIP project plan by
multiplying the total valuation of the project in a given year by the milestone
percentages specified below.
HANYS’ Comment: Based on the description and example provided in this section, the overall
project valuation is the value of the project over the five-year period. It is unclear how the annual
value of the project is determined. We recommend that the allocation of the overall project
valuation to specific years provide higher valuations in the first years to recognize the higher level
of resources that will be required during project initiation.
The points given for reaching a specified performance target/milestone will be
called an Achievement value and will be calculated as a 0 or 1 value. If a
performance target or reporting milestone is met, the Performing Provider
System will receive an AV of 1 for that performance target/milestone in that
reporting period. If the Performing Provider System does not meet its milestone
or performance target, the Performing Provider System will receive an AV of 0
for that reporting period. This will be done across every project in every domain.
HANYS’ Comment: The proposed “achievement value” calculation uses a pass/fail structure that
provides either 100% credit for achieving the target or zero credit for failure. We believe it would
be preferable to provide partial credit for pay-for-performance (P4P) metrics. This could be done
by establishing an “improvement value” that would provide partial credit when a PPS fails to
achieve the target, but improves its performance on the P4P metric compared to its performance in
the prior year. This would provide a more equitable result, particularly when a PPS is just below
the target.
Section V. c. Project Value Monitoring (page 20)
Performing Provider Systems will be required to develop budgets and report on
DSRIP project spending throughout the demonstration. As described in
paragraph VI.c below, CMS reserves the right to review project values to ensure
that the project value index, the population denominator, and the overall project
valuation are calculated correctly.
HANYS’ Comment: As we stated in our comments on the STC document, DSRIP is a
performance-based system with incentive payments that that are not intended to reflect project
costs. Therefore, there should not be any requirement for reporting of project budgets, project
spending, or project costs. The effort and resources required to provide these for all providers in a
coalition for each project would impose an unnecessary burden on DSRIP participants. The
requirements for reporting project costs and detailed project budgets should be eliminated.

11

VI. DSRIP Project Plan Review Process
Section VI. a. Overview of Review Responsibilities (page 21)
All Performing Provider Systems will be subject to addition review during the
mid-point assessment, at which point the state may require DSRIP plan
modifications and may terminate some DSRIP projects, based on the feedback
from the independent assessor, the public engagement process and the state’s own
assessment of project performance. CMS will also monitor this mid-point
assessment review process and make determinations in accordance with V.d
HANYS’ Comment: While HANYS supports the concept of a mid-point assessment of DSRIP,
HANYS encourages DOH to include an appeals process, so that PPSs that disagree with the
independent assessor’s or DOH’s analysis or interpretation of data have an avenue for presenting
their perspective if a termination is being recommended.
In addition, HANYS recommends that there be ongoing dialogue between the independent assessor
and the PPSs to discuss the data analysis and interpretation on a routine basis, so that all parties are
clear on the performance of the PPS.
HANYS encourages DOH to ensure that the technical support provided through the Learning
Collaboratives is robust, comprehensive, and responsive enough to concurrently address all of the
challenges that the PPSs will face. Rather than terminate a DSRIP Project for poor performance,
HANYS recommends DOH provide on-site technical assistance and/or access to national and state
experts to assist with identification of evidence-based best practices, implementation strategies, and
innovative approaches to help the PPSs achieve success.

Section VII. Reporting Requirements and Ongoing Monitoring
Section VII. Reporting Requirements and Ongoing Monitoring (pages 25)
1. Ongoing provider-level evaluations will occur on a regular basis, as described
below, and seek to provide timely and actionable feedback on the initiative’s
progress, in terms of infrastructure changes, implementation activities, and
outcomes. The formative evaluation, or performance management, will track and
report regularly on actions, performance objective attainment, and overall
progress toward achieving a health care system based on improving the health,
improving care, and reducing costs, and progress toward achieving the primary
goals of DSRIP, to reduce avoidable hospitalization and seek improvements in
other health and public health measures by transforming systems.
HANYS’ Comment: HANYS strongly encourages DOH to streamline and simplify the reporting
requirements and to reduce duplication of reporting efforts. DOH should directly collect and
analyze all data available to the state and federal government—such as Healthcare Effectiveness
Data and Information Set (HEDIS), Quality Assurance Reporting Requirements (QARR), Statewide
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Planning and Research Cooperative System (SPARCS), Consumer Assessment of Healthcare
Providers and Systems (CAHPS), Potentially Preventable Measures—and provide PPSs with timely
and actionable reports on performance. HANYS recommends DOH consider the reports and
processes developed by the Centers for Medicare and Medicaid Services (CMS) Core Measure
Vendors as a model. Streamlining and reducing duplicative reporting requirements would help
eliminate unnecessary work and diversion of resources and enable more focused quality
improvement work.
2. Learning collaboratives will be implemented to seek peer-to-peer (provider-toprovider) input on project level development of action plans, implementation
approaches and project assessment. New York will be responsible for leading the
collaborative approach to ensure effective sharing of information (e.g., best
practices, case studies, challenges, results).
HANYS’ Comment: HANYS supports the use of Learning Collaboratives to encourage the
sharing of evidence-based best practices; however, we encourage DOH to expand the scope of these
collaboratives beyond the peer-to-peer model to include additional strategies that have proven to be
successful, including on-site technical assistance and access to state and national content and
process experts in the field of health care quality improvement. Such collaboratives should also
focus on sharing and offering innovative and advanced implementation practices to help hospitals
reach their goals. The Learning Collaboratives should encourage local innovations that advance
current knowledge and development of new practices that can serve as models for providers in New
York State and throughout the country.

Section VII. a. Semi-annual Reporting on Project Achievement (page 26)
Two times per year, Performing Provider Systems seeking payment under the
DSRIP program shall submit reports to the state demonstrating progress on each
of their projects as measured by the milestones and metrics described in their
approved DSRIP plan. The reports shall be submitted using the standardized
reporting form approved by the state and CMS. Based on the reports, the state
will calculate the incentive payments for the progress achieved in accordance
with Section VII “Disbursement of DSRIP Funds”. . . .
Note: Because many domain 2, 3, and 4 metrics are annual measures, these
annual measures will only be available to be reported once a year for purposes of
authorizing and determining incentive payments.
HANYS’ Comment: As each PPS will be submitting reports and metric performance twice a year,
incentive payments should also be distributed twice a year. A single year-end payment could result
in cash flow problems for vulnerable safety net and public providers. The state should develop a
methodology for a mid-year incentive payment that might include an interim payment based on
year-to-date data with a year-end reconciliation if required.
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Section VII. c. Learning Collaboratives (page 28)
. . . . the state will designate personnel to be responsible for guiding and
facilitating the Learning Collaborative. An online, Web-based tool will be
utilized in order to effectively manage the collection and dissemination of
information related to the DSRIP and projects. A key component of the online
tool will be a reporting feature that allows a tiered-level reporting that conveys
key information to the various levels of stakeholder groups interested in learning
and tracking performance of the DSRIP program. This tool will act as a
repository with reporting capability for various audiences including that of the
general public, the Department, CMS and the healthcare industry.
HANYS’ Comment: HANYS recommends that DOH develop a streamlined, standardized
reporting template that PPSs can use to report data through the online tool. The tool should be
developed with PPS stakeholder input and used consistently across the state.
Section VII. d. Program Evaluation (page 29)
The interim and summative evaluation will meet all standards of leading
academic institutions and academic peer review, as appropriate for both aspects
of the DSRIP program evaluation, including standards for the evaluation design,
conduct, interpretation, and reporting of findings.
HANYS’ Comment: HANYS requests clarification on intent of this sentence.
Section VII. e. Overall Data Standards (page 29)
The state will collect data from providers often as is practical in order to ensure that project
impact is being viewed in as “real time” a fashion as possible. Collecting and analyzing
data in this fashion will allow for rapid, life-cycle improvement which is an essential
element of the DSRIP project plan.
HANYS’ Comment: It is unclear how this “real time” data collection from providers relates to the
requirement for PPS semi-annual reporting on project achievement in paragraph a. of this section.
Since managed care is an important component of the state’s quality improvement
strategy, the state will implement a provider/plan data portal that will allow
access to appropriately permissioned patient and provider specific data in the
Medicaid Data Warehouse. Role based access to this portal will allow providers
and their partnering health plans access to current Medicaid claims and
encounters data and eventually real time EMR and care management data
provided through connectivity with local regional health organizations (RHIOs).
HANYS’ Comment: Access to the comprehensive data envisioned for the data portal is important
not only for DSRIP participants but for providers in general as they seek the information needed for
delivery system transformation. The ability to access individual patient data and share those data
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for optimal care management of a patient is critical. DSRIP participants must have the ability to
share data for all patients across all services in the project network. HANYS encourages the state to
establish such a portal as quickly as possible.
However, the creation of the data portal will take time. In order for potential PPS providers to seek
partners with the intention of forming networks, it is imperative that data be made available quickly.
Therefore, HANYS encourages DOH to immediately share as much beneficiary and claims history
data as possible so that a PPS lead can obtain information to make optimal decisions on network
partners.
CMS policies related to Accountable Care Organizations (ACOs) and the Bundled Payments for
Care Improvement Initiative (BPCI) can serve as a model for the type of data that should be
provided. In both of these programs CMS released beneficiary enrollment and claims data that
linked services across all settings including: inpatient, outpatient, nursing homes, home health
agencies, physicians, supplier part B, Durable Medical Equipment, and Hospice, in order for
providers to evaluate the needs and experience of their assigned population.

Section VII. e. Overall Data Standards (page 30)
The state will use the Quality Committee, established in 2013 to assist NYSDOH
on quality measurement and improvement that will be responsible for supporting
the clinical performance and improvement cycle of DSRIP activities . . . The
Quality Committee will serve as an advisory group for DSRIP offering expertise
in health care quality measures, clinical measurement and clinical data used in
performance improvement initiatives.
HANYS’ Comment: HANYS is a member of the DOH Quality Committee and appreciates the
opportunity to continue serving in this role, particularly as it relates to DSRIP. However, because
of the significant consequences associated with performance on the metrics, HANYS encourages
DOH to engage additional state and national experts in the establishment of benchmarks and goals,
as well as the attribution methodology.

XI. Disbursement of DSRIP Funds
Section XI. b. Public Hospital and Safety Net Provider Performance Provider System
Transformation Funds (page 31)
All Performing Provider Systems with approved DSRIP Project Plans will be
eligible to apply for funding from one of two DSRIP pools. The first, Public
Hospital Transformation Fund, will be open to applicants led by a major public
hospital system . . . The second fund Safety Net Performance Provider System
Transformation Fund, would be available to all other DSRIP eligible providers.
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Allocation of funds between the two pools will be determined after applications
have been submitted, based on the valuation of applications submitted to each
pool.
HANYS’ Comment: The allocation must ensure public hospital DSRIP pool funding that
recognizes the role they play and ensures public hospitals receive equitable incentive payments that
reflect the proportion of total non-federal funds that are received from the public hospitals through
IGT.
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Attachment J: NY DSRIP Strategies Menu and Metrics
HANYS offers the following general comments that cross all Project Domains and projects.
Disaster Clause
CMS has established waivers for providers impacted by disasters and extraordinary circumstances
under the Hospital Inpatient Quality Reporting (IQR) and Outpatient Quality Reporting (OQR)
Programs. In addition, in the federal fiscal year (FFY) 2015 Inpatient Prospective Payment System
(IPPS) Proposed Rule, CMS is considering a disaster waiver for the Readmissions Reduction
Program.
These waivers were most recently used by hospitals affected by Hurricane Sandy, which severely
impacted hospitals’ ability to comply with federal reporting requirements. HANYS strongly
encourages DOH to include the ability to obtain a reporting waiver for PPSs impacted by natural
disasters or other extraordinary circumstances.
Adjustment for Socioeconomic Status
An expert panel convened by the National Quality Forum (NQF) has recommended that NQF
permit risk adjustment that includes socio-demographic factors when reviewing measures submitted
for endorsement.
HANYS has long advocated for incorporation of socio-demographic risk adjustment for selected
performance-based measures. Payment systems built from unadjusted measures will unfairly limit
reimbursement to those serving disadvantaged communities, reducing their ability to provide
needed services to their patients, while rewarding those providers serving advantaged communities.
Should NQF adopt the recommendations of the expert panel, HANYS strongly encourages DOH
and the independent assessor to take this change into account, and use measures that are fully risk
adjusted, including socio-demographic factors.

Domain 2 – System Transformation Metrics
General Comment on Domain 2: Domain 2 includes four performance measures for Potentially
Avoidable Services and four groups of CAHPS performance measures (which list at least eight
separate measures). The number of CAHPS measures in this Domain could have a disproportionate
impact on project scores. Given that the primary goal of DSRIP is reduce avoidable
hospitalizations, the Potentially Avoidable Services measures should have higher weight in the
overall performance evaluation to reflect their importance.
Potentially Avoidable Emergency Room Visits
Potentially Avoidable Readmissions
HANYS’ Comment: The behavioral health population is more likely to receive services that are
determined to be potentially avoidable by the 3M software used for these metrics. As a result,
performance on these metrics is lower for providers with larger behavioral health programs. In
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addition, given the characteristics and complex needs of this population, performance improvement
will be more difficult for these providers. We urge the state to provide separate behavioral health
patient and non-behavioral health patient metrics for Potentially Avoidable Emergency Room Visits
and Potentially Avoidable Readmissions.

Domain 3 – Clinical Improvement Metrics (pages 11 - 15)
C. Diabetes Mellitus Measure PQI #3 (Diabetes Management Long term
complications)
HANYS’ Comment: HANYS is not aware of any evidence that would indicate that PPSs that
choose diabetes as a focus area could expect to see a significant impact on PQI #3 during the
DSRIP project period. This measure focuses on long-term complications of poor diabetes
management, which would not be expected to manifest for many years, including renal, eye,
neurological, and circulatory complications.
A more appropriate measure for this focus area would be PQI #14: Uncontrolled Diabetes
Admission Rate, which addresses admissions for a principal diagnosis of diabetes without mention
of short-term (ketoacidosis, hyperosmolarity, or coma) or long-term (renal, eye, neurological,
circulatory, or other unspecified) complications per 100,000 population, ages 18 years and older.
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May 14, 2014
New York State Department of Health
DSRIP Program

Re:

MRT Waiver Amendment
DSRIP Special Terms and Conditions (STCs)
Program Funding and Mechanics Protocol (Attachment I)
Strategies and Metric Menu (Attachment J)

To Whom It May Concern,
The New York State Nurses Association is the union that represents 37,000 registered nurses in New
York State and is a committed advocate for the health care needs of the people of New York State.
We have reviewed the terms of the MRT Waiver amendment agreed to between CMS and the state of
New York and have the following comments.
1. DSRIP Special Terms and Conditions (STC) Document
We are generally supportive of the efforts of the state to obtain expanded funding to improve our
healthcare delivery system. The agreement to provide $8 billion in funding to support our hospitals and
broader delivery network will provide needed funding for safety-net providers in their efforts to improve
the delivery of health services to underserved communities.
We are particularly supportive of the recognition by the State and CMS, as set forth in the definition of
safety-net providers, that our safety-net hospitals play an indispensable role in delivering vital healthcare
to the populations in their service areas. It is particularly telling that 142 of the 185 hospitals in New
York State (76.8%) are recognized as vital safety-net providers.
We trust that these designations will be recognized and taken into account in the event of future efforts
to close hospitals or reduce the scope of services that they provide to their communities. We are further
hopeful that the resources that are being made available through the waiver amendment and the recently
enacted hospital capital fund program will provide a basis for maintaining and strengthening these vital
institutions.
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2. General Criteria for Selection of Proposals and Allocation of Funds
In reviewing past waiver programs, we and other advocates have questioned the formulas used to
allocate funds. We have been concerned in the past that funds were not appropriately directed to
hospitals and other providers on the basis of their actual need for support and that funding was
unnecessarily or inappropriately channeled to institutions that did not have the same level of need for
funding or did not provide the same degree of services to low income and uninsured populations as other
facilities.
The current proposal seems to address this concern by creating a methodology that assigns patient
populations to particular providers and which will allocate funding for proposals on the basis of the
actual numbers of Medicaid patients. This is a positive development that we welcome.
We are concerned, however, that the current criteria for selection of proposals and allocating funding
will possibly work to the detriment of those providers that are most in need of assistance to pursue
restructuring and improved healthcare delivery to their service communities.
Within the broad category of safety-net provider hospitals, there are wide differences in the degree to
which each hospital serves low-income Medicaid and uninsured populations. The range of Medicaid
population percentages for safety net hospitals ranges from 35% at the low end to as much as 94% for
some hospitals. In addition, some safety-net providers have better payer mixes and overall financials
than others. There are, in short, important distinctions to be drawn between the levels of need for
assistance within the range of facilities that have been designated as safety-net providers.
The differences between safety-net hospitals referred to above are illustrated by the following
hypothetical comparison:
Hypothetical Safety-Net Hospital A
Private Insurance
Payer Mix
38%
Costs of service
$38,000,000
Margin by Payer
+20%
Revenue by Payer
$45,600,000
Profit/Loss

Medicare
30%
$30,000,000
-5%
$28,500,000

Medicaid
32%
$32,000,000
-10%
$28,800,000

Hypothetical Safety-Net Hospital B
Private Insurance
Payer Mix
10%
Costs of service
$10,000,000
Margin by Payer
+20%
Revenue by Payer
$12,000,000
Profit/Loss

Medicare
10%
$10,000,000
-5%
$9,500,000

Medicaid
80%
$80,000,000
-10%
$72,000,000

Total
100%
$100,000,000
$102,900,000
+$2,900,000 (+2.9%)

Total
100%
$100,000,000
$93,500,000
-$6,500,000 (-6.5%)

In this example, we assume that both hospitals have the same number of total patients, but hospital B has
a higher number of Medicaid patients, based on the payer mix. The application of the proposed
valuation methodology would award a higher level of funding to Hospital B, commensurate with its
larger Medicaid/uninsured/dual eligible population.
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In the scoring process for determining whether to accept applications, however, the only criterion that
would consider the volume of Medicaid patients served is that based on the potential savings in state
spending. Because this criterion is only one of five total criteria, the relative weight of Medicaid
patients served will be reduced in determining whether to accept a proposal. This could allow hospitals
with lower percentages of Medicaid patients to win out over hospitals with higher percentages. In the
above example, this would penalize a hospital with negative cash flow and greater need in favor of a
proposal from a hospital that is already in the black due to a more favorable payer mix.
We are also concerned that the proposed formula for allocating money will unfairly benefit large
hospitals and penalize smaller facilities. This dynamic is illustrated by following example:
Hypothetical Large Safety-Net Hospital A
Private Insurance
Payer Mix
38%
100,000 patients
38,000
Costs of service
$38,000,000
Margin by Payer
+20%
Revenue by Payer
$45,600,000
Profit/Loss

Medicare
30%
30,000
$30,000,000
-5%
$28,500,000

Medicaid
32%
32,000
$32,000,000
-10%
$28,800,000

Hypothetical Small Safety-Net Hospital B
Private Insurance
Payer Mix
10%
40,000 Patients
4,000
Costs of service
$4,000,000
Margin by Payer
+20%
Revenue by Payer
$4,800,000
Profit/Loss

Medicare
10%
4,000
$4,000,000
-5%
$3,800,000

Medicaid
80%
32,000
$32,000,000
-10%
$28,800,000

Total
100%
$100,000,000
$102,900,000
+$2,900,000 (+2.9%)

Total
100%
$40,000,000
$37,400,000
-$2,600,000 (-6.5%)

In the above example, assuming that both hospitals have been selected to receive funding for similar
proposals, the larger hospital would receive the same level of funding as the smaller hospital, because
both have the same gross number of Medicaid patients served. Hospital A, however, has less relative
need for the funding due to its payer mix and positive margin. Hospital B, on the other hand has a
higher level of need for assistance because of its negative margin and because restructuring its programs
will be more difficult to achieve due to the lack operating revenue and the higher percentage of its total
patient population that is Medicaid eligible. This dynamic will also come into play in the process of
meeting the metrics/measurements for applying the program. In this example, the inherent structural
difference will produce a proportionately higher level of difficulty in attaining milestones for Hospital B
and will result in a higher likelihood of default and the claw back of money or termination of the
program.
3. Interim Access Assurance Fund
The inclusion in the DSRIP waiver program of the IAAF in the amount of $500 million will help to
alleviate the impact of disparities in financial condition and payer mix within the safety-net provider
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definitions. This funding will also make it easier for hospitals that are in dire financial condition to find
the resources to develop their applications and begin to implement them.
The IAAF funding, however, is not in and of itself sufficient to offset the underlying range of needs and
disparities within the group of hospitals and providers that will qualify as safety-net providers. First, the
funding is limited only to public hospitals and private hospitals that are in extremely dire condition (i.e.,
having less than 5 days cash on hand). This narrow definition of eligibility for IAAF funding will
exclude most safety-net providers from seeking this special assistance. In our examples above the
weaker hospital with the negative margin would not be likely to meet the IAAF eligibility criteria. It is
also noted that the IAAF funding is only available in year zero. It ceases in year one of the program, so
will not be of assistance to any hospitals after the program begins to be implemented.
We support the concept of IAAF funding for public hospitals and private hospital in extremely dire
financial condition and do not propose to expand the fund to other hospitals to allow them to submit and
implement waiver applications.
4. Weighting Applications and Funding Awards on the basis of financial need
We believe that the fairest approach to selecting proposals and awarding DRIP funding is to create a
formula that gives an advantage or bonus to applicants that takes into consideration each facility’s
relative proportions of Medicaid/uninsured/dual eligible populations.
In the application process, preference should be given to hospitals that serve relatively higher
proportions of Medicaid patients and less preference to those with lower proportions. It is our position
that those safety-net institutions with relatively lower proportions of such patients will be more able to
successfully restructure their operations without as much need for assistance. If choices have to be
made, the applications with the highest proportions of Medicaid patients should receive preference.
In addition, we believe that the actual funding of selected applications should not be based solely on the
PMPM (per member per month) formula being proposed. We believe that the PMPM value should be
further weighted on the basis of payer mix and/or operating margins. PMPM payments should be
adjusted upward or downward to account for financial status and relative payer mixes. This will allow
finite funding resources to be deployed more intensively to those institutions that have the greatest
relative need for funding.
Using this approach to modify the scoring and funding allocation processes will be fairer to the
institutions involved, better for these safety-net patients and will also make the overall waiver program
more likely to succeed.
5. Avoid Reliance on Rigid or Artificial Cost Cutting Targets
As a final point, we want to express concern that the DSRIP and other reform programs avoid overly
relying upon cost cutting goals to the detriment of improving access to care and improved outcomes.
The top priority of reform efforts is and must remain to improve the delivery of care and maintain equal
and fair access to all segments of our population.
We are concerned, for example, that the target of a 25% reduction in “unnecessary” admissions and ER
visits will be improperly conflated with a target of reducing actual capacity by 25%. We note that
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“unnecessary” is not clearly defined in the program protocols and that there may easily be numerous
situations in which the reduction in “unnecessary” usage of facilities goes hand in hand with increased
volume (for example, with the confluence of an aging population and the expansion of the rolls of the
newly ensured).
Accordingly, we would reject any efforts to use the DSRIP program to force facilities to downsize or
close in a drive to meet political goals that are unrelated to actual health care needs, particularly in
underserved communities.
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COMMENTS ON THE NEW YORK STATE DSRIP WAIVER
ATTACHMENT J- Strategies Menu and Metrics
Addressing Health Disparities
Health disparities are an important driver of the outcomes that this waiver seeks to
address including the overall outcome of reducing avoidable hospitalizations by 25%
over five years. It will be important for Performing Provider Systems to address health
disparities to achieve the desired outcomes.
Numerous studies have documented that people with disabilities are far less likely to
access health care services than people without disabilities.1 Similarly, LEP patients are
more likely than non-LEP patients to report being in poor health, deferring medical care,
experiencing adverse drug effects, and are less likely than non-LEP patients to have a
regular source of care.2 Health disparities research suggests that valid and reliable data
are fundamental building blocks for identifying differences in care and developing
targeted interventions to improve the quality of care delivered to specific population
groups.3 Hospitals and other health care organizations armed with data from their own
institutions will be better equipped to look at disparities in care, design targeted
programs to improve quality of care, and provide patient-centered care.
Yet the metrics identified in this document do a poor job of tracking these disparities.
In Domain 1, metric (1) (c) asks Performing Provider Systems to document the number
of beneficiaries served through the projects, but does not break it down by disparities
populations. Domain 4, Population Wide Metrics, relies on the deficient SPARCS data

1

See, e.g., NAT’L COUNCIL ON DISABILITY,
WITH DISABILITIES (2009),

THE CURRENT STATE OF HEALTH CARE FOR PEOPLE

http://www.ncd.gov/rawmedia_repository/0d7c848f_3d97_43b3_bea5_36e1d97f973d?document.
pdf; see also, JUDY PANKO REIS ET AL., IT TAKES MORE THAN RAMPS TO SOLVE THE CRISIS OF
HEALTHCARE FOR PEOPLE WITH DISABILITIES 7 (2004),
www.tvworldwide.com/events/hhs/041206/PPT/RIC_whitepaperfinal82704.pdf; M. A. Nosek
and C. A. Howland, Breast and Cervical Cancer Screening Among Women with Physical
Disabilities, 78 ARCHIVES OF PHYSICAL MED. & REHABILITATION S39 (1997).
2
Leighton Ku and Glenn Flores, Health Affairs, Pay Now or Pay Later: Providing Interpreter
Services in Health Care, March 2005, 435-444, vol. 24 available at
http://content.healthaffairs.org/content/24/2/435.full#ref-5 (citing B. Kirkman-Liff and D.
Mondragón, “Language of Interview: Relevance for Research of Southwest
Hispanics,” American Journal of Public Health 81, no. 11 (1991): 1399–1404; G. Flores et al.,
“Access Barriers to Health Care for Latino Children,” Archives of Pediatrics and Adolescent
Medicine 152, no. 11 (1998): 1119–1125; M. Alpert et al., “The Language Barrier in Evaluating
Spanish-American Patients,” Archives of General Psychiatry 29, no. 5 (1973): 655–
659; R. Weinick and N. Krauss, “Racial/Ethnic Differences in Children’s Access to
Care,” American Journal of Public Health 90, no. 11 (2000): 1771–1774; and T.K. Gandhi et al.,
“Drug Complications in Outpatients,” Journal of General Internal Medicine 15, no. 3
(2000): 149–154.)
3
Romana Hasnain-Wynia and David W. Baker, Obtaining Data on Patient Race, Ethnicity, and
Primary Language in Health Care Organizations: Current Challenges and Proposed Solutions,
1501, 1502 (2006).
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which tracks measures for Black non-Hispanics and Hispanics, but does not yet track
any other health disparities populations.
Along with race and ethnicity, the Health Disparities Workgroup of the Medicaid
Redesign Team recommended that DOH “implement and expand on data collection
standards required by Section 4302 of the Affordable Care Act by including detailed
reporting on…gender identity, the six disability questions used in the 2011 American
Community Survey (ACS), and housing status.”4
While CMS did change many of the ideas that came out of the MRT participation
process, it should be cognizant of the need to track disparities populations beyond race
and ethnicity. The Affordable Care Act now requires any “federally supported health
care or public health program, activity or survey” must collect and report, “to the extent
practicable, data on race, ethnicity, primary language, and disability status, for
applicants, recipients, or participants.”5
Recommendations:
1.

Participating Provider Systems should identify the race, ethnicity, sex, primary
language and disability status, gender identity, and housing status of the
beneficiaries they serve. They should do this so that they can do a better job of
serving them, so that they can comply with all applicable civil rights laws, and
so that they can report the numbers and percentages for the purposes of
overall project assessment.
2. Domain 4 projects should include population wide metrics which measure the
differences in health indicators for all health disparities populations including
race, ethnicity, sex, primary language, disability status, gender identity, and
housing status. The U.S. Department of Health and Human Services
Implementation Guidance on Data collection standards should be used for race,
ethnicity, sex, primary language, and disability status. LGBTQ advocates and
housing advocates should e consulted for standards to measure gender identity
and housing status.
Including Community-Based Groups that Serve Health Disparities Populations
Community-based organizations have noted that they are often best able to provide
evidence-based strategies for prevention and self-care, but that they are not now an
integrated part of the delivery system and have not been able to access funding under
the current “medical model” system. Independent Living Centers, for example, have a
4

See, NEW YORK STATE DEPARTMENT OF HEALTH MEDICAID REDESIGN
TEAM (MRT) HEALTH DISPARITIES WORK GROUP FINAL RECOMMENDATIONS (2011),
http://www.health.ny.gov/health_care/medicaid/redesign/docs/health_disparities_report.pdf, page
6. For the six ACS questions on disability status, see, U.S DEPARTMENT OF HEALTH AND HUMAN
SERVICES
IMPLEMENTATION GUIDANCE ON DATA COLLECTION STANDARDS FOR
RACE, ETHNICITY, SEX, PRIMARY LANGUAGE, AND DISABILITY STATUS,
http://aspe.hhs.gov/datacncl/standards/aca/4302/index.pdf, page 7.
5
42 U.S.C. 300kk(a)(1).
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strong track record of improving the health of people with disabilities, but have been
viewed as an add on in some of the other efforts at care coordination , such as Health
Homes. We agree with the other commenters that technical assistance should be
provided to community groups to help them identify projects they could participate in
and to help them demonstrate that the value they bring to those projects should be
compensated.
Complying with Civil Rights Laws
Participating Provider Systems should be assessed for their compliance with nondiscrimination laws. People who experience health disparities will have better health
outcomes when providers understand their legal obligations to accommodate people
with different races, ethnicities, disabilities, gender identities, or languages that they
speak. Under Section 1557 of the ACA, individuals shall not “be excluded from
participation in, be denied the benefits of, or be subjected to discrimination under, any
health program or activity, any part off which is receiving federal financial assistance,
including credits, subsidies, or contracts of insurance.”6
For further information, please contact Heidi Siegfried, Health Policy Director,
646.442.4147 or hsiegfried@cidny.org.
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Letter Submitted on Behalf of
New York State United Teachers and United University Professions
May 14, 2014
Mr. Jason A. Helgerson
Deputy Commissioner, Office of Health Insurance Programs
Medicaid Director
New York State Department of Health
Corning Tower, Empire State Plaza
Albany, NY12237
Dear Mr. Helgerson,
This letter is sent in response to the Department of Health’s request for comment on
Attachment I and Attachment J associated with the Delivery System Reform Incentive Payments
(DSRIP) under the recently-awarded Section 1115 waiver.
As we described in comments submitted April 29, 2014, we believe that it is imperative that all
appropriate unions play a meaningful role within the DSRIP process. Our comments on
Attachments I and J will once again focus on ensuring that the unions are an integral piece of
the process. The comments will also emphasize the need for the DSRIP documents to reflect
the public mission of the State University of New York hospitals and how to best protect that
mission regardless of the collaborative relationships that are formed throughout the Performing
Provider Systems.
New York State United Teachers (NYSUT) and United University Professions (UUP)
submit the following comments on Attachment I for your consideration.
First, we propose that Attachment I be amended to reflect that all participating providers must
include appropriate union representatives during the planning, development and
implementation of DSRIP applications and projects. Appropriate unions include those officially
recognized as representing employees of the hospitals, health centers, mental health facilities
and other component participants in proposals for DSRIP funds. Specifically, we recommend
that Attachment I (on page 11, Section IV DSRIP Project Plan Requirements, b.5. Organization
of DSRIP Project Plan, Performance Assessment, part e – Evidence of Public Input into the
Project) be amended as follows (additions are underlined):
e) Evidence of public input into the project. This should include
documentation of collaboration with local departments of public health, public
stakeholders and consumers. In addition, the provider will need to document
how there will be ongoing engagement with the community stakeholders,
including active participation in any regional health planning activities
currently underway in their community. Applicants will need to include
workers and all of the recognized employee representatives in the planning
and implementation of their overall project with particular emphasis on the
comprehensive workforce strategy. A document signed by all of the
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indicating that they were included in the DSRIP application planning and
development, project design, and project selection processes, as well as all
other aspects of the DSRIP projects, must be included as evidence that
worker representatives were included as part of the PPS coalition. The state
may require Performing Provider Systems to maintain a website including
contact information, overview of public comment opportunities, results of
public processes, application materials, and required reporting.
Second, to ensure that representatives of employees (where collective bargaining agreements
exist) have been involved in a meaningful manner we suggest that the following be included
and explicitly stated in Attachment I:
1) Nothing in any application would be seen as contravening existing collective bargaining
agreements;
2) All information shared between employers (who are part of PPS proposals for 1115 money)
and the Department of Health must also be shared with a central contact designated by the
bargaining units representing employees;
3) All DSRIP applications that fail to include labor/management collaborations, stipulated
herein, will be given a lower award value;
4) Any application for funds be accompanied by a certificate signed by the CEO of the hospitals
involved and the appropriate union representatives indicating that these steps have been
taken;
5) Any funds set aside for training or re-training be treated through an appropriate labormanagement mechanism.
Third, the “Governance Section” in Attachment I may actually impede the development of
coalitions for the purpose of this waiver. As written, this section directs the providers to create
a corporate structure, but fails to explicitly include worker representatives in this process or
provide any protections for the mission and public employee status of the public health care
providers. Without these protections the collaborations may be more intrusive than what is
necessary. We recommend the following changes:
“The Performing Provider System will need to demonstrate that it has a
governance strategy that ensures that participating providers, and all of the
unions that represent employees within those facilities, work together as a
‘system’ and not as a series of loosely aligned providers nominally
committed to the same goal. Plans to progressively move from a loosely
organized network of affiliated entities to an actual Integrated Delivery
System must be evident in the goals” (page 10, Section IV DSRIP Project

Plan Requirements, b.3. Organization of DSRIP Project Plan, Identification
of Provider Overarching Goals).

“The plan must include a detailed description of how the system will be
governed and how it will evolve into a highly effective Integrated Delivery
System. A clear corporate structure will be necessary and all providers that
participate in the project, as well as the unions that represent employees
within those facilities, will need to commit to the project for the life of the
2

waiver. However, any corporate structure established throughout the
waiver shall maintain the State University of New York as the sole operator
of its health care facilities, which shall remain state-operated public facilities
staffed exclusively with public employees working in such State University
of New York health care facilities. Such public employees shall maintain
their collective bargaining rights within their current bargaining units
pursuant to Article 14 of the Civil Service Law. Such state agency status
shall continue in order to reflect the public nature and scope of the goods
and services provided by such health care facilities” (page 12, Section IV

DSRIP Project Plan Requirements, part b.10. Organization of DSRIP Project
Plan, Governance).

Fourth, with regard to the “plan application score,” we believe that it should reflect whether
the PPS provided evidence of the inclusion and active participation of all of the unions that
represent workers within the PPS during the application planning and development, project
design, and project selection processes. The score should also reflect the PPS’s ability to
provide a plan for continued inclusion of the unions. We recommend the following change:
Step 3: Plan Application Score
“Based on their submitted application, each project plan will receive a score
based on the fidelity to the project description, likelihood of achieving
improvement by using that project, the applicants’ ability to provide
evidence of the inclusion and active participation of all union
representatives during the application planning and development process,
and the applicants’ ability to provide a plan for continued inclusion of the
unions. This plan application score will be used as a variable in calculating
the maximum project value” (page 15, Section V Project Valuation, part a.
Valuation for DSRIP Application, Step 3).
Fifth, the lead coalition provider will primarily be responsible for ensuring that the coalition
meets all requirements of the Performing Provider System and distribution of DSRIP funds,
while the public entities will be the primary source of the non-federal share of the
intergovernmental transfer (IGT) funds. With the PPS having little control over the statewide
benchmark, it should be able to monitor and have more control over the PPS’s ability to reach
its milestones. For this reason we believe that Attachment I should clearly state that when a
public provider is part of a PPS it should be designated the lead coalition provider. We
recommend the following change:
“For coalitions that involve public hospitals that are providing
Intergovernmental Transfer (IGT) funding for a project, the public entity
providing IGT funding will generally be the lead coalition provider for the
Performing Provider System that is directly using the IGT match. Private
safety net providers can also service as coalition leads as provided in
paragraph (d) below” (page 3, Section II DSRIP Performing Provider

Systems, part b.v. Coalitions).

Finally, the statewide valuation benchmark is pre-set and only varies based upon the number
of projects proposed – not by geographic cost differences. The cost of care delivered in New
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York City may not be the same as the care delivered in Albany. Geographic difference should
be considered in setting the valuation benchmark.
With regard to Attachment J, we submit the following comments for your
consideration.
With the public teaching hospitals playing an important role in the DSRIP funding process we
believe that it is critical that Attachment J, NY DSRIP Strategies Menu and Metrics, include
projects that would improve their long term financial status with or without a private
partnership. We ask that it be clarified that a public hospital can develop and own the
ambulatory care centers, as described in Domain 2. This clarification would validate and
encourage the public teaching hospitals to shift their business plan and create new ambulatory
care centers. This shift will enable the teaching hospitals to establish a national model for
training medical residents in ambulatory care settings, which will benefit all of the providers
included in their PPS. This type of project should be scored in the same manner as a project
that seeks out an already established community based health care centers as a partner. This
plan would provide a new revenue source for the public teaching hospitals, which would
contribute to their financial stability while they continue to work toward the New York State goal
of reducing avoidable hospital use.
In general, Attachment J proposes that the State outline projects for local evaluation, that the
State develop guides to review the “approvability” of those projects, and that the State
subsequently give such approval. Specifically, Domain 2 projects suggest that top down,
central planning, in the absence of the specific characteristics of the local care delivery system,
should prevail. We suggest that the process be reversed and that great deference should be
given to projects developed at the local (community, institutional) level, with “approvability”
dependent on the conformity of such plans to demonstrated local need. We strongly believe
that since the “savings” generated from the New York State Medicaid program are largely from
the underpayment of hospitals and doctors under managed Medicaid, the funds necessary to
“reform” the system should go back to those very same safety-net hospitals. These waiver
“savings” should be used to repair the financial damage associated with managed Medicaid, as
was done with public hospitals in California, and in the section 1115 waiver in Texas.
Thank you for your attention to these issues. We welcome further discussion on all of the
comments that we have provided.
Sincerely,

Frederick E. Kowal, Ph.D.
President
United University Professions

Andrew Pallotta
Executive Vice President
New York State United Teachers
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Comments on the Funding and Mechanics Protocol and the Strategies Menu and Metrics
for the Delivery System Reform Incentive Payment Program
May 14, 2014
Through the Delivery System Reform Incentive Payment (DSRIP) program, the New
York State Department of Health (the State or “DOH”) builds upon the Medicaid Redesign
Team’s initiatives. CHCANYS applauds the State’s recognition of the need for a transformed
health care system in New York—one that sustains and enhances the State’s primary care
foundation and shifts away from the historic emphasis on inpatient care. CHCANYS is
enthusiastic about the unique opportunity the DSRIP program provides and is pleased to offer
comments on the program’s Funding and Mechanics Protocol (Attachment I).
Sections of Attachment I of the DSRIP program focus on: attribution, governance,
modification of project plans, and valuation criteria -- key constructs that are critical for
Federally Qualified Health Centers (FQHC). By design, FQHCs are fully-integrated, patientcentered medical homes providing primary care, specialty care, behavioral and oral health care,
and disease prevention services. As major Medicaid safety net providers, it is essential that
FQHCs are subject to parity within the attribution process, are genuine participants in the
governance of Performing Provider System (PPS) networks, and are able to utilize their
significant Medicaid populations as a benefit.
I.

Recommendations for Attachment I
A.

Comments on Attribution:

1.

Joining More than One PPS—Providing a Mechanism of Participation for
Community-based Providers that Does Not Nullify the Value of Their Medicaid
Population.

CHCANYS proposes that DOH allow primary care patients to be attributed to more than
one PPS in the same or overlapping geography. DOH has indicated that a primary care
provider can participate in more than one PPS in a single or overlapping geography;
however, it is CHCANYS’ understanding that the current attribution methodology would
essentially nullify the attributions of primary care providers who choose to do so.
Given that a central goal of transforming New York's health care system is to shift from
an emphasis on acute care to preventive and primary care, it is critical to ensure that
attribution aligns with patients' primary care providers. In order to support patient care,
many primary care providers have existing partnerships with more than one hospital, as
well as with other providers. Ensuring that attribution enables primary care providers to
form the foundation of care, including for more than one PPS, will support the true
transformation called for in the Medicaid waiver.

2.

Developing Performing Provider Systems Which Service Patients Based on
Care Management – Requiring that Patient-Centered Medical Homes Receive
Preferential Service Priority When Attributing Patients

Section II. C. of Attachment I delineates the hierarchical priorities of various service
categories in the attribution of Medicaid beneficiaries to a Performing Provider System.
The first priority service is for care management providers. It is our understanding that
the care management category is currently intended to cover the care management
services provided by health homes and is therefore restricted to specific populations
targeted by the health home project. However, populations outside of health homes also
require levels of care management. In recognition of this, NCQA has included care
management in Patient-Centered Medical Home (PCMH) recognition requirements.
Therefore, PCMH should also be included as a first priority for attribution in the
outpatient service category. Doing so would also align with the State’s priority for
advancing PCMH adoption and further leverage incentive dollars.
3.

Ensuring Patients Are Attributed to Appropriate Performing Provider
Systems – Requiring the Attribution Algorithm to Clearly Prioritize Patients
Based on Primary Care Services

As noted in Attachment I, the first priority service category in the attribution of Medicaid
beneficiaries is care management followed by outpatient (physical and behavioral health).
The providers within the outpatient provider category are broad and can include
outpatient departments of hospitals, FQHCs, clinics, behavioral health providers, and
physician practices. Currently, there is no differentiation within this category regarding
who is the patient’s primary care provider or medical home. For instance, if a patient
visits a primary care provider once for an annual exam but then has two visits with
another outpatient provider for extenuating circumstances, that Medicaid beneficiary will
not be attributed to the primary care provider’s Performing Provider System.
To properly attribute patients in a manner consistent with the objectives of the DSRIP
program and the shift toward a foundation of primary care, the algorithm within the
outpatient service category should be modified to preferentially attribute a patient to his
or her “true” primary care provider organization/medical home. Attribution should not by
purely based on the number of visits to a given facility.
4.

Incorporating the Input of Managed Care Plans on Attribution—Ensuring
Buy-in from Managed Care Plans to Further Sustainability and Feasibility.

As discussed in Attachment I, an attribution algorithm based on a review of claims data
will be utilized to assign Medicaid beneficiaries to Performing Provider Systems. Section
II. C. further explains that the State will share its patient attributions with the managed
care organizations (MCOs) of their specific members to seek input on assignments.
MCOs may recommend modifications to the attributions and reassign their members to
other Performing Provider Systems. Attachment I provides a broad explanation of the
information that the MCOs may have available to inform their suggested reassignments.
The MCO reassignment exception process was utilized as part of the State’s Health
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Home Demonstration Program; however, the process was not fully understood or
transparent to Health Home participants. In the interest of transparency and appropriate
member attribution, we suggest that Attachment I be expanded to further define the
specific criteria that a MCO must use in determining appropriate reassignment of
members. In addition, upon request, members of a Performing Provider System should be
provided access to the data used by MCOs when determining reassignments.
B.

Comments on Governance—Ensuring Community-Based Safety Net
Providers Have Guaranteed Representation on Governance Boards of
Performing Provider Systems.

The DSRIP program is designed to transform New York’s safety net into a high
performing Integrated Delivery System. To accomplish this, Performing Provider
Systems must establish a governance structure to monitor and manage DSRIP Project
Plans. The State has indicated that it will not mandate a specific governing structure for
Performing Provider Systems but prefers structures that support shared governance.
However, Attachment I is silent with regard to parameters and composition of governing
boards. Although CHCANYS understands the State’s desire to have the provider
community work collaboratively in designing Performing Provider Systems, history has
shown that the control of such joint ventures often rests with hospitals and large
institutional health systems— which will not yield the level transformation called for in
the Medicaid waiver. The transformation should be driven by a shift away from
institutions that have historically focused primarily on acute care to providers that have
focused primarily on preventive and primary care. Such a transformation will require
governance structures that mirror this shift and do not replicate the status quo.
CHCANYS recommends that the State issue specific requirements for structures to share
governance across provider types and ensure that primary care providers have
representation on governing bodies during the planning and implementation phase. These
requirements should be developed to ensure that having a seat at the governance table is
not based solely on a provider’s ability to invest upfront capital to support a DSRIP
project. Rather, multiple factors should be required, including but not limited to number
of attributed patients, geographic reach, and comprehensiveness of services.
C.

Comments on Partnership and DSRIP Project Plan Modification—Creating
a Plausible Pathway for Foreseeable Modifications.

Given the current timeline, safety net providers in New York State are scrambling to join
Performing Provider Systems without ample time to assess potential partners, define
value, create effective partnerships, and negotiate the myriad details required to form
successful coalitions, all of which are essential to achieve DSRIP’s intended results. The
current guidance is silent on the ability of coalitions to form during the planning and
implementation periods, which would allow members to move to appropriate Performing
Provider Systems as project plans evolve. This ongoing realignment of providers is
common in other payment reform efforts (e.g. Massachusetts’ Primary Care Payment
Reform Initiative) and should be permitted as part of DSRIP as well. CHCANYS
suggests that Attachment I include a section permitting members of coalitions to realign
during the planning and implementation stages of a project, as long as such realignments
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are reasonable and in the best interest of Medicaid patients.

D.

Comments on Payment Under the DSRIP Framework—Clarifying
Parameters of Financial Models, Criteria for Application Quality, and the
Engagement of Managed Care Plans.

1.

Creating Strong, Sustainable Performing Provider Systems – Ensuring
Access to Capital, IT and Infrastructure Dollars.

As aforementioned, the DSRIP program is designed to transform New York’s safety net
into a high performing Integrated Delivery System. Noting that this transformation will
require upgrades to existing technology and business processes as well as workforce
transitions, Domain 1 was created to cover the cost of infrastructure
development/transition. Aside from during Domain 1, Year One, all payments will be
attached to after-the-fact reporting and the attainment of milestones/metrics. Payment
demonstration models require early access to capital, IT and other necessary resources to
allow for the investments in infrastructure, workforce, and system redesign necessary to
effectuate the intended change.
We understand and appreciate the rationale for incentivizing payments for the attainment
of milestones/metrics. However, there is concern that PPS network participants’ success
may be slowed or derailed because of lack of access to necessary infrastructure and
capital funding for infrastructure development. Particularly vulnerable are smaller health
care providers who, without adequate access to upfront capital, may be reduced to more
limited roles in the collaboration. We therefore urge the State to continue to make
additional resources, including capital and IT dollars, available throughout the DSRIP
program. We appreciate the State’s investment of $1.2 billion in capital funding included
in this fiscal year’s budget, but urge the State to continue to build on this investment and
create other opportunities for PPS providers to access capital and IT dollars throughout
the DSRIP project years. We believe this access is critical to creating sustainable
infrastructures that will lead to successful health care integration and transformation.
2.

Ensuring that Payments Within a Performing Provider System Are Clearly
Distributed to Providers Impacting Transformation – Providing Clear
Parameters on the Allocation of Incentive Payments to Primary Care Providers

Due to the uncertainty of the final governance structures of Performing Provider Systems,
there is a general concern about how the allocation of incentive payments will flow
within Performing Provider Systems. Given the belief that many Performing Provider
Systems will be driven by hospitals and health systems, CHCANYS recommends that
Attachment I contain protections to ensure that funds flow to the primary care providers
who will be critical to the eventual success of the DSRIP initiatives and the ultimate
transformation of the health care system. Specifically, CHCANYS suggests that
Attachment I be revised to include a section on the distribution of incentive payments
within Performing Provider Systems in order to establish clear parameters for all
participants.
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3.

Ensuring DSRIP Project Plan Valuations are Appropriately Understood –
More Clearly Defining the Application Quality Score

The maximum DSRIP project and application valuation is impacted by a Plan’s
application score, which is generally discussed in section V of Attachment I. Although
the objective of this scoring approach is reasonable, the vagueness of the scoring and how
it could impact a project’s valuation is of concern. The Attachment discusses factors that
could impact a score, but leaves the scoring and its impact on the project valuation
unclear. Without a more thorough understanding of the application score range, it will be
difficult to properly plan for the feasibility of selected projects. CHCANYS suggests that
Attachment I be revised to include more detail on application scores in order to provide
Performing Provider Systems with more clarity on scoring criteria and the potential range
of a project’s value.
4.

Creating a Seamless Integration with Medicaid Managed Care – More
Clearly Describing the Alignment of DSRIP Transformation Projects with
NYS’ Medicaid Managed Care Contracting Plan

Section IX.d.4. of Attachment I explains the statewide performance milestone regarding
the implementation of New York State’s managed care strategy plan, as described in the
Special Terms and Conditions #39. Primary care providers, including FQHCs, are
currently participating in surplus-sharing arrangements with MCOs in an effort to curb
unnecessary use of specialists and reduce avoidable hospital use. These types of
arrangements are gaining more traction as the managed care industry evolves. The
strength of these arrangements is that incentives are shared with the providers who can
directly impact the desired results.
As New York State works to develop the required managed care strategy plan, concerns
have been raised as to whether the incentive payments from Medicaid MCOs will
continue to reach the providers impacting change. This concern will become compounded
should the managed care strategy shift towards global payment models to Performing
Provider Systems, wherein primary care providers might not have the requisite voice to
ensure that the incentives are appropriately shared among participants.
Given the size and capital contributions of FQHCs and other primary care providers as
compared to those of hospitals and large health systems, it is questionable whether these
essential providers will have the requisite say regarding the distribution of payment to the
critical participants who are most impacting change. In order to ensure that providers are
appropriately rewarded for their efforts in bringing about the transformation of the safety
net delivery system, CHCANYS strongly recommends the establishment of clear
requirements for primary care providers to participate on governance bodies and in the
decision-making process regarding distribution of funds.
E.

Comments on Data and Evaluation – Developing a Sustainable Dialogue
About Overall Data Standards and Primary Data Sources
CHCANYS requests clarification regarding the proposed data portal and whether it will
include tools to enable provider organizations to aggregate individual patient ambulatory
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data within a single organization and across all provider organizations in a Performing
Provider System to produce outcome measures. We are concerned that it may not, which
will make it difficult to use this asset for required measures reporting.
The end of the second paragraph in section IV.e. seems to imply that DOH has a
preference for outcome measures produced by the managed care plans:
Faster access to more real time clinical and managed care data…is…the rationale for
using state-measured health plan metrics or Quality Assurance Reporting
Requirements (QARR) as a major data source for this project.
The last two paragraphs of Section IV.e., however, state:
…the state must ensure… that each Performing Provider System receiving payments
under DSRIP maintains (or participates in) a health information system that collects,
analyzes, integrates and reports data and can achieve the objectives of this DSRIP.
The state must require that each Performing Provider System ensure that data received
from providers within the system is accurate and complete….To the degree that the
data and metrics are generated and obtained via managed care systems already
subject to 438.242, no additional validation of the data is required.
For data and metrics reported in systems not subject to 438.42, these agreements
between the state and Performing Provider Systems should also be accompanied by
validation process performed by the independent assessor to ensure that the processes
are generally valid and accurate.
Since there will be an option to maintain a data system not subject to 438.42, we strongly
encourage the State to work with health homes and membership associations to facilitate
the interface and/or file uploads of existing information systems to the reporting
mechanism developed for DSRIP metrics, thus minimizing the need for additional
investment and/or manual data entry by participating providers.
Recognizing the need for exchange and sharing of electronic data to facilitate quality
improvement and enhance care management/coordination, groups of providers across the
state have collaborated in recent years to develop web-based and other systems that allow
the aggregation of data for analytics and for shared care planning. This work was
necessitated by the implementation of health homes, the imperative to improve quality of
care and patient outcomes, and the impending shift toward value-based payment. As of
this writing, such tools are not widely available through RHIOs and considerable
investment of time and effort has been made by the provider community to develop and
implement these systems.

II.

Conclusion
CHCANYS again applauds the State for its vision to transform the health care safety net
system in New York through the DSRIP program. A successfully transformed system
will have at its core a comprehensive, high-performing primary care system that offers
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each patient within its care a medical home. As major Medicaid safety net providers and
comprehensive care providers, FQHCs are ready and well-equipped to play a central role
in the development and governance of DSRIP PPS networks across the state, while
leading or contributing to projects that drive transformation.

About CHCANYS
CHCANYS is New York State’s Primary Care Association, designated by the Health Services
Resources Administration, through which a set of services and resources are provided.
CHCANYS represents, and provides technical assistance and training to, a large primary care
provider network across the State. All of the FQHCs and Look-alikes are part of this network.
We also have as members organizations interested in becoming FQHCs and many of our
stakeholder partners across the State.
Founded 40 years ago, CHCANYS’ mission is to ensure that all New Yorkers, including those
who are medically underserved, have continuous access to high-quality, community-based health
care services, including a primary care home. To do this, CHCANYS serves as the voice of
community health centers by leading providers of primary health care in New York State.
CHCANYS works closely with more than 60 FQHCs that operate approximately 600 sites across
the state. These community health centers are not-for-profit, patient-centered medical homes
located in medically underserved areas.
Health centers serve 1.6 million New Yorkers annually and are central to New York’s health care
safety net. FQHCs serve low-income patients, two-thirds are below the poverty level; one-fifth
are best served in a language other than English; three-fourths are racial and ethnic minorities;
one-quarter are uninsured; nearly 100,000 FQHC patients are homeless and a similar number are
elderly. FQHCs provide a model of care, which is integrated with affiliated specialty and hospital
partners in communities all over New York.
Please contact Elizabeth Swain for additional information at eswain@chcanys.org or
212-710-3802.
Community Health Care Association of New York State
(CHCANYS)
Albany Office
New York City Office
90 State Street, Suite 601
111 Broadway, Suite 1402
Albany, NY 12207
New York, NY 10006
Website: www.chcanys.org

7

Comments from Nassau AHRC to NYSDOH on the DSRIP Program Funding and Mechanics
Protocol (Attachment I): Attribution Methodology
Nassau AHRC is actively seeking to participate in one or more Performing Provider Systems’ (PPS) on
Long Island. At this time we are providing comments on the Attribution Methodology for DSRIP PPS’. It
is our understanding from the information provided by the State Department of Health that the state
and CMS desire that Medicaid beneficiaries with intellectual and developmental disabilities (IDD) be
able to participate in the DSRIP initiative just like any other Medicaid eligible population sub‐groups with
or without other types of disabilities.

We further understand that the State’s proposed attribution methodology prioritizes care management
providers. Since the majority of persons with IDD receive Medicaid Service Coordination (MSC) we
believe that these individuals should be attributed to a PPS that includes providers of MSC. MSC is
provided by qualified service coordinators and uses a person‐centered planning process in developing,
implementing and maintaining an Individualized Service Plan. MSC is a type of care management service
and is comparable to the care management services other Medicaid populations receive from other
types of providers. MSC is an essential service for many persons with IDD who are receiving services
through the state’s 1915(c) waiver, although MSC is not a waiver service. MSC assists persons with IDD
and their families in gaining access to services and supports appropriate to their needs. The Nassau
AHRC’s sister agency (Citizens) provides MSC to individuals it serves.
Similarly, we believe that individuals living in AHRC supervised and supportive residences and receiving
habilitation services in residential and day habilitation programs should also be attributed to a PPS that
includes these providers. Most, but not all, of these individuals will also be receiving MSC.
We thank you for your consideration of this comment on the proposed Attribution Methodology for the
DSRIP PPS’ for persons with IDD.

CompassionAndSupport.org, submits these comments in regards to Attachment J - NY DSRIP Strategies
Menu and Metrics, which describes strategies and metrics available to Performing Provider Systems for
including in their DSRIP Project Plan. Under the direction of Dr. Bomba, CompassionAndSupport.org
leads development and implementation of NY’s eMOLST Registry, a data source for SHIN-NY.
CompassionAndSupport.org serves as a Technical Assistance Center, Professional & Public Resource
Center, & Education Center for MOLST & Community Conversations on Compassionate Care (CCCC),
NY’s “Conversation Ready” model.
CompassionAndSupport.org is pleased that Palliative Care is included as a Clinical Improvement project
area in which DSRIP funding will be used to transform health care delivery as well as to address the
needs of New York residents. We believe, however, that the projects included in Attachment J, and
further defined in the DSRIP Project Toolkit, should be expanded to provide Performing Provider
Systems (PPSs) with greater flexibility in identifying and selecting projects.
We request that the expanded use of Medical Orders for Life Sustaining Treatment (MOLST) and
eMOLST (the electronic form completion and process documentation system for NYDOH-5003 MOLST
form) should be expressly included in the projects for Palliative Care. MOLST is a clinical process that
emphasizes discussion of the patient’s goals for care and shared medical decision-making between
health care professionals and patients who are seriously ill or frail, for whom their physician would not
be surprised if they died within the next year. The result is a set of medical orders that reflect the
patient’s preference for life-sustaining treatment they wish to receive or avoid. MOLST is approved for
use and must be followed by all providers in all clinical multiple settings including the community.
MOLST is the only medical order form approved under NYSPHL that EMS can follow both DNR and DNI
orders in the community.
System transformation metrics that would result from the expanded use of MOLST include: (1)
Avoidable ED visits (avoidable unwanted ED visits); and (2) Avoidable Re-hospitalizations (avoidable
unwanted hospitalizations). We recommend that the project metric include a “advance care planning”
objective that is met by the following earlier advance care planning discussion measures: percentage of
members who have appointed a Health Care Agent for making Health Decisions and seriously ill persons
have MOLST discussion & opportunity to complete MOLST/eMOLST.
In addition, we request that project 3.g.i (IHI “Conversation Ready” model) be expanded to expressly
include other recognized “Conversation Ready” models. PPS systems should not be limited to the use of
a single model when seeking to expand the use of advance care planning. While IHI is nationally
recognized, it was developed as a model to apply to individuals nationwide. Organizations within New
York have also developed “Conversation Ready” models and have tailored such models to directly
address New York State specific requirements for the completion of end-of-life decisions, such as New
York State Health Care Proxy requirements and Living Will forms. While some PPS systems may choose
to expand advance care planning through the IHI model based on prior experience, all PPS systems
should not be limited to using such model.
For example, CompassionAndSupport.org serves as the technical assistance center for the Conversations
on Compassionate Care (CCCC), NY’s “Conversation Ready” model. CCCC is an advance care planning
program designed to motivate all adults 18 years of age and older to start advance care planning
discussions and complete a health care proxy. The model has developed an extensive Advanced Care
Planning toolkit that provides, in addition to other components, information regarding the types of
advance directives available in New York and detailed instructions on completing a valid Health Care

Proxy and Living Will in New York. This model meets the rational provided for Project ID 3.g.i, as stated
in the DSRIP Project Toolkit, to “ensure care and end of life planning needs are understood, addressed
and met prior to decisions to enter hospice or seek further aggressive care.” CCCC is nationally
recognized by the National Quality Forum as an example of a preferred practice and has received
awards based on positive outcomes as noted in the CCCC Pilot Study Results, 2002-2004 and the 2008
End of Life Care Survey of Upstate New Yorkers: Advance Care Planning Values and Action.
While we are not aware of other New York State “Conversation Ready” models, we recommend that
PPSs are not limited to using the IHI “Conversation Ready” model when other models are readily
available and tailored to the specific needs of New York residents.
Specifically, we recommend that Attachment J, Domain 3, Section G, be expanded in the following
manner:
G. Palliative Care
3.g.i IHI “Conversation Ready” model, including Community Conversations on Compassionate
Care (CCCC), New York’s “Conversation Ready” model
3.g.ii NYSDOH-5003 Medical Orders for Life-Sustaining Treatment (MOLST)/eMOLST
3.g.iii Integration of palliative care into medical homes, including CCCC, MOLST/eMOLST
3.g.iv Integration of palliative care into nursing homes, including CCCC, MOLST/eMOLST
3.g.v Integration of palliative care into assisted living facilities, including CCCC, MOLST/eMOLST
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A major problem exists in the definition of the safety net. The
definition is too broad, and the exceptions for awarding DSRIP
dollars are troublesome. Certain providers that would become
eligible for DSRIP dollars under these terms pose a problem
because they have demonstrated a pattern of not meeting the needs
of low-income, immigrant and communities of color, people who are
likely on Medicaid or uninsured. .
There is no clarity on how health care facilities and the PPS’s will be
addressing health disparities in the development and
implementation of DSRIP. Projects focused on health disparities
are not seen to be a high priority because they are scored lower
than the other metrics.
There is a lack of clarity in what defines a hospital’s relationship to
the community in order to qualify as a DSRIP provider. Although
there are mentions that community residents and organizations
could/should be involved in PPS and planning. This system network
will really not work unless there is ongoing involvement of
consumers and workers. The same is true for community-based
providers which should be made part of the PPS and delivery
system.
There is no designated funding to expand primary care services.
There appears to be a lack of understanding of medically
underserved communities lacking primary care resources. Yet there
is no funding designated to expand community based ambulatory
care services. Residents in these communities may have continued
trouble accessing care.
A provider’s share of Medicaid and uninsured patients is included in
determining whether it is a safety net provider but it is not used in
the scoring and metrics for reviewing, approving, and evaluating
DSRIP Projects. We know that Medicaid beneficiaries must be









attributed to a PPS, but raise concerns as to not counting the uninsured. There are
sources of information available to assist in the scoring and metrics, such as the
American Community Survey and Exhibit 50 of the Institutional Cost Report and FQHC
state reporting mechanism. If uninsured residents are left out, access to care will
become even more difficult for them.
There are no explicit guidelines for the following
 How providers should engage community stakeholders and the workforce in
developing their plans, reports, and evaluation.
 How hospitals will engage primary care providers. In the past, hospitals have
not done well in reaching out to small clinics, especially FQHC’s. Nor have
hospital established strong and equal partnerships with primary care
providers.
There is no set of criteria for how the $500 million dollars will be distributed to financially
vulnerable hospitals through the Interim Access Assurance Fund (IAFF). In addition the
IAFF funds are based on the safety-net definition, which we have stated concerns about.
Collaboration is important, but coalitions of health providers have not always gone
smoothly or equitably. This includes leadership and dynamics between small community
hospitals and the large academic medical centers.
The make-up of the DSRIP panel needs to be addressed. Too often in the past, working
groups/panels were not representative of Medicaid consumers, the uninsured, and lowincome, immigrant and communities of color. For example, most of the people
appointed on the Brooklyn MRT Working Group were professionals who worked in the
medical field and had clear conflicts; this resulted in making the process very political.
The state has not yet made clear what they define as “Independent” when identifying
and contracting Independent Accessors and Independent Evaluators

Recommendations
We recommend that CMS and the state address the following key areas:
1. Definition of safety-net provider
 The Safety-net definition needs to be change so as to limit the category to providers who
serve higher numbers of people with Medicaid, uninsured, and Medicaid Dual Eligible.
 At a minimum, the allowable exceptions to the definition of safety-net providers should
receive lower priority in the distribution of DSRIP dollars.
2. IAAF Funds (temporary funding for the financially vulnerable hospitals)
 It is important to ensure that the dollars are immediate available.
 The IAFF dollars should not be based on the current approved safety-net definition ((For
more information about the definition. It should go to health facilities in high health need
neighborhoods where large disparities in access and quality of health exist.
 Criteria for eligibility should include prioritizing community health needs and allocating
dollars to real safety-net providers. The funding recipients should be providers that are
currently in crisis and/or financially vulnerable because of the number of Medicaid and
uninsured people they serve, and the impact of cuts and reductions in Medicaid
reimbursement.



All meeting and relevant background materials related to distribution of the temporary
dollars public must be made public. This would include the list of eligible hospitals. In
addition, there should be a comment period after these materials are posted.

3. DSRIP Funds
 Funds awarded should be weighted based not only on actual Medicaid percentages but
also on the percentage of patients who are uninsured. This must be included in the
needs assessment and plans of the DSRIP Projects. If not, we may see the uninsured
less welcomed in the Performing Provider Systems (PPS). PPS are the coalition of
Eligible safety-net providers that must be formed to be qualified for DSRIP dollars.
 Health disparities and social determinants should be a significant factor in assessing
projects and measuring outcomes.
 It is necessary to better define and ensure community stakeholder involvement and
collaboration in all aspects of the review, implementation, and evaluation process of
DSRIP Projects
 Information shared in the PPS “learning collaborative” should be made public and
involve community stakeholders.
 Federally qualified health centers should be part of planning, implementing, and
evaluating the DSRIP Projects. They are critical Medicaid safety net providers. This
should include designating funding and building in provisions to improve and expand
primary care in the scoring of DSRIP Projects.
 Independent Assessors should not be from New York and they should not be chosen
from a list of state contracted consultants.
 Community health advocates and stakeholders should participate in the development of
criteria for identifying Independent Assessors and Independent Evaluators. The criteria
should include:
 Someone who has no conflict of interest or political ties to the hospital
industry.
 Someone who is culturally competent, sensitive, and knowledgeable about
the issues faced by low-income, immigrant and communities of color.
 Someone who understands that a plan submitted to transform the health care
system must address racial and ethnic health disparities and promote (1)
access, (2) high quality care, (3) patient empowerment, (4) strong health care
infrastructure, and (5) responsive policy-making.
 Community-based organizations must be actively involved as the Independent
Assessors and Independent Evaluators are completing their tasks.
 Although the stated distribution of the DSRIP funds is 50% of the total for the public
hospitals, the ultimate safety net providers, there are several places in attachments I and
J where this distribution conflicts. In one instance, public hospitals are encouraged to
form PPS coalitions with voluntary providers, but the same provision appears to say the
full funding should come from the public pool. This formula is a prescription for failure.
 Finally, we need to ensure that State Department of Health has the appropriate staff and
capacity to do the planning, data development, technical assistance, monitoring, and
evaluation of DSRIP/PPS. We know some of the planning dollars will be used for
administrative costs, but that will not suffice. We want this program to succeed and be
properly monitored.
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Chris Norwood, Executive Director

DSRIP Comments on Attachment J

The DSRIP strategy menu (Attachment J) suggests a number of potential
projects to provide “evidence-based strategies in the community”,
especially for chronic disease control, self-care and prevention. This is a very
important part of reforming the delivery system; chronic disease
education and self-care strategies can routinely be delivered in the community
both more cheaply---and with wider reach, especially reaching
high need populations who avoid hospitals and clinics---than in clinical
centers.
However, the community groups often best able to provide evidencebased strategies for disease prevention and self-care in the community are not
now
an integrated part of the delivery system. For many, in fact, being part of
DSRIP would represent the first time they might receive
regular payment through the medical system---rather than providing their
services with grant funding.
For the state to truly achieve the aims of DSRIP and attachment J –
especially to effectively move targeted services into the community---the state
Department of Health will have to be sure to provide technical assistance to
these community groups just as it is to the leads and big agencies in PPS’s
In the recent technical assistance Q and A, it was said the state would provide
a range of technical assistance, including helping PPS’s prepare their
plans, trying to bring together competing groups into one group, etc.
Within this, clear technical assistance must be available to and clearly
designated for community groups---both to help them present themselves
to the appropriate PPS and help them negotiate their position and role in the
PPS.
Indeed having a designated “Office of Technical Assistance” for
community groups would appear almost necessary for Service Delivery to
be reformed as much as possible. (For this purpose, community groups might
be defined as those who provide health-related
activities---education, exercise, nutrition, etc.) but do not undertake any
medically licensed activities. So far, there has been virtually no outreach to
these groups and they appear to know very little about DSRIP.
Thank you,
Chris Norwood, executive Director, Health People May 14, 2014

The Finger Lakes Health Systems Agency is pleased to provide comments on the current NYS DSRIP
proposal. We are a community based, not‐for‐profit health planning and improvement organization. We
have been working collaboratively with stakeholders in our region for the past 5 years to decrease PQI
admissions, avoidable ED use and hospital readmissions. We have also for the past 2 years worked on
these metrics as part of our CMMI Award to implement PCMH in over 65 primary care offices in our nine
county territory. Our experience in both measurement and interventions brings with it insights we feel it
is important to share.
First we compliment the bold vision put forth to enable the fundamental delivery system changes that
will improve quality while controlling costs. Given the structure of the proposal measurement that
accurately captures improvement will be critical.
The accurate measurement of what is “avoidable” in ED is very difficult to capture. It either tends to
limit the measurement to only those conditions that are black and white, or is dependent on
probabilities to identify which visits could be avoided. In the former case many of the successfully
avoided ED visits will not be detected. In the case of using probabilities (as in the NYU algorithm)
measuring truly avoided visits will always be underestimated as the probability in the metric does not
change even when an intervention has successfully decreased the avoidable use resulting in under
measurement of impact. In our work with the IHI collaborative on ED avoidance it was suggested by
their technical consultants that any algorithms only be used initially to size the opportunity and that
success then be measured on use rate adjusted for identifiable impacts such as influenza outbreaks.
I particularly want to note that with the “avoidable ED algorithms” many circumstances where ED use
can be avoided with primary care or other outpatient visits are excluded, such as trauma, alcohol and
substance abuse, and psychiatric diagnosis. These exclusions account for 44% of our ED volume and as
noted exclude behavioral health which will be a major focus for DSRIP.
As for measures on hospitalizations we have found that PQI is very limiting as many avoidable
admissions are not measured. PQI and PDI were developed as indicators of opportunities to avoid
admissions not as an exhaustive list of all potentially preventable hospitalizations. In DSRIP it would
seem very important to be able to capture all the avoided hospitalizations to reach the goal of 25%
reduction in admissions.
The issue of measuring disparities is appropriately included in the DSRIP plan but has some
measurement issues also. Most notable is that the measures all use a ratio that compares rate or
number to the white population. This in some instances will show “negative” disparities as the Latino
outcomes are sometimes better than that in the white population especially where there is low socio
economic status (SES) population in the comparison. It may be better to look at disparities taking the
added variables of SES, location and age into account.
In conclusion, a general comment. There is significant disconnect between the projects set forth as
acceptable and the target measurements. All the proposed projects would indeed have potential
positive impacts on the health of the community BUT in many instances the impact on the PQI, PDI, PPV,
and PPR measures in the short term is very problematic even as programs are showing significant impact
on medical care transformation. This is well documented in PCMH implementations where the impact in
ED and PQI lag well behind significant improvements in quality metrics, process improvement metrics,
access metrics, etc.

Comments on DSRIP articles “I”, “J”, and the “IAAF”
From the NY Association of Psychiatric Rehabilitation Services
Harvey Rosenthal, Executive Director
Briana Gilmore, Director of Public Policy
14 May, 2014
Interim Access Assurance Fund
The current definition of safety net hospital is relatively broad, and encompasses a
wide range of institutions across the state. This has potentially beneficial and/or
negative consequences. The goals and conditions of the 1115 waiver are broad
enough to achieve measurable transformation of the healthcare delivery system in
NY, and by including as many hospitals as possible, DOH allows for inclusive
systems of care that integrate rather than re-fragment communities. However, the
nature of the IAAF may serve to bolster hospitals that have consistently failed to
meet state standards for quality, and are facing imminent threat of closure due to
well-documented negligence in business and care practices. While we applaud
DOH’s commitment to only provide financial security to hospitals committed to
achieving DSRIP project goals, we believe that hospitals applying for IAAF funds
should have to meet more rigorous standards, including:
1. Public disclosure of all assets including staff expenses, with a detailed
plan of expenditures moving forward for at least two fiscal years;
2. Public review and comment period on IAAF applications with a statewide
stakeholder panel to review final recommendations of awardees by DOH/
the Governor’s office;
3. Commitment of IAAF applicants to engage in a full internal audit of care
delivery activities, including an immediate geographic community needs

assessment that evaluates causes and effects of current treatment
protocols;
4. An independent analysis of any and all psychiatric treatment facilities
based on quality control and ethical treatment standards. All awardees of
IAAF funds should undergo a planning process to identify areas where
standards are inadequate and work to enhance scope of treatment from a
rehabilitation-oriented lens, with respect to rights of recovery, informed
consent, trauma-informed care, and cultural competence;
5. IAAF recipients should be held to a higher degree of scrutiny in designing
their PPS, with full DOH participation at all area meetings as the PPS
emerges, chooses DSRIP projects, and attains a community needs
assessment. The PPS design process of each IAAF recipient should be
fully public, with mandatory inclusion of community members before the
final design grant is submitted in December, 2014.
Attachment “I”— Program Funding and Mechanics Protocol
We are consistently impressed by the thoroughness of attachments “I” and “J” in
developing a progressive approach to system change and financing, with the
following exceptions and considerations:
Attribution
1. The attribution model detailed by the state is person-centered in nature,
which will hopefully provide a more accurate client representation than
some other programs (ie. ACOs). However, the first protocol of excluding
beneficiaries that have a plurality of services from non-PPS participating
providers may be ultimately regressive. The state should note where such
instances occur, examine the providers where those clients receive
services, and collaborate with the area PPS and those providers to
determine whether their inclusion in that PPS is advisable/ necessary to
capture needed recipients. Creating a methodology in the attribution
process that achieves this will be an extra “check” for DOH to monitor the
inclusion of all appropriate providers in a given PPS. The state should
create an attribution protocol for the individuals noted in these situations
and, in the case that a provider will not join a PPS despite the final review
process, there should be a mechanism to include the necessary recipients
into a system of care and attribution that reflects the overall goals of the
DSRIP projects.

2. The state should develop a progressive methodology that identifies
uninsured individuals in each PPS region, including individuals eligible but
not currently enrolled in Medicaid. Failure to exclude uninsured individuals
in the DSRIP planning process will further fragment care for underserved
community members that have, historically, the poorest health outcomes
and the costliest use of treatment.
DSRIP Project Plan Requirements, part B-5; Performance Assessment
1. A review of current community health needs must reflect social
determinants of health (housing, employment, environment,
transportation, economic development opportunities, homelessness), as
well as an analysis of persons with disabilities living in both institutions
and in the community. An analysis of health disparities alone will ignore
the specific relationships between socioeconomic factors and population
health/ reduced avoidable admissions. Furthermore, an analysis of the
scope of community members with disabilities and their supports and
services will identify specific service needs. Doing so should be a
requirement in fulfillment of state Olmstead activities, maintaining that
any health system transformation or policy initiative must take into
account the community inclusion of all persons with disabilities;
2. All PPS applicants should be required to identify providers in their
geographic area that meet the safety net definition and provide a
majority of their services to individuals with behavioral, intellectual, and
physical disabilities; if any of these providers are not captured in a PPS
system and project plan, the PPS applicant should be required to offer a
written (and public) justification for each provider of that type that is
excluded.
DSRIP Project Plan Review Process, part b-i; DSRIP plan review checklist
We recognize that this checklist for reviewing project applications is not finalized,
and will be submitted to CMS on or before July 1, 2014. As such, we make the
following recommendations to be included in the project review process:
1. The DSRIP project plans reflect networks relative to other state health
transitions, particularly managed care products, health homes, IPAs,
community inclusion, regional centers of excellence for behavioral health.
2. The project reflects CMS’ goals of not only the triple aim, but subsequent
initiatives to improve population health including an assessment of social

health determinants, and inclusion of providers that are not currently
Medicaid providers but offer medically and socially necessary services.
3. The application addresses a detailed process for meeting the structural and
financial needs of participating providers that have not previously billed
Medicaid, including funding distribution that appropriately meets their needs
for growth and sustainability.
4. The application includes a 5-year projection of necessary changes to the PPS
and its’ component providers to ensure that value-based projects are also
rehabilitation- and recovery-oriented, specifically where it concerns the
needs of persons with disabilities, and within programs that have not been
historically integrated across disability services.
Attachment “J” – DSRIP Strategies Menu and Metrics
The DSRIP projects included in attachment J demonstrate DOH’s sincere
commitment to systems transformation that accounts for the whole-person needs
of Medicaid beneficiaries. The following recommendations to the projects menu
offer slight modifications or additions that could further facilitate the goals of
DSRIP, while being as inclusive as possible of rehabilitation-oriented providers:
Domain 2:
2.a.v: Create a medical village/ alternative housing using existing nursing home,
psychiatric facility, congregate housing unit, or other institution that may be
modified to offer community based services and housing supports.
2.b.iii: ED care triage for at-risk populations, before or both before and after
admission, for example a triage/ discharge service that bridges admitted
individuals to appropriate community supports, housing, social services, etc.
2.c.iii (recommendation for additional project): Expand transportation access for
health and non-health related (social service) appointments for at-risk
populations.
Domain 3:
3.a.vi (recommendation for additional project): Outreach and engagement to
behaviorally at-risk populations in underserved communities.
3.e.ii (recommendation for additional project): Behavioral health interventions for
persons with HIV/AIDS.

Case Management
Beyond specific projects, NYAPRS has concerns regarding the clarity of case
management activities within the PPS structure. DOH should fully clarify a robust
definition of case management, and delineate what case management activities
will be the responsibility of community-based organizations, PPS networks, health
homes, and managed care organizations. Not only is this of vital importance to
systems transformation—to ensure that case management is effectively and
efficiently provided without overlap—but it is essential that each consumer
attributed to a PPS understands what is available to them, what choices they have,
and what expectations to assume in regards to case management. We recommend
that DOH take the opportunity to collaborate with independent stakeholders to
formulate appropriate definitions and service expectations for case management
that respects the access and quality rights of consumers.
Conclusion
NYAPRS appreciates DOH’s commitment to an open and transparent process that
encourages robust stakeholder engagement into the planning and implementation
of the 1115 waiver. We encourage you to consider these recommendations
thoughtfully, along with those from other community advocates and
representatives; the success of DSRIP and related 1115 activities relies on DOH’s
commitment to the rights, dignity, and quality of care provided each recipient. We
welcome further opportunities to collaborate and inform the DSRIP process.

Thank you for the opportunity to submit comments on Attachment I and
J of Delivery System Reform Incentive Payment (DSRIP) Program.
I was on the DSRIP Q&A call on 5/7/14 led by Jason H. and Greg A. and
would like to thank DOH again for that session. I would like to
reiterate what Jason and Greg said on the call in regards to "DD
population needing to be included in the reforms according to
CMS. DD providers need a webinar due to the confusion, and DOH will
actively work with OPWDD." During that session Jason and Greg
mentioned that Developmental Disability Individual Support and Care
Coordination Organizations (DISCOs) will contract with Performing
Provider Systems (PPSs) 4-5 years from now, but why not sooner and be
a part of DSRIP?
After reviewing Attachments I and J I'm wondering why people with
disabilities are not mentioned and feel they should be. From what I
found on the MRT website DSRIP Program mentions PPS must serve
Medicaid beneficiaries, low income uninsured individuals in their
local communities, and Dual Eligibles. Does this mean that DSRIP
Program excludes Independent Living Centers that might be interested
in collaborating with PPSs or becoming a PPS? As you know, ILCs
offer services to people with disabilities many of which are Medicaid
beneficiaries or Dual Eligibles.
In regards to metrics, I feel that all health disparities should be
measured.
Respectfully Submitted,

Elizabeth Berka

In Domain 2, Project 2.a.v “Create a medical village/ alternative housing using existing nursing
home” is too limiting if the intent is to repurpose a facility. An existing facility may not be
optimally configured or located to be redeveloped into alternative housing. The scope of the
project should be given greater flexibility to allow a nursing home to reduce its bed capacity
while developing new alternative housing at another site.
The number of projects to be selected from Domain 2 should not be capped at 4. Out of a list of
16 projects, a limit of 4 does not reflect the breadth of changes that a Performing Provider
System (PPS) can effectuate. A PPS should be able to select at least 8 projects for
valuation scoring purposes.
In addition, the Index Scores assigned to the projects (as shown below) do not reflect an
equitable weighting. For example, why is “Create a medical village using existing hospital
infrastructure” given a score of 54 while “Create a medical village/ alternative housing using
existing nursing home” is rated 42? This reflects a hospital-centric scoring system. It is also
unclear why these 2 projects cannot be combined into 1 project.
The methodology for developing the Index scores is not transparent for any of the projects in the
various domains. A more equitable scoring system must be established, and the methodology
should be presented for public comment.
Eva Eng
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VWDNHKROGHU SDUWLFLSDWLRQ DQG JXLGDQFH :H VXSSRUW D '65,3 SURFHVV WKDW HFKRHV 057
SULQFLSOHV E\ EURDGO\ LQFRUSRUDWLQJ VWDNHKROGHU LQSXW DQG ZH RIIHU RXU H[SHUWLVH LQ GHYHORSLQJ
DVSHFWVUHODWHGWRWKHORQJWHUPFDUHVHFWRU


*HQHUDO&RPPHQWV
*HQHUDO&RPPHQWV

/RQJ WHUP FDUH SURYLGHUV DUH HVVHQWLDO WR KHOSLQJ WKH 6WDWH UHGXFH SRWHQWLDOO\ DYRLGDEOH
KRVSLWDOL]DWLRQVWKH'65,3JXLGHSRVWIRU6WDWHZLGHUHIRUP$VGLVFXVVHGLQ&&/&¶VFRPPHQWV
WRWKH6SHFLDO7HUPVDQG&RQGLWLRQV DWWDFKHG WKHSDUWLFLSDWLRQRIQRWIRUSURILWDQGSXEOLFORQJ
WHUPFDUHSURYLGHUVLQ'65,3LVHVVHQWLDOWRWKHDFKLHYHPHQWRIWKH6WDWH¶VJRDOVLQOLJKWRIWKHLU
H[SHULHQFHLQFROODERUDWLYHDFWLYLWLHVDFURVVWKHFRQWLQXXPRIKHDOWKFDUHVHUYLFHGHOLYHU\WKHLU
VSHFLILF FRPPLWPHQW WR UHGXFLQJ DYRLGDEOH KRVSLWDOL]DWLRQV DQG WKHLU UHFRUG RI GULYLQJ TXDOLW\
LPSURYHPHQW DQG LQQRYDWLRQ &&/& UHFRPPHQGV WKDW WKH 6WDWH HQVXUH WKDW QRWIRUSURILW DQG
SXEOLF ORQJ WHUP FDUH SURYLGHUV VHUYH DV SULRULW\ SDUWQHUV LQ WKH GHVLJQ GHYHORSPHQW DQG
LPSOHPHQWDWLRQRIWKH'65,3SURJUDP

$77$&+0(17,
$77$&+0(17,)81',1*$1'0(&+$1,&635272&2/
)81',1*$1'0(&+$1,&635272&2/

*HQHUDO2EVHUYDWLRQV
*HQHUDO2EVHUYDWLRQV

&&/&UHFRPPHQGVWKDWWKH6WDWHUHTXLUHV\VWHPWUDQVIRUPDWLRQSURMHFWVWRLQFOXGHDORQJWHUP
FDUHFRPSRQHQWDQGSURYLGHKLJKHULQGH[VFRUHVIRU336VDSSO\LQJWRZRUNQRWRQO\ZLWKORQJ
WHUP FDUH SURYLGHUV EXW DOVR ZLWK WKRVH ORQJ WHUP FDUH SURYLGHUVVSHFLILFDOO\ VHUYLQJ VSHFLDOW\
SRSXODWLRQV VXFK DV WKRVH OLYLQJ ZLWK +,9$,'6 LQGLYLGXDOV ZLWK WUDXPDWLF EUDLQ LQMXU\ 7%, 
WKRVH ZKR DUH YHQWLODWRUGHSHQGHQW RU GLDJQRVHG ZLWK +XQWLQJWRQ¶V 'LVHDVH DQG FKLOGUHQ
6RPH RI WKH JUHDWHVW RSSRUWXQLWLHV WR UHGXFH DYRLGDEOH KRVSLWDOL]DWLRQV DULVH IURP SDUWQHUVKLS
ZLWKORQJWHUPFDUHSURYLGHUV8QGHUWKHFXUUHQWGHVFULSWLRQRI'65,3SURMHFWUHTXLUHPHQWVZH
DUHFRQFHUQHGWKDWD336PD\EHFRQVLGHUHGVXIILFLHQWO\LQWHJUDWHGHYHQLILWH[FOXGHVORQJWHUP
FDUHSURYLGHUSDUWLFLSDWLRQ&RQVHTXHQWO\&&/&UHFRPPHQGVWKDWWKH6WDWHDGGFOHDUODQJXDJH
H[SUHVVLQJWKH6WDWH¶VH[SHFWDWLRQWKDW336VSDUWQHUZLWKORQJWHUPFDUHSURYLGHUVWRVHUYHWKH
KLJKQHHGKLJKRSSRUWXQLW\SRSXODWLRQVZLWKZKLFKWKH\LQWHUDFW

6SHFLILF6HFWLRQ2EVHUYDWLRQV
6SHFLILF6HFWLRQ2EVHUYDWLRQV

%HORZ&&/&RIIHUVJXLGDQFHFRQFHUQLQJSDUWLFXODUSURYLVLRQVRI$WWDFKPHQW,

6HFWLRQ,,D±
6HFWLRQ,,D±$VVHVVPHQWRI6DIHW\1HW3URYLGHU6WDWXV
$VVHVVPHQWRI6DIHW\1HW3URYLGHU6WDWXV

&&/& LV SOHDVHG WKDW WKH 6WDWH KDV XQGHUWDNHQ D UHYLHZ WR HQVXUH WKDW WKH GXDO HOLJLEOH
SRSXODWLRQLVIDFWRUHGIXOO\LQWRWKHGHWHUPLQDWLRQRIWKHFHUWLILHGKRPHKHDOWKDJHQFLHVWKDWDUH
TXDOLILHGDVVDIHW\QHWSURYLGHUV7RWKHH[WHQWWKH6WDWHLQWHQGVWRLQFRUSRUDWHKRVSLFHVHUYLFHV
ZLWKLQWKHVFRSHRI'65,3 ZKLFK&&/&IXOO\VXSSRUWV ZHQRWHWKDWDVLPLODUDQDO\VLVVKRXOG
EH XQGHUWDNHQ RI KRVSLFH VHUYLFHV WR HQVXUH WKDW WKH 0HGLFDLG DQG WKH GXDO SRSXODWLRQV DUH
WDNHQLQWRDFFRXQWZKHQGHWHUPLQLQJVDIHW\QHWVWDWXVIRUVXFKSURYLGHUV

6HFWLRQ,,E±
6HFWLRQ,,E±&RDOLWLRQV
&RDOLWLRQV

&&/& UHFRPPHQGV WKDW WKH 6WDWH H[SOLFLWO\ HQFRXUDJH FRDOLWLRQV WR LQFOXGH ORQJ WHUP FDUH
SURYLGHUV GXULQJ GHYHORSPHQW RI 336 DSSOLFDWLRQV RU LQ WKH DOWHUQDWLYH WR LQFOXGH D SODQ IRU
HQJDJLQJ WKH ORQJ WHUP FDUH SURYLGHU FRPPXQLW\ EHIRUH DQ\ ILQDO DSSOLFDWLRQ LV DSSURYHG
)XUWKHU ZH VWURQJO\ HQFRXUDJH WKH 6WDWH WR GLUHFW 336V WR LGHQWLI\ KRZ WKH\ ZLOO VXSSRUW
VSHFLDOW\SRSXODWLRQVUHFHLYLQJORQJWHUPFDUHVHUYLFHV


&06,QQRYDWLRQ&HQWHU)XQGLQJ2SSRUWXQLW\$QQRXQFHPHQWIRU,QLWLDWLYHWR5HGXFH$YRLGDEOH+RVSLWDOL]DWLRQV
$PRQJ1XUVLQJ)DFLOLW\5HVLGHQWVSDJHDWKWWSLQQRYDWLRQFPVJRYLQLWLDWLYHVUDKQIU6HHDOVR7HQD1HOVRQ5
6DQWRV.:HLQJDVW($PUKHLQ62XVODQGHU-DQG%RRFNYDU.5HGXFLQJSRWHQWLDOO\SUHYHQWDEOHKRVSLWDOWUDQVIHUV
UHVXOWVIURPDWKLUW\QXUVLQJKRPHFROODERUDWLYH
-$P0HG'LU$VVRF 6HS   
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6HFWLRQ,,F
6HFWLRQ,,F'65,3%HQHILFLDU\$WWULEXWLRQ0RGHO
'65,3%HQHILFLDU\$WWULEXWLRQ0RGHO

&&/&UHFRPPHQGVWKDWWKH6WDWHUHYLVHWKHEHQHILFLDU\DWWULEXWLRQPRGHOWRUHIOHFWWKHIROORZLQJ
FRUHSULQFLSOHV
 *XLGDQFH WR 336V VKRXOG VWUHVV WKDW WKH\ DUH WR EH UHVSRQVLEOH IRU PRVW RU DOO
EHQHILFLDULHV LQFOXGLQJ WKRVH WKDW DUHUHFHLYLQJ ORQJ WHUP VHUYLFHV DQG VXSSRUWV LQ
WKHSURSRVHGJHRJUDSKLFUHJLRQRUPHGLFDOPDUNHWDUHDZKLFKWKH\SURSRVHWRVHUYH
 7KHPRGHOVKRXOGFOHDUO\SURYLGHIRUDQGDFFRPPRGDWHVLWXDWLRQVLQZKLFKORQJWHUP
FDUHSURYLGHUVPD\EHZRUNLQJLQPXOWLSOH336VDQG
 $OWKRXJK WKH 6WDWH KDV LQGLFDWHG WKDW WKH DWWULEXWLRQ PRGHO FDUHIXOO\ ZLOO ZHLJK DQ
LQGLYLGXDO¶VFRQWDFWVZLWKWKHKHDOWKFDUHV\VWHPWKH6WDWHVKRXOGHQVXUHD WKDWIRU
DQ\ ORQJ WHUP FDUH LQSDWLHQW WKH JHRJUDSK\ RI WKH LQSDWLHQW¶V VHUYLFH VLWH HJ D
QXUVLQJKRPH LVFRQVLGHUHGDSURPLQHQWIDFWRULQGHWHUPLQLQJDWWULEXWLRQDQGE IRU
LQGLYLGXDOVUHFHLYLQJVHUYLFHVWKURXJKDFHUWLILHGKRPHKHDOWKDJHQF\WKDWDQ\VXFK
&++$ EH WUHDWHG DV D SULRULW\ SURYLGHU ZLWKLQ WKH KLHUDUFKLFDO PRGHO XVHG LQ WKH
DVVLJQPHQWRIDWWULEXWLRQ

7RIDFLOLWDWHSDUWQHUVKLSDQGQHWZRUNIRUPDWLRQ&&/&UHFRPPHQGVWKDWWKH6WDWHSURYLGHGDWD
WR GHYHORSLQJ 336V RQ ORQJ WHUP FDUH UHFLSLHQWV DQG PDQDJHG FDUH HQUROOPHQW &UXFLDOO\ WKH
WLPLQJRIWKHSUHOLPLQDU\DWWULEXWLRQDQG³WXQHXS´ZLOOQHHGWRIDFWRULQWKHLPPHQVHFKDQJHWKDW
ZLOOEHKDSSHQLQJZKLOHUHVLGHQWVLQQXUVLQJIDFLOLWLHVDUHEHLQJWUDQVLWLRQHGWRFDUHPDQDJHPHQW
IRUDOO

8QGHUWKH)LQDO$WWULEXWLRQVWHS&&/&DOVRUHFRPPHQGVWKDWWKH6WDWHSURYLGHDSDWKZD\IRU
WKH336WRZRUNZLWKSRSXODWLRQVWKDWDUHQRWLQFOXGHGLQDVSHFLILF336DQGWRDOORZ336VWR
UHFHLYH FUHGLW IRU VXFK ZRUN &XUUHQWO\ WKH 6WDWH LQGLFDWHV WKDW ³>W@KH GHSDUWPHQW ZLOO VWURQJO\
HQFRXUDJH WKHVH SURYLGHUV WR MRLQ DQ DSSURSULDWH 3HUIRUPLQJ 3URYLGHU 6\VWHP LQ WKHLU
JHRJUDSKLFJHRSROLWLFDO UHJLRQ´ &&/& VXJJHVWVWKDWWKH 6WDWH SURDFWLYHO\ H[SODLQ WR WKH 336V
WKDW WKH 6WDWH SODQV WR DQDO\]H WKH DSSOLFDWLRQV WKDW DUH UHFHLYHG LQ WKH SODQQLQJ SKDVH DQG
GLUHFW 336V WR ZRUN ZLWK SURYLGHUV WKDW ZLOO LQFOXGH DGGLWLRQDO EHQHILFLDULHV LQ WKHLU JHRJUDSKLF
UHJLRQRUPHGLFDOPDUNHWSODFHVXFKDVORQJWHUPFDUHSURYLGHUVWKDWPD\QRWEHFRQVLGHUHGLQ
WKHRULJLQDOSODQQLQJVWDJH

6HFWLRQ,,G±
6HFWLRQ,,G±0LQLPXP2XWSDWLHQW6HUYLFH/HYHO
0LQLPXP2XWSDWLHQW6HUYLFH/HYHO

7KH 6WDWH ZLOO UHTXLUH 336V WR LQFRUSRUDWH D PLQLPXP QXPEHU RI SDWLHQWV UHFHLYLQJ RXWSDWLHQW
VHUYLFHV&&/&UHFRPPHQGVWKDWWKH6WDWHVLPLODUO\FUHDWHDPLQLPXPORQJWHUPFDUHVHUYLFH
OHYHOLQFOXGLQJVSHFLILFQXPEHUVRISDWLHQWVUHFHLYLQJORQJWHUPFDUHVHUYLFHVLQQXUVLQJKRPHV
DQGWKURXJKKRPHFDUH

6HFWLRQ,,,3URMHFWV0HWULFVDQG0HWULF7DUJHWV
6HFWLRQ,,,3URMHFWV0HWULFVDQG0HWULF7DUJHWV

$VHOVHZKHUHQRWHG&&/&UHFRPPHQGVWKDWWKH6WDWHGRPRUHWRSULRULWL]HWKHSDUWQHUVKLSZLWK
ORQJ WHUP FDUH SURYLGHUV DV LW UHODWHV WR WKH QXPEHU RI SURMHFWV WKDW FDQ EH LQGH[HG IRU WKH
DSSOLFDWLRQ 7R WKDW HQG &&/& UHFRPPHQGV WKDW WKH 6WDWH SURYLGH 336V ZLWK SRWHQWLDOO\
DYRLGDEOHKRVSLWDOL]DWLRQPHDVXUHVIRUPRVWQXUVLQJKRPHVLQ1HZ<RUN6WDWHDVDQDO\]HGIRU
WKH 1<6 1XUVLQJ +RPH 4XDOLW\ 3RRO :H HQFRXUDJH WKH 6WDWH DOVR WR H[SODLQ WR 336V WKH
LPSRUWDQFHRISDUWQHULQJZLWKQXUVLQJKRPHVVHUYLQJVSHFLDOSRSXODWLRQVHYHQWKRXJKWKH\DUH
QRWSDUWRIWKH1<61XUVLQJ+RPH4XDOLW\3RROGXHVWULFWO\WRWKHIDFWWKDWWKH\VHUYHDVSHFLDOW\
SRSXODWLRQDVGLVWLQFWIURPIDFLOLWLHVWKDWDUHH[FOXGHGIURPWKHTXDOLW\SRRODVDUHVXOWRITXDOLW\
SUREOHPV

3




6HFWLRQ93URMHFW9DOXDWLRQ
6HFWLRQ93URMHFW9DOXDWLRQ

,Q WKH FDOFXODWLRQ IRU WKH EHQFKPDUN SHU PHPEHU SHU PRQWK SD\PHQW &&/& FDOOV IRU PRUH
H[SOLFLW LQFOXVLRQ RI FRPPXQLW\EDVHG DQG QXUVLQJ KRPH UHVLGHQWV 7KHUH VKRXOG EH
RSSRUWXQLWLHV WR JDLQ DGGLWLRQDO SRLQWV IRU ZRUNLQJ ZLWK ORQJ WHUP FDUH SURYLGHUV RU VSHFLDOW\
SRSXODWLRQV UHFHLYLQJ FDUH WKURXJK ORQJ WHUP FDUH SURYLGHUV  )XUWKHU &&/& HQFRXUDJHV WKH
GHYHORSPHQW RI D PRUH HTXLWDEOH DQG WUDQVSDUHQW VFRULQJ V\VWHP ,Q WKH WDEXODWLRQ RI WKH
VFRULQJIRUYDULRXV'65,3SURMHFWVEHORZLWLVQRWDEOHWKDWWKRVHSURMHFWV KLJKOLJKWHG WKDWPRVW
VLJQLILFDQWO\ GHSHQG XSRQ WKH LQYROYHPHQW RI IDFLOLW\EDVHG ORQJ WHUP FDUH SURYLGHUV WR EH
VXFFHVVIXODUHJLYHQORZHUUHODWLYHVFRUHVWKDQVHYHUDORWKHUVWKDWGRQRWH[SOLFLWO\HQJDJHVXFK
SURYLGHUV VHHQ FOHDUO\ IRU H[DPSOH LQ WKH GLIIHUHQWLDO VFRULQJ EHWZHHQ SURMHFWV DLY DQG
DY  :H XUJH UHFRQVLGHUDWLRQ RI WKHVH GLIIHUHQWLDOV WR JLYH LQFUHDVHG ZHLJKW WR WKH YDOXH RI
SURMHFWVWKDWLPSDFWFRVWDQGTXDOLW\LQWKHGHOLYHU\RIVHUYLFHVWRORQJWHUPFDUHUHFLSLHQWV


,QGH[6FRUH 
RXWRI
SWV 

3URMHFW
3URMHFW 'HVFULSWLRQ
'HVFULSWLRQ
DL

&UHDWH,QWHJUDWHG'HOLYHU\6\VWHPVWKDWDUHIRFXVHGRQ(YLGHQFH%DVHG
0HGLFLQH3RSXODWLRQ+HDOWK0DQDJHPHQW

DLY &UHDWHDPHGLFDOYLOODJHXVLQJH[LVWLQJKRVSLWDOLQIUDVWUXFWXUH
EYL 7UDQVLWLRQDOVXSSRUWLYHKRXVLQJVHUYLFHV








+HDOWK+RPH$W5LVN,QWHUYHQWLRQ3URJUDP±3URDFWLYHPDQDJHPHQWRIKLJKHU

DLLL ULVNSDWLHQWVQRWFXUUHQWO\HOLJLEOHIRU+HDOWK+RPHVWKURXJKDFFHVVWRKLJK




TXDOLW\SULPDU\FDUHDQGVXSSRUWVHUYLFHV

EYLLL +RVSLWDO+RPH&DUH&ROODERUDWLRQ6ROXWLRQV
ELLL ('FDUHWULDJHIRUDWULVNSRSXODWLRQV
&DUHWUDQVLWLRQVLQWHUYHQWLRQPRGHOWRUHGXFHGD\UHDGPLVVLRQVIRUFKURQLF

ELY KHDOWKFRQGLWLRQV
DY &UHDWHDPHGLFDOYLOODJHDOWHUQDWLYHKRXVLQJXVLQJH[LVWLQJQXUVLQJKRPH
EY &DUHWUDQVLWLRQVLQWHUYHQWLRQIRUVNLOOHGQXUVLQJIDFLOLW\UHVLGHQWV

,PSOHPHQWLQJWKH,17(5$&7SURMHFW LQSDWLHQWWUDQVIHUDYRLGDQFHSURJUDP

EYLL IRU61) 














ELL

'HYHORSPHQWRIFRORFDWHGRISULPDU\FDUHVHUYLFHVLQWKHHPHUJHQF\
GHSDUWPHQW (' 




DLL

,QFUHDVHFHUWLILFDWLRQRISULPDU\FDUHSUDFWLWLRQHUVZLWK3&0+FHUWLILFDWLRQ
DQGRU$GYDQFHG3ULPDU\&DUH0RGHOV DVGHYHORSHGXQGHUWKH1HZ<RUN
6WDWH+HDOWK,QQRYDWLRQ3ODQ>6+,3@ 




FL 'HYHORSPHQWRIFRPPXQLW\EDVHGKHDOWKQDYLJDWLRQVHUYLFHV
EL $PEXODWRU\,&8V
EL[ ,PSOHPHQWDWLRQRIREVHUYDWLRQDOSURJUDPVLQKRVSLWDOV
FLL

([SDQGXVDJHRIWHOHPHGLFLQHLQXQGHUVHUYHGDUHDVWRSURYLGHDFFHVVWR
RWKHUZLVHVFDUFHVHUYLFHV
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$77$&+0(17-
$77$&+0(17-675$7(*,(60(18$1'0(75,&6
675$7(*,(60(18$1'0(75,&6

%HORZ&&/&RIIHUVLWVFRPPHQWVRQ$WWDFKPHQW-LQWHQGHGDVDFRPSOHPHQWWRWKRVHDERYH
FRQFHUQLQJ$WWDFKPHQW,

'RPDLQ6\VWHP7UDQVIRUPDWLRQ3URMHFWV*HQHUDOO\
'RPDLQ6\VWHP7UDQVIRUPDWLRQ3URMHFWV*HQHUDOO\
*HQHUDOO\

&&/& UHFRPPHQGV D PRUH IOH[LEOH DSSURDFK WR WKH QXPEHU RI SURMHFWV WR EH VHOHFWHG IURP
'RPDLQ   $ 336 VKRXOG EH DIIRUGHG WKH DELOLW\ WR WDNH RQ D EURDGHU SRUWIROLR RI SURMHFWV WR
HQFRPSDVVDZLGHUDUUD\RIZRUNLQFOXGLQJWKHLPSRUWDQWFROODERUDWLRQVSRVVLEOHZLWKWKHORQJ
WHUPFDUHFRPPXQLW\

'RPDLQ$0RUH([SDQVLYH0HGLFDO9LOODJH0RGHO
'RPDLQ$0RUH([SDQVLYH0HGLFDO9LOODJH0RGHO
$0RUH([SDQVLYH0HGLFDO9LOODJH0RGHO

,QSURMHFW DYWKH6WDWHGHVFULEHVDWUDFNIRUWKHFUHDWLRQRIPHGLFDOYLOODJHVW\OHGDOWHUQDWLYH
KRXVLQJ XVLQJ DQ H[LVWLQJ QXUVLQJ KRPH HPSKDVLV DGGHG  &&/& LV FRQFHUQHG WKDW WKH
SURJUDP LV WRR QDUURZO\ GHILQHG DQG VKRXOG EH EURDGHQHG WR EH\RQG VWULFW UHSXUSRVLQJ RI D
IDFLOLW\ ,QVWHDG WKH VFRSH RI WKH SURMHFW VKRXOG EH JLYHQ JUHDWHU IOH[LELOLW\ WR DOORZ D QXUVLQJ
KRPHWRUHGXFHLWVEHGFDSDFLW\ZKLOHGHYHORSLQJQHZDOWHUQDWLYHKRXVLQJDWDQRWKHUVLWH

&&/& DOVR UHFRPPHQGV D PRUH HTXLWDEOH DSSURDFK WR VFRULQJ RI VLPLODU SURMHFWV XQGHU WKH
PHGLFDO YLOODJH XPEUHOOD WR HQVXUH WKDW WKH VDPH LQFHQWLYHV H[LVW WR ZRUN ZLWK WKH ORQJ WHUP
FDUHFRPPXQLW\DVWKRVHLQSODFHIRUKRVSLWDOEDVHGSURYLGHUV,WLVQRWHYLGHQWZK\³&UHDWHD
PHGLFDO YLOODJH XVLQJ H[LVWLQJ KRVSLWDO LQIUDVWUXFWXUH´ LV JLYHQ D VFRUH RI VHH DERYH  ZKLOH
³&UHDWHDPHGLFDOYLOODJHDOWHUQDWLYHKRXVLQJXVLQJH[LVWLQJQXUVLQJKRPH´LVUDWHGDV,WLV
DOVR XQFOHDU ZK\ WKHVH WZR SURMHFWV FDQQRW EH FRPELQHG LQWR RQH SURMHFW 7KHUHIRUH &&/&
UHFRPPHQGV WKDW WKH PHGLFDO YLOODJH FRQFHSW PDLQWDLQ D KLJK LQGH[ VFRUH RI  UHJDUGOHVV RI
ZKHUHWKHPHGLFDOYLOODJHRULJLQDWHV

'RPDLQ&OLQLFDO,PSURYHPHQW3URMHFWV
'RPDLQ&OLQLFDO,PSURYHPHQW3URMHFWV

&&/&XUJHVWKH6WDWHWRLQWHJUDWHDPDQGDWHIRU336VWRIRFXVRQWKHFKDOOHQJHVRIWKHORQJ
WHUPFDUHFRPPXQLW\LQWKHVDPHZD\LWKDVPDQGDWHGDIRFXVRQEHKDYLRUDOKHDOWK UHTXLULQJ
336VWRZRUNRQDWOHDVWRQH'RPDLQSURMHFWLQYROYLQJEHKDYLRUDOKHDOWK &&/&UHFRPPHQGV
WKHVDPHNLQGRISULRULWL]DWLRQZLWKWKHORQJWHUPFDUHFRPPXQLW\:LWKROGHUDGXOWVSDUWLFXODUO\
SODFLQJ LQFUHDVLQJ SUHVVXUH RQ WKH 0HGLFDLG V\VWHP DQ\ WUDQVIRUPDWLRQ WKDW '65,3 DIIRUGV
PXVWVTXDUHO\DWWHQGWRWKLVFRKRUW¶VKHDOWKQHHGV

&&/&VXSSRUWVWKHLQFOXVLRQRISDOOLDWLYHFDUHLQWKH'RPDLQEDQGEXWUHFRPPHQGVDZDUGLQJ
RISRLQWVIRUSDOOLDWLYHFDUH¶VLQWHJUDWLRQLQWRFRPPXQLW\EDVHGVHWWLQJVEH\RQGWKRVHDUWLFXODWHG
LQJ/DWHULQ$WWDFKPHQW-LQWKHGLVFXVVLRQRIUHODWHGPHWULFV SRI$WWDFKPHQW- &&/&
QRWHVDQDEVHQFHRIPHDVXUHPHQWDURXQGSDWLHQWVDWLVIDFWLRQRUTXDOLW\RIOLIHLQVWHDGSDOOLDWLYH
FDUHVHHPVWREHV\QRQ\PRXVLQWKH6WDWH¶VH\HVZLWKSDLQUHGXFWLRQDWOHDVWIRUWKHSXUSRVHV
RIPHDVXUHPHQW7KLVXQGXO\ZLOOQDUURZIRFXVRISDOOLDWLYHFDUHLQWHUYHQWLRQVZKLFKFDQEHIDU
EURDGHUDQGIRFXVHGRQDZLGHUDUUD\RIV\PSWRPUHOLHIDFWLYLWLHV


'HPHQWLD,QWHUYHQWLRQ

5HVHDUFK VKRZV WKDW WKH ODUJHVW FRPSRQHQW RI FXUUHQW )HGHUDO DQG 6WDWH VSHQGLQJ UHODWHG WR
GHPHQWLDLVIRUORQJWHUPVHUYLFHVDQGVXSSRUWV,QGHHGKLJKPHGLFDOFRVWV LQFOXGLQJDYRLGDEOH
KRVSLWDOL]DWLRQV DUHWLHGWRLQGLYLGXDOVZLWKGHPHQWLDDVFRPSDUHGZLWKWKRVHZLWKRXWGHPHQWLD


6HHVSHFLDOLVVXHRI+HDOWK$IIDLUV$SULO9ROXPH,VVXH´7KH/RQJ5HDFK2I$O]KHLPHU¶V'LVHDVH´
DYDLODEOHKHUHKWWSFRQWHQWKHDOWKDIIDLUVRUJFRQWHQWWRF
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&&/& SURSRVHV WKH LQFOXVLRQ RI 'HPHQWLD &DUH DV D FDWHJRU\ DORQJ ZLWK HYLGHQFHEDVHG
QRQSKDUPDFRORJLF LQWHUYHQWLRQV IRU PDQDJHPHQW DV D VWUDWHJ\ DQG GLPLQLVKHG ORQJVWD\ XVH
RIDQWLSV\FKRWLFPHGLFDWLRQVDVDSRWHQWLDOPHWULF

2WKHU*OREDO2EVHUYDWLRQV
2WKHU*OREDO2EVHUYDWLRQV

1RWZLWKVWDQGLQJ FRPPHQWV RQ $WWDFKPHQWV , DQG - DERYH ZH UHVSHFWIXOO\ UHTXHVW \RXU
FRQVLGHUDWLRQ RI D UHTXLUHPHQW WKDW 0HGLFDLG 0DQDJHG &DUH 2UJDQL]DWLRQV WKDW FRQWUDFW ZLWK
'65,3 3HUIRUPLQJ 3URYLGHU 6\VWHPV 336V  UHLPEXUVH IRU KRPH KHDOWK VHUYLFHV SURYLGHG
WKURXJK &HUWLILHG +RPH +HDOWK $JHQFLHV &++$V  SDUWLFLSDWLQJ LQ WKH '65,3 336 RQ DQ
HSLVRGLF EDVLV DV KDV EHHQ WKH 6WDWH V SROLF\ IRU &++$ VHUYLFHV IRU WKH SDVW VHYHUDO \HDUV
7KLVZRXOGSURYLGHFRQVLVWHQF\DQGVWDQGDUGL]DWLRQRILQKRPHSRVWDFXWHDQGVXEDFXWHFDUH
IRUSDWLHQWVQHHGLQJWKHVHKRPHKHDOWKVHUYLFHVZKHQWKH\DUHPRVWYXOQHUDEOH

&&/& DSSUHFLDWHV WKH 6WDWH¶V FRQVLGHUDWLRQ RI WKH FRPPHQWVVXEPLWWHGKHUHLQ 3OHDVH GR QRW
KHVLWDWHWRFRQWDFWPHLI\RXKDYHDQ\TXHVWLRQVDERXWWKHDERYH

6LQFHUHO\



6FRWW&$PUKHLQ
3UHVLGHQW
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Comments on Attachment I for the Delivery System Reform Incentive Payment Program
May 14, 2014

Family Planning Advocates of New York State applauds the efforts undertaken by the state to realign our
expansive Medicaid program to place a greater emphasis on primary and preventive care. For women of
childbearing age, reproductive health care services are an integral component of their primary care, and thus the
inclusion of reproductive health focused providers in transformative efforts is critical. FPA's membership is eager
to engage in the state's new Delivery System Reform Incentive Payment (DSRIP) program, and look forward to
being a true partner in this historic initiative. On behalf of our membership, we value the opportunity to engage in
a dialogue with the state as you formalize the vast components necessary for implementation of DSRIP. To that
end we would like to take this opportunity to comment on the reference to data sharing and confidentiality
in Attachment I.
Confidentiality is a cornerstone of reproductive health care services. An absence of confidentiality, perceived or
real, can be a deterring obstacle that stands in the way of patient access to needed reproductive care services.
Reproductive health focused providers are acutely aware of this, and go to great lengths to preserve the
confidentiality of the patients they serve. This is particularly the case for minors, whose sensitivity to the issue of
confidentiality is well documented.1
We understand the inherent value in the sharing health information between providers to advance enhanced
care delivery and improved health outcomes. However, we urge the state to ensure such efforts do not erode
critical protections that preserve access to confidential services for the women, men and adolescents in New
York. Attachment I does specifically mention addressing “all HIPAA privacy provisions.” See number 11 on
page 12. This provision should be expanded to say “all privacy protections contained in HIPAA and New York
law”. One of the most significant concerns we have surround patient portals and the potential for breach of
confidentiality. It will be important to ensure that information about minor-consented services is not
inadvertently revealed to parents without the consent of the minor.
New York has a long-standing record of recognizing minors’ ability to control some aspects of their health care
and the associated medical information related to the minor-consented care. Minors have the ability to consent
to a range of health services, including treatment for sexually transmitted infections,2 prenatal and related care,3
alcohol and substance abuse care,4 mental health services,5 HIV testing,6 rape crisis treatment7 as well as



Guttmacher Institute. Moving Forward: Family Planning in the Era of Health Reform, 2014,
http://www.guttmacher.org/pubs/family-planning-and-health-reform.pdf, accessed May 14, 2014.
2 Public Health Law section 2305.
3 Public Health Law section 2504.
4 Mental Hygiene Law section 22.11.
5 Mental Hygiene Law section 33.21.
1

- over -

contraception and abortion which minors have a constitutional right to consent for pursuant to state and federal
case law. Minors who are parents and minors who are emancipated can consent to all of their own health care.8
When minors consent to a minor-consented health service, state and federal law contain varying provisions
which prevent the disclosure of information related to such care without the minor’s permission. For example,
pursuant to 42 CFR section 2.14 the release of records relating to substance abuse treatment is prohibited for
situations in which state law permits a minor to consent to such care. Additionally, New York law contains
protections for a minor’s confidentiality by limiting access to medical records concerning care related to
abortion and treatment of sexually transmitted infections, specifically providing that “records concerning the
treatment of an infant patient for venereal disease or the performance of an abortion operation upon such
infant patient shall not be released or in any manner be made available to the parent or guardian of such
infant.”9
FPA thanks you for your consideration. We would be happy to work with you to address the concerns we raise
in this comment.








Public Health Law section 2782.
Public Health Law section 2805-i.
8 Public Health Law section 2504.
9 Public Health Law section 17.
6
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To DSRIP team:
Our Hospice and Palliative Care program is currently providing care transitions services for Medicare
patients with progressive chronic illnesses. We are doing this under the section of the New York law
covering hospices that allow us to provide services for persons who have a progressive life-threatening
disease but who have longer than the 6 months prognosis required to be a hospice patient.
We would like to do the same services for the Medicaid population through our local PPS, as specified in
project 2.b.iv. The project description is virtually identical to our services, except that it adds a target
group with behavioral health disorders. We have social work staff who could address this group’s needs.
Our problem is that those patients are not included among those we are authorized to serve under
Article 40.
My question is, are there any provisions in DSRIP to grant waivers to state regulatory requirements that
would bar an otherwise qualified provider from serving the target group for a DRIP project? Granting
such waivers would be consistent with DSRIP’s intent to spur innovation and break down barriers to
integrated care.
Thanks you.
Brian Gardam
Executive Director
Hospice and Palliative Care of St. Lawrence Valley
6805 US Hwy 11
Potsdam, NY 13676
Phone: 315 265-3105

COMMENTS ON THE NEW YORK STATE DSRIP WAIVER—
Review of the Interim Access Assurance Fund (IAAF), and
Attachment I – Program Funding and Mechanics Protocol, and
Attachment J – Strategies Menu and Metrics
These comments will be brief, raising only key points without details or description.
Further time for review and discussion could greatly enhance the waiver.
THE IAAF
Inclusion of this interim funding program is important and welcome. There are true
safety net providers that have been hurt by official policy, in particular, the MRT-backed
policy for across-the-board reductions in Medicaid reimbursement which have had an
inordinate impact on high Medicaid public and voluntary community hospitals. The IAAF
funds, if well directed, could address and begin to fix the financial fragility of these
needed hospitals and health services.
The waiver definition for the safety net is too broad and could result in supporting
hospitals that do not need the funds. This is particularly a problem since decisions about
this funding is solely in the hands of the State Health Department (Governor) during an
election year. In other states with a DSRIP programs limit funding to a true public and
voluntary providers.
We know that hospitals maintain different sets of financial information, so that even the
financial status of a hospital can be reported in different ways. This is undoubtedly true
within large hospital systems, where money can be moved around.
RECOMMENDED CHANGES
Redefine the safety net for more appropriate designations.
Make the decision-making process for distribution of funds open to the public
ATTACHMENTS I and J
Overall, the New York Special Terms and Conditions (STC) is an impressive document
with creative and intricate ideas. The level of accountability and transparency is much
appreciated. Posting of information is important, as is the continued involvement of
CMS.
There is also a delicate balance in the efforts to transform the health care system. Some
of the balance should focus on the beneficiary/consumer/resident and the diversity of
people within cities/counties. Individual preferences and differences are not recognized
and addressed in the way that individuals are “attributed” to a Performing Provider
System (PPS). It is unclear how race and ethnicity, primary language, and disability are
considered, if at all, in PPS designation. As a matter of fact, health care disparities are a
major cause and outcome in problematic use of the health system that this funding is
meant to address. Racial differences are only tracked in Domain 4. Disabilities are not
tracked.
Although there are mentions that community residents and organizations could/should
be involved in PPS and planning. This system network will really not work unless there
is ongoing involvement of consumers and workers. The same is true for communitybased providers which should be made part of the PPS and delivery system.
Uninsured residents are counted in use of health system for safety net designation,
signifying a population of need. Yet, only Medicaid beneficiaries are attributed to a PPS.
Concern was raised as to count of the uninsured, yet there are sources of information
available, such as the American Community Survey and Exhibit 50 of the Institutional

Cost Report and FQHC state reporting mechanism. If uninsured residents are left out,
access to care will become even more difficult for them.
Although the stated distribution of the DSRIP funds is 50% of the total for the public
hospitals, the ultimate safety net providers, there are several places in I and J where
this distribution is challenged. In one instance, public hospitals are encouraged to form
PPS coalitions with voluntary providers, but the same provision appears to say the full
funding should come from the public pool. This is unacceptable..
There appears to be a lack of understanding of medically underserved communities
lacking primary care resources. Yet there is no funding designated to expand
community based ambulatory care services. Residents in these communities may have
continued trouble accessing care.
Finally, a major concern needs to be monitored. The State Health Department has been
losing staff, yet it has a major role in planning, data development, technical assistance,
monitoring, and evaluation of DSRIP/PPS. It would be tragic for this whole
demonstration to fall apart because the department cannot hold up their end.
Judy Wessler

May 14, 2014

Comments on the Delivery System Reform Incentive Payment Program
Attachments I and J
As New York State begins to transform the entire delivery system through Medicaid Redesign,
Medicaid Matters New York (MMNY) looks at the Delivery System Reform Incentive Payment (DSRIP)
program in terms of how real people will interface with a newly‐transformed system, how the
providers and community‐based organizations that serve them will continue to do their work, and
how the Medicaid program will continue to meet the needs of everyone it is intended to serve.
MMNY submits the following comments regarding key areas of interest and concern to Attachments I
and J, as they are intended to govern the implementation of Performing Provider Systems (PPS) and
the DSRIP projects, along with the Special Terms and Conditions agreed upon by the Department of
Health and the Centers for Medicare and Medicaid Services (CMS):
Transparency and Accountability
MMNY applauds the level of transparency and accountability required throughout the
implementation of DSRIP. Public disclosure of PPS applications, including participating providers and
chosen projects (through the posting of the Letters of Intent and Design Grant applications, for
instance) will afford advocates and community members the opportunity to examine the intricacies
of DSRIP as it is taking shape. MMNY encourages DOH to utilize us and other advocates as resources
and knowledge‐brokers throughout the design process, as our intimate knowledge of community
needs and capacities would enhance accountability as projects develop both at the state and local
levels.
MMNY has long advocated for transparency and accountability in the allocation of public Medicaid
funding and is encouraged that the DSRIP design reflects this transformative effort.
Attribution
A significant focus of health care system transformation must be on the experience of the consumer
and the diversity of people within and between communities across the state. The DSRIP attribution
methodology does not incorporate individual preferences, cultural differences and subjectivities, or
health and socioeconomic disparities. It is unclear how race and ethnicity, primary language,
disability, and other dimensions of diversity are considered, if at all, in PPS designation. Health care
disparities are a major factor in problematic use of the health system that DSRIP funding is meant to
address. Racial differences are only tracked in Domain 4, and disabilities are not tracked at all [see
section on addressing health disparities below].
Uninsured residents are counted in use of the health system for safety net designation, signifying a
population of need. Yet, only Medicaid beneficiaries are attributed to a PPS. DOH has raised
1
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concerns as to how to count the uninsured; MMNY submits that there are sources of information
available, such as the American Community Survey, and Exhibit 50 of the Institutional Cost Report
and Federally Qualified Health Center state reporting mechanism. If uninsured residents are left out,
access to care will become even more difficult for them. Uninsured individuals must not be left out of
PPS considerations; doing so will jeopardize health access and care for New York’s most vulnerable
residents, increase health disparities, further fragment care delivery, and potentially raise the burden
of unnecessary utilization.
MMNY requests that the DSRIP attribution model incorporate a methodology that acknowledges
disparate disability, ethnic, linguistic, and geographic groups, as well as individuals who are uninsured
and ineligible for, or eligible and currently unenrolled in, Medicaid.
Community Engagement
Although the DSRIP documents make mention of the involvement of community residents and
organizations in PPS development and planning, this effort will not work unless there is ongoing,
meaningful involvement of consumers and consumer advocates. The same is true for community‐
based providers and organizations that should be made part of each PPS. MMNY requests that DOH
create a specific structure and timeline for involvement of community residents and organizations in
PPS development and planning, which should include meaningful efforts to include consumers and
consumer representatives in that process. An inclusive community engagement process could
include, but should not be limited to:
‐ Mandatory community involvement in planning meetings between members of a PPS when
addressing the community needs assessment and selection of DSRIP projects;
‐ Participation of community members, organizations, consumers and consumer representatives in
the independent review process of DSRIP final applications; and,
‐ Recognition of individuals or community organizations in each geographic area that could provide
expertise to each PPS in development of a community needs assessment and project selection.
A series of Medicaid member focus group meetings were convened upon the development of the
original MRT waiver amendment in 2012. The Medicaid Director and staff toured the state and sat
down with Medicaid consumers to engage them in conversation about what the state should achieve
under a new waiver application. Those meetings should be replicated as part of stakeholder
engagement in the DSRIP, particularly because the content of the waiver amendment is drastically
different than it was when those meetings took place.
Community‐Based Services
The DSRIP strategy menu (Attachment J) suggests a number of potential projects to provide
“evidence‐based strategies in the community,” especially for chronic disease control, self‐care and
prevention. This is a very important part of reforming the delivery system; chronic disease education
and self‐care strategies can routinely be delivered in the community both more affordably and with
wider reach, especially reaching high‐need populations that tend to avoid the medical system.
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The community groups often best equipped to provide evidence‐based strategies for disease
prevention and self‐care in the community do not necessarily hold a current integrated role in the
delivery system. For many “non‐traditional” providers, DSRIP participation would represent their first
opportunity for Medicaid funding beyond grants and state aid. Independent living centers, for
example, have a strong track record of improving the health of people with disabilities, but have been
viewed as an add‐on in some of the other efforts at care coordination, such as Health Homes. For the
state to truly achieve the aims of DSRIP, DOH will have to provide technical assistance to community
groups to the same extent it provides assistance to lead agencies. Technical assistance must be
clearly designated and available to community groups for the following purposes:
‐ Recognition of geographically appropriate PPSs with which to form partnerships;
‐ Coordination with potential PPS partners for inclusion into DSRIP networks;
‐ Assistance in providing information and expertise to the community assessment process;
‐ Organizational data collection on participants and outcomes; and,
‐ Infrastructure and capacity development, regardless of planning funds distributed to the other
members of the PPS.
To this end, the state should create a designated “Office of Technical Assistance” within DOH with
special representatives for community groups to enhance the opportunities for “non‐traditional”
providers.
Care Coordination and Case Management
MMNY supports the Department of Health’s efforts to enhance and expand care coordination and
case management services to Medicaid consumers through DSRIP; it is clear that care coordination is
an essential component and a high priority of this new delivery system. This focus on case
management is essential in addressing many of the barriers that low‐income New Yorkers face in
accessing care and reaching the health improvement goals of the DSRIP. However, there is a lack of
clarity in the Special Terms and Conditions and Attachments I and J about what case management
services are, how consumers will access them, and whether the services will be provided in a
meaningful way.
For example, case management connectivity is the first priority listed in the DSRIP’s attribution
methodology. As there is no definition of case management in the glossary, it is not clear which
definition of case management services DOH is referring to; it may refer to case management services
as defined in the Federal regulations and/or the Medicaid managed care model contracts. It is also
not clear if a PPS that provides these services will also assist consumers who need less intensive case
management but do require navigation assistance.
Although the project goals described in Domain 2 of Attachment J indicate the importance of care
coordination in the DSRIP, it is not clear how this new delivery model will expand case management
services to consumers. In fact, Domain 2 does not refer to case management services, and
presumably not all PPSs will provide case management. This lack of clarity will potentially lead to
confusion for consumers. For example, it is not clear how a consumer would know that he or she is
attributed to a PPS that provides case management services.
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Further, it is not clear how case management services provided by a PPS will be coordinated with the
case management services already provided by Health Homes and managed care plans. The Special
Terms and Conditions identify a specific role in participation and funding for Health Homes, but do
not clarify their position to a PPS and correlated insurance plans. Clarification on roles and
responsibilities, particularly for assessment and service planning, must be identified before provider
systems identify community needs. Further clarification on the role of financial accountability and
oversight must be provided so that providers of case management in CBOs, Health Homes, and
managed care plans understand their rights and responsibilities prior to final provider system and
project development.
Finally, the role of managed care plans in providing case management services must be clarified
within this new delivery model. Case management provided by a PPS must be coordinated with the
same services required by plans, but without overlap and with clear roles and expectations
delineated for consumers. Medicaid consumers must have access to information about seeking
assistance when they experience barriers to accessing services or navigating the PPS in relationship to
their insurance product. To the extent that case management services are provided by a CBO
working with a PPS, the CBOs should be able to maintain the independence needed to advocate for
consumers in their community. It is important that consumers be able to continue to seek assistance
with appeals and Fair Hearings from CBOs.
In seeking clarity, the following questions / issues should be addressed:
1) Define the components of case management, and any services or activities that are excluded.
2) Clarify whether case management is voluntary, and for which members case management is
mandatory if applicable.
3) Delineate safeguards to ensure consumer confidentiality.
4) Clarify whether participants can choose their case manager, and whether participants will have
meaningful choice in case management provision, including information about how a participant
would identify and select a new case manager.
5) Assurances that case managers are not able to limit services otherwise provided by the Medicaid
state plan, with a clearly identified appeals process for consumers in the case that state plan or
otherwise eligible services are denied.
6) Identify which participants are eligible for case management services and how a participant
becomes eligible or loses eligibility.
7) Provide a description of staff qualifications and structure for each model/definition of case
management.
8) Set case load limit in policy and procedures to maximize effectiveness and prevent staff burnout,
with a methodology that respects the risk stratification no more conservative than that approved for
managed care plans.
4
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9) Define the process for soliciting client feedback on current and planned programs and services.
10) Define the methods for ensuring that consumers are aware of steps for filing a grievance and/or
appeal of case management decisions and explain the interrelatedness with appeals of service
determinations.
11) Explain interrelationship between disease management and case management, including related
responsibilities for oversight, accountability, and coordination between relevant providers.
Health Disparities
Health disparities are an important driver of the outcomes that this waiver seeks to address including
the overall outcome of reducing avoidable hospitalizations by 25% over five years. It will be
important for Performing Provider Systems to address health disparities to achieve the desired
outcomes.
Numerous studies have documented that people with disabilities are far less likely to access health
care services than people without disabilities.1 Similarly, people with Limited English Proficiency (LEP)
are more likely than non‐LEP individuals to report being in poor health, deferring medical care,
experiencing adverse drug effects, and are less likely than non‐LEP individuals to have a regular
source of care.2 Health disparities research suggests that valid and reliable data are fundamental
building blocks for identifying differences in care and developing targeted interventions to improve
the quality of care delivered to specific population groups.3 Hospitals and other health care
organizations armed with data from their own institutions will be better equipped to look at
disparities in care, design targeted programs to improve quality of care, and provide patient‐centered
care.
Yet the metrics identified in Attachment J do not provide an adequate method of tracking health‐
related disparities. In Domain 1, metric (1)(c) asks Performing Provider Systems to document the
number of beneficiaries served through the projects, but does not further delineate disparate ethnic,
linguistic, cultural, or disability populations. Domain 4, Population Wide Metrics, relies on the
deficient SPARCS data which tracks measures for Black non‐Hispanics and Hispanics, but does not yet
track any other health disparities populations.

1
See, e.g., NAT’L COUNCIL ON DISABILITY, THE CURRENT STATE OF HEALTH CARE FOR PEOPLE WITH DISABILITIES (2009),
http://www.ncd.gov/rawmedia_repository/0d7c848f_3d97_43b3_bea5_36e1d97f973d?document.pdf; see also, JUDY PANKO REIS ET AL.,
IT TAKES MORE THAN RAMPS TO SOLVE THE CRISIS OF HEALTHCARE FOR PEOPLE WITH DISABILITIES 7 (2004),
www.tvworldwide.com/events/hhs/041206/PPT/RIC_whitepaperfinal82704.pdf; M. A. Nosek and C. A. Howland, Breast and Cervical
Cancer Screening Among Women with Physical Disabilities, 78 ARCHIVES OF PHYSICAL MED. & REHABILITATION S39 (1997).
2
Leighton Ku and Glenn Flores, Health Affairs, Pay Now or Pay Later: Providing Interpreter Services in Health Care, March 2005, 435444, vol. 24 available at http://content.healthaffairs.org/content/24/2/435.full#ref-5 (citing B. Kirkman-Liff and D. Mondragón,
“Language of Interview: Relevance for Research of Southwest Hispanics,” American Journal of Public Health 81, no. 11 (1991): 1399–
1404; G. Flores et al., “Access Barriers to Health Care for Latino Children,” Archives of Pediatrics and Adolescent Medicine 152, no. 11
(1998): 1119–1125; M. Alpert et al., “The Language Barrier in Evaluating Spanish-American Patients,” Archives of General
Psychiatry 29, no. 5 (1973): 655–659; R. Weinick and N. Krauss, “Racial/Ethnic Differences in Children’s Access to Care,” American
Journal of Public Health 90, no. 11 (2000): 1771–1774; and T.K. Gandhi et al., “Drug Complications in Outpatients,” Journal of General
Internal Medicine 15, no. 3 (2000): 149–154.)
3
Romana Hasnain-Wynia and David W. Baker, Obtaining Data on Patient Race, Ethnicity, and Primary Language in Health Care
Organizations: Current Challenges and Proposed Solutions, 1501, 1502 (2006).
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Along with race and ethnicity, the Health Disparities Workgroup of the Medicaid Redesign Team
recommended that DOH “implement and expand on data collection standards required by Section
4302 of the Affordable Care Act by including detailed reporting on…gender identity, the six disability
questions used in the 2011 American Community Survey (ACS), and housing status.”4
While CMS did change many of the ideas that came out of the MRT participation process, it should be
aware of the need to track disparities populations beyond race and ethnicity. The Affordable Care
Act now requires any “federally supported health care or public health program, activity or survey”
must collect and report “to the extent practicable, data on race, ethnicity, primary language, and
disability status, for applicants, recipients, or participants.”5
Recommendations:
1) Performing Provider Systems should identify the race, ethnicity, sex, primary language,
disability status, gender identity, and housing status of the beneficiaries they serve. They
should do this so they can do a better job of serving them, comply with all applicable civil
rights laws, and report the numbers and percentages for the purposes of overall project
assessment.
2) Domain 4 projects should include population‐wide metrics that measure the differences in
health indicators for all health disparities populations including race, ethnicity, sex, primary
language, disability status, gender identity, and housing status. The U.S. Department of
Health and Human Services Implementation Guidance on Data collection standards should be
used for race, ethnicity, sex, primary language, and disability status. LGBTQ advocates and
housing advocates should be consulted for standards to measure gender identity and housing
status.
3) The community needs assessment for each PPS must include the above relevant information
on diverse populations correlated to health and health‐related community needs such as
housing, employment, culturally responsive social services, and community navigation
services.
4) Reflect medically underserved communities in the expansion of potential DSRIP projects to
include an opportunity for primary care, ambulatory care, or specialty services (such as
behavioral health, cross‐disability, prevention, maternal health, tribal health) to meet the
needs of underserved populations.
5) Compliance with non‐discrimination laws should be assessed as a requirement of the DSRIP
project application review to ensure accommodation of people of different races, ethnicities,
disabilities, gender identities, languages they speak, and other dimensions of diversity.

4

See, NEW YORK STATE DEPARTMENT OF HEALTH MEDICAID REDESIGN
TEAM (MRT) HEALTH DISPARITIES WORK GROUP FINAL RECOMMENDATIONS (2011),
http://www.health.ny.gov/health_care/medicaid/redesign/docs/health_disparities_report.pdf, page 6. For the six ACS questions on
disability status, see, U.S DEPARTMENT OF HEALTH AND HUMAN SERVICES
IMPLEMENTATION GUIDANCE ON DATA COLLECTION STANDARDS FOR
RACE, ETHNICITY, SEX, PRIMARY LANGUAGE, AND DISABILITY STATUS,
http://aspe.hhs.gov/datacncl/standards/aca/4302/index.pdf, page 7.
5
42 U.S.C. 300kk(a)(1).
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Social Determinants of Health
A review of current community health needs must reflect social determinants of health (housing
status, employment, environmental factors, access to transportation, economic development
opportunities), as well as an analysis of persons with disabilities living in both institutions and in the
community. An analysis of health disparities alone will ignore the specific relationships between
socioeconomic factors and population health. Furthermore, an analysis of the scope of community
members with disabilities and their supports and services will identify specific service needs. Doing
so should be a requirement in fulfillment of state Olmstead activities, maintaining that any health
system transformation or policy initiative must take into account the community inclusion of all
people with disabilities.
Department of Health Staff Structure
The Department of Health has undergone significant redesign of its own over the past few years, and
it has been losing staff. Despite a significant portion of DSRIP work being done by outside entities,
DOH has a major role in planning, data development, technical assistance, monitoring, and evaluation
of DSRIP. It would be tragic for Medicaid Redesign to stagnate or not meet its full potential because
of a lack of state resources or failure to transform and integrate departments. There should be clear
recognition of the need for an investment in state staff, and DOH should publicly offer a strategic plan
to transform and integrate state systems in direct relationship to Medicaid Redesign and 1115 waiver
amendment activities. In addition, information should be posted as to the DOH organizational
structure that will be dedicated to the work associated with DSRIP, and inter‐organizational
relationships to other agencies and policy planning processes.
Conclusion
We urge DOH to reflect considerably on the recommendations herein. Failure to address the needs
of Medicaid consumers and uninsured, underserved community members will contribute to the
ultimate failure of this historic systems transformation. We look forward to further communication
with DOH on these issues and further implementation details of the DSRIP plan, and appreciate the
Department’s continued commitment to the health needs, rights, and dignity of all New Yorkers.

Medicaid Matters New York is a statewide coalition of over 140 organizations united around the
interests of Medicaid beneficiaries. Components of these comments were drafted by Belkys Garcia
and Carol Santangelo of the Legal Aid Society, Chris Norwood of Health People, Heidi Siegfried of New
Yorkers for Accessible Health Coverage, Briana Gilmore of the New York Association of Psychiatric
Rehabilitation Services, and Judy Wessler.
For more information, please contact:
MMNY Coordinator, Lara Kassel, at lkassel@cdrnys.org or 518‐320‐7100.
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To whom it may concern:
Montefiore is pleased to submit the following comments on the Delivery System Reform
Incentive Payment Program Attachments J and I:
1. Attachment J: Employ a more flexible approach in metric selection
We appreciate that the Department of Health has carefully curated a list of evidencebased metrics to hold Preforming Provider Systems (PPSs) accountable, and has sought
to align these metrics wherever possible with standards in existing Medicaid programs.
Based on our experience participating in a number of value-based payment arrangements,
we would request greater flexibility in the precise array of performance metrics for which
PPPs will be held responsible, to be finalized via negotiation with the state. We
specifically request this flexibility with regard to Domain 3, Clinical Improvement
Metrics.
As the language in the attachment currently suggests, PPSs will be held accountable for
behavioral health metrics outlined and then strategy specific milestones detailed in the
Project Toolkit for Domain 3 activities. We believe that the state would have a more
precise picture of performance if PPSs could choose a subset of measures from the state’s
menu, informed by detailed project planning, rather than being expected to achieve all
measures outlined in attachment J and the toolkit. This approach mirrors the way the
Meaningful Use and Patient-Centered Medical Home programs work, where there are set
metrics for which providers are held accountable and then providers can choose
additional ones tailored to programmatic efforts.
Additionally, we would appreciate the flexibility to propose additional metrics outside of
the state’s menu, when there is an evidence base as rationale. For example, as the
attachment is currently worded, all PPSs will report on “Antidepressant Medication
Management” for project 3.a.i, integrating primary care and behavioral health services. In
our experience managing populations with behavioral health disorders, we have found
that results from standardized depression screens like the Patient Health Questionnaire 9
(PHQ-9) better reflect patient behavioral health status overall than more focused metrics
like antidepressant usage. We would appreciate the opportunity to engage in a dialogue
with the Department of Health on alternative accountability metrics once projects are
more fully developed.
2. Attachment J: Importance of medical village concept
We are supportive of the general concept outlined in project 2.a.iv to support a medical
village using hospital infrastructure. We would like to underscore the importance of
having channels for repurposing inpatient capacity for other, non-inpatient uses such as

1

urgent care and want to clarify that this type of activity will be fully supported under the
auspices of this project.
3. Attachment I: Consider addition to the attribution methodology
We recommend that the state consider school-based health utilization in the attribution
algorithm and that these types of providers be considered on par with primary care
providers in situations where utilization suggests that the school-based health center is the
main provider of care.
Thank you for your consideration. If you have any questions, feel free to contact Hope
Glassberg, Director of Public Policy, at hglassbe@montefiore.org or 347-637-0674.
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Comments on DSRIP Attachments I and J
1)

Base Period for Performance Measurement
a) A 12 month base period for performance testing is necessary to avoid seasonal variations.
b) Due to Hurricane Sandy, the initially identified base period (calendar 2013) is not
appropriate for affected closed providers (or other providers which took up their slack
volume) AND displaced Medicaid member volume and demand. We recommend either:
i)
Move the Base Period to avoid the months affected for all for consistency.
OR
ii)
Only move base period or interpolate performance for affected providers and
members (perhaps affected zip codes) for volume/demand and for each measure.

2)

NYSDOH Evaluation of Submitted LOIs for Sufficient Breadth for each proposed
Performing Provider System (PPS)
a) A NYSDOH review comparing Provider-filed Community Health Improvement Plans
(CHIPs) versus County-filed CHIPs filed in November 2013 demonstrated significant
differences for inclusion of local social service organizations. These organizations are
critical to shifting focus upstream and downstream (Population Health and Well Being)
from the current focus on health care delivery, particularly for impact on avoidable
admissions, readmissions, and ED visits.
b) NYSDOH should also look for missing local Community/Social Service organizations
in proposed PPSs, not just missing Providers.
i)
Review of specific Community participants in County-submitted CHIPs can
inform this.
c) When listing LOIs, consider placing location of the lead organization on interactive
maps, with a link-through to the full PPS list. This will assist all to look for gaps.

3)

Regional Assignments – DSRIP Regions vs. RHIC Regions
a) The county assignments to DSRIP Regions are overly broad to facilitate local
engagement, particularly for local social service organizations in upstate rural areas.
i)
We recommend assessing PPS Breadth relative to more local regions, e.g. the
Regional Health Improvement Collaboratives (RHICs).
b) PPS that arise from the LOIs may appropriately cross pre-defined geographic regional
boundaries to reflect actual Medicaid member health service use.
i)
This should be allowed, combined with analysis to insure all Medicaid members
have access to a proposed PPS.
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4)
a)
b)
c)
d)

e)

5)
a)

b)

c)

d)

Learning Collaborative Effectiveness/Link to High Performance Fund Criteria
The Learning Collaboratives are designed to identify and share best practices for
improvement.
Exchange of ideas at the front lines is most effective for process improvement – as
referenced on page 61 as the primary focus for the Learning Collaboratives.
However, front line staff is inherently reluctant to take time away from caring for THEIR
patients to be involved in process/quality improvement activities.
A NYSDOH funded Workforce grant we worked on demonstrated a solution. For the
intervention, grant funding was used to “back-fill” staffing so that the front line workers
could place their full attention on identifying, testing, and sharing improvements. This was
highly successful, resulting in Magnet nursing recognition and front-line staff presentations
of their improvements at regional and national Nursing meetings.
i)
This is also consistent with the concept of the “Pay to Test” and “Pay to Share”
components of the overall Value Based Purchasing Framework (along with Pay for
Reporting, Pay for Performance Attainment, and Pay for Performance Improvement).
We recommend that the High Performance Fund criteria be enhanced to incorporate a
condition for use of these residual bonus funds:
i)
Top performers will be expected to utilize at least ___% of the High Performance
Funds distributed to facilitate their active front line staff involvement in the Learning
Collaboratives to test, document, and share their best practices (through “backfilling”
direct care staffing to enable improvement activities, investment in data collection,
evaluation, and sharing, etc.).
Adjusting Performance Measures for Socio-Demographic Status
As indicated in our oral comments at the April 16 Listening session in Albany, performance
measures that are at least partially reliant on actions of the patient, their family, or informal
caregivers are affected by the capabilities of these informal caregivers.
A preponderance of evidence over many years demonstrates that frequently half of the
variability of outcome measures like avoidable hospitalizations, rehospitalizations, and ED
visits are dependent on the effectiveness of these informal caregivers.
There is a significant movement nationally to apply risk adjustment for socio-demographic
factors (education, language, poverty, etc.) to the outcome measures critical to
demonstrating success of DSRIP (and retaining the CMS funding).
The NYSDOH should accelerate efforts to incorporate such adjustments as soon as
feasible to both effectively focus PPS improvement efforts and measure their results.
i)
These adjustments should be targeted for the mid-stream update contemplated.
This allows time to collect sufficient socio-demographic data to perform such
measures, and evaluate (or participate in) the formal measure refinement efforts.
ii)
We note that some added detail has already been provided to NYSDOH staff (Lynda
Hohmann , Carol M. DeLaMarter) in response to their inquiries triggered by our verbal
comments at the listening session.
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COMMENTS ON THE NEW YORK STATE DSRIP WAIVER—
Review of the Interim Access Assurance Fund (IAAF) and
Attachment I – Program Funding and Mechanics Protocol and
Attachment J – Strategies Menu and Metrics
Thank you for the opportunity to provide comment on the Interim Access Assurance
Fund (IAAF) and Attachments I and J. The Medicaid waiver offers an important
opportunity to strengthen immigrant health access and improve health outcomes. We
are pleased to provide the following comments.
THE IAAF
Inclusion of this interim funding program is important and welcomed. There are true
safety net providers that have been hurt by official policy, in particular, the Medicaid
Redesign Team-backed policy for across-the-board reductions in Medicaid
reimbursement which have had an inordinate impact on high Medicaid public and
voluntary community hospitals. The IAAF funds, if well directed, could address and
begin to fix the financial fragility of these needed hospitals and health services.
The waiver definition for the safety net is too broad and could result in supporting
hospitals that provide only limited services to underserved populations. This is
particularly a problem since decisions about this funding are solely in the hands of the
State Health Department. Other states with a DSRIP programs limit funding to true
public and voluntary providers.
RECOMMENDED CHANGES
Redefine the safety net for more appropriate designations.
Make the decision-making process for distribution of funds open to the public

ATTACHMENTS I and J
Overall, the New York Special Terms and Conditions (STC) is an impressive document
with creative and intricate ideas. The level of accountability and transparency is much
appreciated. Posting of information is important, as is the continued involvement of
CMS.
There is also a delicate balance in the efforts to transform the health care system.
Some of the balance should focus on the beneficiary/consumer/resident and the
diversity of people within cities/counties. Individual preferences and differences are not
recognized and addressed in the attribution methods of individuals to a Performing
Provider System (PPS). It is unclear how race and ethnicity, primary language, and
disability are considered, if at all, in PPS designation. Health care disparities are a
major cause and outcome in problematic use of the health system that this funding is

meant to address. Racial differences are only tracked in Domain 4. Disabilities are not
tracked.
Although the role of community residents and organizations in PPS and planning is
acknowledged, clearer delineation of processes for involvement would ensure
meaningful and ongoing involvement of consumers. The same is true for communitybased providers which should be made part of the PPS and delivery system.
Uninsured residents are counted in use of health system for safety net designation,
signifying a population of need. Yet, only Medicaid beneficiaries are attributed to a
PPS. Although concerns have been articulated about the availability of reliable data on
the uninsured, sources of information exist, such as the American Community Survey
and Exhibit 50 of the Institutional Cost Report and FQHC state reporting mechanism. If
uninsured residents are left out, access to care will become even more difficult for them.
Although the stated distribution of the DSRIP funds is 50% of the total for the public
hospitals, the ultimate safety net providers, there are several places in I and J where
this distribution is challenged. In one instance, public hospitals are encouraged to form
PPS coalitions with voluntary providers, but the same provision appears to say the full
funding should come from the public pool. This language appears to favor voluntary
hospitals at the expense of resources for public facilities.
Documents describing the Medicaid Waiver articulate and promise “New Models of
Care for the Uninsured.” However there is no funding designated to expand communitybased ambulatory care services as part of the IAAF. Access to primary care services is
an integral part of preventing reduction in avoidable hospital use and we encourage the
State to dedicate resources to explicitly address gaps in primary care.

CONNECTING STUDENTS TO CAREERS, PROFESSIONALS

TO COMMUNITIES, AND COMMUNITIES TO BETTER HEALTH.

May 14, 2014
Jason Helgerson
Medicaid Director, NYS Department of Health
Corning Tower, Empire State Plaza
Albany, NY 12237
Comments - Delivery System Reform Incentive Payment (DSRIP) Program Attachments I & J
Thank you for the opportunity to submit comments on Attachments I & J of New York's DSRIP Program.
The New York State Area Health Education Center (AHEC) System is a statewide health workforce development
initiative focused on recruiting and training the next generation of health professionals and retaining current providers
working in underserved communities. Our statewide system of nine centers, three regional offices and the Statewide
Office builds community partnerships between institutions that educate and train health professionals and communities
that need them most. AHECs are neutral brokers with all health disciplines and organizations and help develop a
diverse workforce for underserved urban and rural areas ensuring that each community has the right number of
health care providers and staff with the right skills.
While Attachments I & J offer several specific details, we are concerned that there is no mention of health and healthrelated professions students who are critical to DSRIP success and sustainability (doctors, nurse practitioners, physician
assistants, nurses and social workers). While it is true that each Performing Provider System (PPS) must submit a
“comprehensive workforce strategy” it is not mandated that this plan engage the trainee workforce.
From our experience with health workforce recruitment, training and retention, it is not enough to train the
current workforce for DSRIP projects. Each year health professions students will continue to train in DSRIP
environments (hospitals, practices, health centers, community organizations, etc.). The health care system cannot undergo
true transformation without coordination between the state’s efforts to achieve the Triple Aim and students who are
currently training and will be employed with DSRIP-engaged entities or agencies influenced by DSRIP outcomes.
Given the statewide performance measures and the need for all PPSs to achieve milestones, we believe resources must be
invested to integrate DSRIP into health professions student training. With additional resources, the New York State
AHEC System could lead a demonstration project with selected health professions schools and other workforce
stakeholders to craft a solution to meet this need. This effort would dovetail with interprofessional care models being
prioritized in health professions curricula and ensure students have knowledge of DSRIP activity.
We appreciate the Department’s intent to adhere to the tenets of the original 2012 Waiver proposal where the New York
State AHEC System was included as a collaborator for Regional Health Workforce Information Centers (RHWIC). While
CMS did not fund the RHWIC concept, what has not changed is the rationale of utilizing existing infrastructure like the
New York State AHEC System to communicate and implement Waiver goals and objectives. Our statewide network is
prepared to leverage past successes and build capacity to help the New York State Department of Health transform the
skills of current and future health professionals so more patients can benefit from coordinated and integrated care.
The aforementioned suggestions are based on the New York State AHEC System’s 15 years of successful workforce
development programming and evaluation for the Health Resources and Services Administration and the New York State
Department of Health. AHECS are currently conducting outreach to possible PPS partners to share our expertise in
training the current workforce, including HWRI and New York State Department of Labor projects. I will follow-up with
further details on ways DSRIP projects can prioritize the involvement of health professions students.
Sincerely,

Mary J. Sienkiewicz, MBA – Director
Leadership for the New York State AHEC System is provided by community-based centers, the Statewide Office at the University at Buffalo
and regional offices at Upstate Medical University, Albany Medical College and The Institute for Family Health.
(716) 816-7225
New York State AHEC System Statewide Office

Fax (716) 845-6899

www.ahec.buffalo.edu

University at Buffalo Department of Family Medicine

77 Goodell Street, Suite 220, Buffalo, NY 14203

www.pcdc.org
Comments on the New York State Delivery System Reform Incentive Program Special Terms and
Conditions from the Primary Care Development Corporation
April 29, 2014
The Primary Care Development Corporation (PCDC) provides these comments as strong supporters of
New York State’s efforts to transform its health care delivery and payment system to make it more
affordable, accountable and effective for all New Yorkers.
Mounting evidence makes it clear that access to quality primary care is central to achieving the Triple
Aim. Given New York’s profound lack of primary care (about 2.3 million lack sufficient access), as well as
historic underinvestment in this sector, strengthening primary care should be a top priority use for the
Medicaid Waiver. We also note that primary care received the greatest number of responses by far
and was ranked as a priority by the greatest percentage of respondents (93%) when NYS DOH
surveyed stakeholders to gauge their priorities early in 2012. [New York State Medicaid Redesign Team
(MRT) Waiver Amendment: Achieving the Triple Aim. Pages 10-11. August 6, 2012- see Attachment A]
In many ways, the current Delivery System Reform Incentive Plan (DSRIP) terms and conditions are more
cohesive than previous iterations of the Waiver. The concept of four interrelated “Domains” is a
rational structure for achieving DSRIP goals for individual Performing Provider Systems (PPS) and for
New York State and CMS. Likewise, the accountability requirements to receive incentive payments will
help ensure DSRIP goals are met in each of the domains.
Over the last several years, New York has emphasized the need to build a strong primary care
infrastructure, and has embraced bold initiatives to strengthen and improve primary care. We believe
the MRT Waiver in its present form needs to reflect these values and priorities more sufficiently.
We make the following recommendations to modify the Special Terms and Conditions and related
Attachments that we believe will re-emphasize primary care in the Medicaid Waiver.
1. Restore Primary Care Technical and Operational Assistance in the Waiver
The Waiver documents released last year indicated $1.25 billion for primary care expansion. Soon
thereafter, funding for capital, health information technology and regional planning initiatives were
disallowed, leaving the Technical and Operational Assistance program as the only targeted investment in
primary care. While it appears that other programs in the waiver were modified, incorporated into
DSRIP, or reduced to accommodate the reduction from $10 billion to $8 billion, the technical assistance
(TA) program, originally budgeted at $305 million, was completely eliminated.
Technical and operational assistance to develop more efficient and effective primary care is critical to
the delivery system transformation New York seeks. Based on our experience as national primary care
safety-net technical assistance providers, there is a significant undersupply of content and process
expertise to help primary care providers undertake the difficult road of transformation. This support
1

would have helped New York State build that TA infrastructure in each the State’s regions, and would
have provided the support for much of the training and TA required to enable the health system
transformation New York is pursuing. We urge restoration of a primary care technical and operational
assistance program in the Waiver.
2. Require a Comprehensive Primary Care Plan of each DSRIP PPS
We are encouraged that the DSRIP attribution model prioritizes primary care, and we recognize that
primary care improvement and integration are key elements of DSRIP projects (in all four domains).
Likewise, designations of Health Professional Shortage Areas and assessments of “system capacity for
primary care” are included in baseline PPS Performance Assessments [Attachment I, IV. DSRIP Project
Plan Requirements/b. Organization of DSRIP Project Plan/ 5) Performance Assessment/ a) and b)].
We are also encouraged that the DSRIP plan requires PPSs to choose at least one project from Domain 2,
sublist A. In sublist A, projects i, ii, and iii appear to have high-performing primary care (PCMH Level 3,
2014 NCQA standards) as a requirement. For projects iv and v (the “Medical Village” projects), it is not
as clear. Both projects require that primary care practices developed as part of a bed closure plan must
be PCMH Level 3, but that could create a scenario where the PPS relies on existing primary care
capacity, even if it is inadequate in capacity or quality.
The situation is similar with Domain 2, sublists B and C, from which PPSs are expected to select at least 1
project. Most of these projects require a strong foundation of primary care, but in most cases, it is not
clear that PPSs are expected to have primary care in sufficient quality and quantity to engage in these
projects.
We can also envision scenarios in which PPSs could include no primary care expansion, even when it is
warranted. The PPSs would select projects iv or v from sublist A and another project from sublists B or C
that does not require primary care.
To emphasize its foundational importance, the DSRIP program should specifically require that each
PPS demonstrate a comprehensive strategy to deliver quality primary care to the PPS attributed
population. The terms and conditions now require that each PPS plan have a comprehensive workforce
strategy. Similarly, each PPS plan should have a specific strategy to ensure that the patients served have
timely access to quality primary care. (Attachment I, IV. DSRIP Project Plan Requirements/b.
Organization of DSRIP Project Plan/ 5) Performance Assessment.)
This strategy should include a baseline assessment of primary care access, capacity and quality. While
HPSA designation is an important baseline measurement of need, it is often inadequate in measuring
true access to primary care. Other factors, such as provider hours of operation and after hours
availability, whether the practice is accepting new patients, and number of practices that are Level 2-3
PCMH (2011 or 2014), should be considered in the assessment.
PPS plans should specify how the PPS will ensure primary care access to the target population. Those
plans should include how the PPS would build, acquire, redesign or collaborate to expand primary care
capacity; how primary care would be integrated into the delivery system, including the PPS governance
structure; how primary care would be reimbursed or otherwise compensated through incentive
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payments; and how clinical and support staff in the primary care setting would be trained in patientcentered models of care.
There have been too many initiatives in the past that assumed a significant role for primary care, only to
have it subsumed and fade into a minor role. Primary care is a foundational element to transformation.
As with workforce, the requirement for a primary care strategy should be explicit in the terms and
conditions.
3. Clarify that Appropriate Primary Care Practices or Networks Can Serve as “Lead Coalition
Providers”
In some cases, a primary care network may be beneficial as a Lead Coalition Provider for a PPS. Indeed,
some high-performing federally qualified health centers have already had considerable success in
achieving DSRIP domains 2, 3 and 4, and have strong relationships with other providers in their service
areas. A strong primary care provider organization serving as a lead would make sense in terms of their
expertise and value to the system. It is often understood that the health system of the future will be
driven by primary care. A PPS that reflects this configuration would send a strong message about where
New York’s health system should be heading. Finally, having several PPSs led by primary care
organizations would allow New York to compare the performance of individual PPS DSRIP projects
across the state based on governance structure.
4. Ensure Integration of DSRIP and the State Health Innovation Plan
The goals of DSRIP/Waiver and New York’s State Health Innovation Plan (SHIP) are similar
(transformation of the payment and delivery system to achieve the Triple Aim), even as DSRIP focuses
on the safety net while SHIP proposes broader systems change. A stated goal of the SHIP is that 80% of
residents receive “Advanced Primary Care.” We are pleased that Domain 2.a.ii requires the PPS to
“Increase certification of primary care practitioners with PCMH Certification and/or Advanced Primary
Care Models (as developed under the NYS Health Innovation Plan (SHIP).” The majority of Medicaid
enrollees attributed to DSRIP PPS plans will be those most in need of Advanced Primary Care. There are
many other elements between DSRIP and SHIP (i.e. payment reform) that should be aligned. We would
recommend that a clear chain of authority for managing these two interrelated initiatives should be
explicitly stated and articulated to stakeholders.
5. Payment Reform Should Begin in Year 1, Should be Accelerated, and Should Prioritize Primary
cCare
While the DSRIP incentive payments provide greater incentive for change than upfront grants, they are
no substitute for Medicaid payments that align with and support DSRIP goals. We are encouraged that
New York State must have a payment reform “roadmap,” for amending Medicaid managed care
contract terms. We believe that the road should be relatively short, and by the end of Year One, New
York should have managed care contracts in place that align with and support a transformed delivery
system. By “frontloading” payment reform, New York can accelerate the pace of change in the delivery
system.
Payment reform must address two issues: the form of payment and its adequacy. Payment reform
should explicitly include alternatives to fee-for service reimbursement; payments that value care
3

coordination, telehealth, group visits, health information exchange and other enabling services; and
increased payment for primary care. Primary care accounts for only about five percent of health care
spending in New York State. We will never achieve true transformation if we continue to undervalue
parts of the system that are essential to improving health and reducing costs. Given the very low base
of current primary care spending, increasing primary care spending to 10% would entail a minor
spending shift while doubling the resources for primary care and, sustaining the key elements of true
Patient Centered Medical Home/Advanced Primary Care.
Conclusion
We believe the Medicaid Waiver represents a historic opportunity to redesign our health care system.
All evidence suggests that strong and sustainable primary care is essential to that effort. We urge New
York State and CMS to consider our recommendations and place the appropriate emphasis on increasing
the quality and capacity of primary care in the final Special Terms and Conditions and related
Attachments.
Thank you for the opportunity to comment.
Contact: Dan Lowenstein, PCDC Senior Director of Public Affairs – 212-437-3942;
dlowentein@pcdc.org
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150 State Street, 4th Floor
Albany, New York 12207
Voice 518-463-1896
Fax 518-463-3364

www.scaany.org
Kate Breslin
President and CEO

To:

Jason Helgerson, Deputy Commissioner, Office of Health Insurance Programs, NYS
Medicaid Director
From: Kate Breslin, President and CEO, Schuyler Center for Analysis and Advocacy
Re:
Comments on New York State DSRIP Attachment I and J
Date May 14, 2014
The Schuyler Center for Analysis and Advocacy (Schuyler Center) is a 142-year-old statewide,
nonprofit organization dedicated to providing policy analysis and advocacy in support of public
systems that meet the needs of people in poverty and disenfranchised populations. Schuyler
Center often works in areas that fall between multiple systems of care including physical, oral and
behavioral health; child welfare; human services; and early care and learning.
Schuyler Center serves as a steering committee member of both Medicaid Matters New York, a
coalition dedicated to advocating on behalf of Medicaid members and Health Care for All New
York, a coalition of 160 organizations dedicated to assuring all New Yorkers have affordable highquality insurance. On behalf of Schuyler Center, I participate in several of the State’s Medicaid and
health-oriented advisory bodies, including Medicaid Redesign Team workgroups, the Medicaid
Evidence-Based Benefit Review Workgroup, the Basic Health Plan Advisory Committee and the
Governor-appointed Behavioral Health Services Advisory Council. For more information about
Schuyler Center and our work please visit our website www.scaany.org
We appreciate the opportunity to comment on New York’s Medicaid Delivery System Reform
Incentive Payment (DSRIP) Program, intended to achieve a 25% reduction in avoidable
hospitalizations and restructure the health care delivery system. Schuyler center applauds the
transparency and accountability built into this waiver, particularly the laudable goals of efforts to
incorporate the Triple Aim: improve patient experience of care (particularly satisfaction and timely
care), improve health outcomes and achieve system efficiencies. We look forward to working with
the State to assure that Medicaid members are at the center of this transformative plan which also
has the potential to shift how all New Yorkers interface with the health care system.
Most of the DSRIP plan is focused on the integration of providers and moving New York toward
value-based purchasing. Although we commend the transparency and accountability of the
DSRIP, our recommendations center on strengthening accountability and transparency; ensuring
genuine, accountable and ongoing consumer engagement and feedback; and ensuring that projects
are a genuine reflection of community needs.
Schuyler Center supports the following aspects of the MRT-DSRIP:
x
x

The goals of the DSRIP plan to direct investments to safety net providers that serve the
Medicaid, uninsured and dual eligible populations
The quality measures as identified in Attachment J, particularly the consumer experience of
care measures (CAHPS) and health disparities

x
x

x

Requirement for Performing Provider Systems to develop plans in collaboration with
community stakeholders and be responsive to community needs (page 8 of Attachment I)
Performance Assessment which includes:
o A community health needs assessment to include health disparities, Health Professional
Shortage Areas, public health concerns. (Page 10 of Attachment I)
o Evidence of regional planning and the inclusion of both health and social system
supports, health system improvements and regional planning issues. (Page 10 of
Attachment I)
o Comprehensive Workforce Strategy (Page 10 of Attachment I)
o Public input (Page 10 of Attachment I).
Quality Committee as an advisory group for DSRIP, inclusive of consumer representation
(page 30 of Attachment I).

Overall: The DSRIP plan provides for consumer and public input but the plan would be
improved with stronger and more specific requirements.
Consumer Engagement and Communication
Medicaid managed care already presents challenges for many members. It is not clear how
Medicaid consumers will influence the development of, learn about, and understand Performing
Provider Systems. It is likely that there will be confusion regarding what is expected or what
consumers need to do to engage with the health care system differently. We recommend a series
of consumer information meetings to educate Medicaid members about this new program;
allowing them time to understand the new program so they are prepared to participate in
community needs assessments, regional planning or other public input opportunities. The state
should not wait until there are designated PPS before engaging Medicaid members in this process
but rather start immediately so they may have the opportunity to contribute to the process.
The health care system is difficult to navigate and even a ‘seamless’ transition is often not as
seamless as hoped. Although the intention of DSRIP seamlessness for Medicaid members, this
type of transformative delivery practice, together with co-occurring changes in New York’s health
care delivery, payment and coverage systems, may have the unintended consequence of causing
confusion, anxiety and distrust among Medicaid members. Medicaid members may need support
to navigate the health care delivery system, and they need information to start.
Recommendation: The State should implement a strategic plan to share information with
Medicaid members about the DSRIP plan, how it will impact them, ways they can share their
feedback about what is working and what is not and have several statewide consumer meetings to
answer questions. Materials should be developed in multiple languages. This should be in
addition to the already incorporated requirements for the developing Performing Provider
Systems to engage their community stakeholders. It is unrealistic for DSRIP to truly work without
engaging Medicaid members in the process of both shaping and using the delivery care system
more efficiently.
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Governance
Attachment I expects a PPS to identify a governance structure that primarily engages the lead
provider and partners of the PPS and workforce representation but not consumers.
Recommendation: Schuyler Center recommends that the governance structure of PPS include
representation from community-based providers that may or may not be a partner in the PPS and
from consumers, much the way Boards of Federally Qualified Health Centers have consumer
representation (Page 12 of Attachment I).
Quality Measures
As stated above, one of the strengths of the DSRIP plan is the collection and monitoring of
important metric based on consumer experience of care and disparities. Important pieces of
information are missing from what is collected:
1) Attachment J does not appear to have a measurement to track health care delivery, outcomes
and access to people with limited English proficiency;
2) Physical access: people with physical disabilities often cannot access health services they need.
DSRIP is an opportunity to assure all health facilities are accessible for all people. New York needs
a physically accessible health care infrastructure that includes the physical plant of the building as
well as necessary physically accessible diagnostic and treatment equipment. This is an essential
piece of improving health disparities and it will not happen until the state requires it and starts to
measure and track it. The state should measure the physical access challenges of all providers in a
PPS and measure how the providers improve access.
3) People with developmental disabilities: people with developmental disabilities are largely
invisible in the DSRIP plan. While the number of people who have developmental disabilities as a
share of those covered by Medicaid is small, it is a population that often has limited access to care.
The health care system as a whole needs to better address the needs and be accessible to this
population. In addition to the physical access barriers noted above all providers should be trained
in delivering services to people with disabilities.
Recommendation: Add quality measures that track how DSRIP projects reduce disparities to
people with limited English proficiency, physical access, and people with disabilities
Workforce
The DSRIP project plan must include a comprehensive workforce strategy including the
employment levels, wages and benefits, and distribution of skills (page 10 of Attachment I). This
section should explicitly include the use of non-licensed providers such as community health
workers and peers and how they may fit into the workforce strategy.
As the health care delivery system becomes more efficient the use of non-licensed community
health workers and peers will become increasing important. PPS should count them in their
3

workforce evaluations and determine how best to educate and employ them. Expanding the use of
community health workers will be pivotal to helping Medicaid members use the health care
delivery system differently and for those members who do not qualify for care management,
community health workers could be a pivotal role in helping them engage in their own care and
answer important questions.
Community health workers are particularly important for Medicaid members with limited
English-proficiency and racial and ethnic minorities reaching them in linguistically and culturally
appropriate ways. Community health workers are an important piece of the PPS workforce and
should be resourced under the DSRIP plan.
Recommendation: Include Community Health Workers and the use of peers in the PPS workforce
strategy and in workforce milestones (page 8 Attachment J).
Evidence of public input
Section e of the Performance Assessment of Attachment I requires documentation regarding how
PPS collaborates with local departments of public health, public stakeholders and consumers. To
strengthen this process, we supports the State’s proposal to require PPS to maintain a website that
would include public comment opportunities (page 11 of Attachment I).
The DSRIP plan builds in opportunity for consumer and public engagement and it will be essential
to ensure that this is implemented in a meaningful manner, with PPS actively engaged in
publicizing when and how such feedback can happen. Some PPS may need to be creative
regarding how to solicit this engagement, for example, in rural areas of the state and communities
where language and transportation barriers may present special challenges. Ensuring that pubic
stakeholder and consumer feedback is genuine is essential to making sure the DSRIP plan is truly
accountable and transparent.
Recommendation: Schuyler Center strongly recommends the state require PPS to maintain a
website with contact information in multiple languages, available public comment opportunities
with multiple ways to collect such feedback and an overview of what was received, how it
informed their final projects.
Mid-point Assessment
The DSRIP Project Plan Review Process calls for a mid-point assessment (page 23, Attachment I).
In addition to assessing the quantitative benefit of the project to Medicaid and uninsured health
outcomes (page 24, v., Attachment I), Schuyler Center recommends that consumer feedback be
solicited along with a public stakeholder comment period. This mid-point assessment time is a
good time to assure that consumer and public input is ongoing and that there are expected touch
points in the DSRIP project when this will occur. The State and independent assessor can use this
feedback as part of the assessment process.
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The assessment will also evaluate the governance structure and how it is working (page 24, vi.,
Attachment I). This is another opportunity to see how the PPS incorporates the input of consumer
and consumer advocates in the decision making of the PPS.
Recommendations: Require each PPS to engage in a community stakeholder and consumer
feedback as part of the mid-point assessment. Information from consumers should include how
they perceive the benefits of the DSRIP projects, satisfaction with communication, engagement,
timeliness of care, access to the specialists, case managers, and specialists, social support services,
how they can get questions addressed and when appropriate decision making.
Reporting Requirements and ongoing Monitoring
The state will be publishing quarterly project updates which shows available data that reflects the
progress on metrics. Schuyler Center expects that metrics capturing health disparities and
consumer experience regarding timely care and satisfaction will be part of what will be made
available. We also recommend that the metrics are broken up by age, race, and gender.
Recommendation: Published measures and progress indicators should include measurements that
track disparities, and are broken out by age, race/ethnicity and gender.
Quality Committee
As stated above, Schuyler Center supports the use of the Quality Committee as an advisory group
to DSRIP. We recommend that in addition to providing feedback on the attribution model,
selection metrics, and target goals that this group also look at timeliness of care, patient
satisfaction, and disparities data to help shape measures that may get at these issues.
Recommendation: Use the Quality Committee as another vehicle to include consumer
representation and tracking of measures that reflect the impact DSRIP projects have on Medicaid
consumers particularly on their care experience and satisfaction and tracking disparities.
Thank you for the opportunity to provide comments on New York State MRT-DSRIP Program,
Attachments I and J.
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May 14, 2014

Mr. Jason A. Helgerson
Deputy Commissioner, Office of Health Insurance Programs
Medicaid Director
New York State Department of Health
Corning Tower, Empire State Plaza
Albany, NY12237
Transmitted electronically to: dsrip@health.state.ny.us
Dear Mr. Helgerson,
These comments are submitted in response to the Department’s request for comments concerning
Attachment I and Attachment J of the New York State Section 1115 Medicaid waiver. Our previous
comments, submitted in response to the proposed Special Terms and Conditions, appear not to have had
any effect. Hopefully, the same fate will not befall these requests.
We represent the employees who work at public hospitals, mental health facilities and in services for the
developmentally disabled. We ask that you consider our concerns and recommendations for them and for
their patients as you work to implement your waiver agreement with CMS. Labor/management
collaboration should be recognized in all domains of Attachments I and J, tied to the scoring (project
value index) and award amounts allocated to proposed projects. In your waiver extension application
submitted to the CMS, workforce planning and labor/management collaborations were listed as key
components of DSRIP applications; to date, no such recognition has been given in the Special Terms and
Conditions, these Attachments, or any other documents intended to guide applicants. We have written—
and here reiterate—that labor unions which represent health and mental health service employees should
be active participants in the planning and implementation process of the DSRIP projects.
In addition, New York State's implementation of its section 1115 waiver extension must ensure that
public hospitals receive their fair share of the waiver funds, and especially that preference is given to
those hospitals that currently serve a large number of Medicaid patients. We ask that you consider a
scoring system that encourages public hospitals to maintain their public service mission. Attempts to
change the business model of safety net hospitals—the parties actually serving your beneficiaries—should
not, in the end, undermine those institutions.
Thank you for your immediate attention to our concerns and recommendations. We look forward to
meeting with you in the near future to further discuss the Medicaid Waiver and the role our members will
play in any proposed transformation of our safety net health care system.
Very truly yours,

President, NYS Public Employees Federation

With regard at Attachment I, we would like to make these points:
(NY DSRIP Program Funding and Mechanics Protocol)
pg. 2, Definition of DSRIP Performing Provider Systems, assessment of safety net provider status: The
definition of safety net provider status here is less precise than others in waiver material, more susceptible
to subjective information (“other available information…”). Your definition should be limited to
organizations that have substantial responsibility for uninsured, Medicaid and Medicaid managed care
patients.
C, DRSIP Beneficiary Attribution Method: attribution of the beneficiary to only one performing
provider system creates an artificially narrow network, an outcome more limiting and arbitrary than those
networks involved in managed Medicaid services and in the developing health exchanges.
The DSRIP Beneficiary Attribution Method should mimic that associated with Medicare’s attribution of
patients in Accountable Care Organizations, namely, they should be accounted for in a manner which is
“invisible” to the patient, and which does not limit the patient’s access to services.
III. Projects, Telemetric and Metric Targets: Omitted entirely in this section is any mention of the
welfare of individual patients. The proposal indicates that the projects will be “responsive to community
needs and the goal of system transformation.”
We suggest that these projects must be, first and foremost, responsive to the needs of patients in the
communities served, and to individual patients whose care may otherwise be disrupted through the
arbitrary directives of this program. Even a statement of the importance of individual patient and clinical
outcomes would help.
IV. DSRIP Project Plan Requirements, number ten, governance. The credible execution of the
projects described is difficult to envision, success hard to define. Therefore, the proposed evolution of
these Performance Provider Systems into “a highly effective integrated delivery system” should be
resisted; this is a level of complexity which is unnecessary for your purposes, suggesting a mandate which
goes beyond both federal and state statute.
V. Project Valuation Step One, Calculating Project PMPM. The limitation on the value of the
projects on the basis of per member per month funding of $15 is entirely arbitrary, without reference to
any basis or evidence.
In the absence of evidence, this goal should be restated as a hypothetical, tentative, interim goal, pending
the development of evidence that would link per member per month valuation and particular projects. At
such time as additional evidence is offered, it should be based on patient and clinical experience, not an
arbitrary “top down” limit. These comments apply to the remainder of the calculations (through page 18)
concerning “project value,” as all of them are dependent on arbitrary judgment, free of evidence grounded
in clinical or organization experience.
VI. DSRIP Project Plan Review Process, ii Independent Assessment: The characteristics of the
independent assessor are not noted, only that the “State must identify” such an independent assessor. In
fact, the definition of independent assessor should be straightforward, namely, an individual or
organization with no existing commercial ties to any of the applicants, nor any existing commercial ties
for similar work with the State.

With regard to Attachment J, we would like to make these points:
Attachment J – NY DSRIP Strategies, Menus and Metrics. In general, this section proposes that the
State outline projects for local evaluation, that the State develop guides to review the “approvability” of
those projects, and that the State subsequently give such approval. This is entirely backward or, more
accurately, upside down. Great deference should be given to projects developed at the local (community,
institutional) level, with “approvability” dependent on the conformity of such plans to demonstrated local
need, not on public health or policy theory, or State predisposition. Notwithstanding this general
objection, the following notes are offered in response to the specific “strategies, menu and metrics.”
Domain 2 System Transformation Projects, Page three: The general objection to Attachment J applies
emphatically to this section. There is nothing inherently valuable about any of the Tasks (“create
integrated delivery systems…”) outlined here. Indeed, the meanings of many of these words and theories
have changed. “Integrated delivery systems” five years ago meant doctors and hospitals acting in concert;
its meaning is unclear now. Moreover, most if not all of these proposals have yet to demonstrate evidence
in terms of improvement of patient care services, including their quality or cost. For example, “increase
certification of primary care practitioners at PCMH” has been demonstrated to increase reimbursement to
family physicians, but has yet to demonstrate merit for patients, cost reduction, or other desirable endresults.
In summary of Domain 2, these projects suggest that top down, central planning, in the absence of the
specific characteristics of the local care delivery system, should prevail. This is indefensible, in the face
of this MRT reality: these waiver “savings” should be used to repair the financial damage associated with
managed Medicaid (underpayment to doctors and hospitals in managed Medicaid programs). This was
done with public hospitals in California, and in the section 1115 waiver in Texas. If this cannot be the
goal of New York, CMS should intervene.
Domain 3 “Clinical Improvement Projects”: We support the inclusion of consideration for behavioral
health in all projects. At the same time, our earlier observations are repeated here, that the top down
planning for such inclusion will be inherently inefficient, that planning based on sloganeering will be
ineffective, and that, in the end, dissipation of funds through central decision-making will lead to inequity.
Here is an example, concerning cardiovascular health. The only entry in this section which cites any
evidence or literature is a link to yet another governmental planning exercise. Nowhere is any peer
reviewed material concerning cardiovascular health referenced, only, to the contrary, a federal
government “campaign.”
Even more serious, the “system transformation metrics” in Domain 2 posit a “Measures Steward” which
refers to commercial products (3M) not otherwise disclosed or discussed in any of these materials. When
materials are referenced that are public—for example to AHRQ—no notation or citation is given which
would allow the reader or applicant to access the proposal, or evidence for its support. A more accurate
job is done in identifying NCQA standards and sources, for behavioral health, but for example the
Measures Steward for palliative care (“NYS”) has no traceable source.
Finally, in Domain 4, page 16ff, the measures required have no apparent basis in any analysis, and only
the most general basic (SPARCS, Vital Statistics) references to source. The entirety of Domain 4 suffers
from imprecision in definition, inattention to demonstration of the relevance of the measurement to
improvement in public health, lack of linkage to any peer reviewed or well-accepted evidence. It appears
to be a listing of hypotheses concerning “health reform.”

In summary, the four domains have as their apparent premises:
(1) That the State’s development of projects is a strategy superior to community-based planning;
(2) That espousing “evidence-based medicine” does not require reference to any actual evidence or
literature which would provide same; and
(3) That funds generated through underpayment of doctors and hospitals should be devoted to any
projects other than repair of the resulting financial compromises to providers; and
(4) That the State’s role as offerer, evaluator and overseer of these projects does not contain
obvious conflict.
We reject all of these premises.

Comment regarding DSRIP Project Toolkit, Clinical Improvement Project 3.e.i HIV/AIDS
New York City has the largest population of injection drug users (IDUs) in the US, estimated to
number 40,000-120,000, based on the 2009 National HIV Behavioral Health study’s sample of
NYC residents.1 According to the New York City Department of Health (NYCDOH), 9% of new
HIV diagnoses in 2008 were attributable to injection drug use 2 – markedly lower than the 15%
rate for the US as a whole.3 The estimated HIV incidence among IDUs in NYC decreased from
3.6/100 person-years at risk (PYAR) in 1991 to 0.3 PYAR in 2008, a decline “largely based on the
success of sterile syringe access programs,” according to NYCDOH.4 The CDC summarizes that,
“[g]iven the number of Syringe Exchange Programs (SEPs) providing preventive health services,
as well as provision of sterile syringes, these programs contribute to a comprehensive approach
to the prevention of HIV and other bloodborne infections among IDUs.”5 Evidence of the
effectiveness of SEPs in reducing new transmission of HIV is voluminous.6,7,8,9 Not only do SEPs
reduce incidence of new HIV infection among IDUs, but also among the sexual partners of IDUs.
Considering this evidence base, it is surprising that the DSRIP Project Toolkit released on April
28, 2014 makes no mention of syringe exchange programs being integrated into Preferred
Provider Systems’ (PPS) network of service providers, nor mentioned as integral to Centers of
Excellence Management for HIV/AIDS (including HCV), as described in the toolkit under Clinical
Improvement Project 3.e.i HIV/AIDS.
In consideration of the evidence, candidate Performing Provider Systems that choose to
undertake Clinical Improvement Project 3.e.i HIV AIDS should be encouraged by NYS DOH to
include SEPs in their provider systems. Without such guidance, lead PPS organizations unaware
of the evidence of the effectiveness of SEPs in preventing HIV transmission are more likely to
neglect these providers who have established trust and rapport with a traditionally hard-toreach high-cost population at elevated risk for HIV and HCV infection. (A mention of syringe
exchange programs could be accompanied by a parenthetical note that such services are
funded by NYS DOH AIDS Institute grants with State-only funds and not Medicaid.)
Submitted by:
The New York Academy of Medicine
May 14, 2014
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Good afternoon.
We are writing on behalf of Visiting Nurse Service of New York (VNSNY) and MJHS, the two largest
providers of home and community based care in metropolitan New York. We respectfully request your
consideration of requiring that Medicaid Managed Care Organizations that contract with DSRIP
Performing Provider Systems (PPSs) reimburse for home health services provided through Certified
Home Health Agencies (CHHAs) participating in the DSRIP PPS on an episodic basis, as has been the
state's policy for CHHA services for the past several years. This requirement would provide consistency
and standardization of in-home post-acute and sub-acute care for patients needing these home health
services when they are most vulnerable.
Please do not hesitate to contact either of us with any follow-up questions or comments.
Thank you.
Judy Duhl, SVP Government Affairs, VNSNY
jduhl@vnsny.org<mailto:jduhl@vnsny.org>
Jeannie Cross, VP Governmental Affairs, MJHS
jcross@mjhs.org<mailto:jcross@mjhs.org>
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