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Good day,
My name is Jane Ginsburg, I am the Executive Director of the Coalition of New York State
Alzheimer’s Association Chapters. This testimony was developed in coordination with Dr.
Anafidelia Taveres, Director of Programs for the Alzheimer’s Association, New York City
Chapter.
I would like to begin by applauding NYS Department of Health for its commitment and support
for reforming Medicaid in New York State.
The Coalition of New York State Alzheimer’s Association Chapters is the leading statewide
organization advocating for all New Yorkers affected by Alzheimer’s disease and dementia.
Our mission is to eliminate Alzheimer’s disease through the advancement of research; to
provide care and support for all affected; and to reduce the risk of dementia through the
promotion of brain health. We are members of Medicaid Matters and are deeply concerned
that all New Yorkers facing Alzheimer’s are able to receive the assistance they need to aid
their care planning and best health possible to avoid crises, unnecessary hospitalization and
premature skilled nursing facility placement.
Approximately 390,000 people in New York State have Alzheimer’s disease and this figure is
expected to grow by 20% in the next decade. Caring for these loved ones can take a severe
emotional, physical and financial toll over a period of years, and yet over 1 million people in
New York provide this necessary, but unpaid, care each year.
Alzheimer’s has been cited as a public health crisis by the Centers for Disease Control as the
rates of Alzheimer’s continues to skyrocket, as does the aggravated healthcare costs of
caregivers. Last year, New York spent $4.2 billion Medicaid dollars just caring for those with
Alzheimer’s -- Medicaid payments for people with Alzheimer’s are 19 times greater than
average Medicaid payments for dual enrollees.
The Alzheimer’s Association is the leading voluntary health organization in Alzheimer’s
advocacy, research and support. We face this public health challenge head on by providing
interventions that address the continuum of care and avoiding crises. Each of the Coalition’s
seven statewide chapters provide comprehensive, free education, care and support to all New
Yorkers affected by Alzheimer’s and other dementias through the years of disease progression
through our in-person and online support services and programs for caregivers, healthcare
professionals, and the public.
Topics are many, and include the impact of diagnosis, early warning signs, health and advance
care planning and the importance of individual health and respite. We have a diverse and
multilingual staff of specialists and master’s-level clinicians that can work with New Yorkers in
need, in person or over the phone and through our free 24/7 Helpline.
We advocate for the needs and rights of those facing Alzheimer’s disease, helping to educate
policymakers on the Alzheimer's crisis and engage them in our efforts to fight the disease and
its many ramifications on the person, the family, the community and the state.
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Finally, as the world’s largest nonprofit funder of Alzheimer’s research, the Alzheimer’s
Association provides funding for critical advancements to bring us closer to our vision of a
world without Alzheimer’s.
We appreciate the opportunity to testify today on DSRIP. We recognize and support the critical
work of the Department of Health in its capacity to provide health related care and
reimbursement for the state’s most vulnerable New Yorkers.
Alzheimer’s disease is the sixth-leading cause of death in the United States and the fifthleading cause of death for those 65 years and older. It kills more people than breast and
prostate cancer combined. Those diagnosed and their caregivers consistently, and not
surprisingly, rate their emotional stress as high or very high. About 40 percent of family
caregivers suffer from depression.
Alzheimer’s is also a leading cause of disability and morbidity and a huge driver of costs for
Medicaid and Medicare. Those with Alzheimer’s disease and other dementias have three times
more hospital stays, skilled nursing facility stays and home health care visits than other older
people. Further, a recent study found that 1 in 4 hospital stays for a person with dementia was
avoidable. These hospitalizations, often for diabetes complications and hypertension, could
possibly be prevented through proactive care management in the outpatient setting.
Fiscal data on people with dementia and other co-occurring chronic conditions echo the same
pattern. Those with Alzheimer’s face 81% higher costs when they also have diabetes, 61%
with heart disease, 53% with cancer and the list goes on. As such, the available research
supports that dementia would be an important target for value based payment reform
strategies and as the leading statewide organization representing New Yorkers facing
Alzheimer’s, the Coalition of New York State Alzheimer’s Association Chapters is poised to
become an important partner and community provider resource.
By 2030, the segment of the population age 65 and older will increase substantially and older
Americans will make up approximately 20% of the total population. The progression of
Alzheimer’s disease is slow and debilitating and causes the body to break down, requiring
more and more costly medical services. Age remains the biggest risk factor for Alzheimer’s
and without a cure or robust treatments on the horizon the number of older Americans with
Alzheimer’s will continue to grow rapidly and so, too, will the number of New Yorkers who will
rely on the critical services provided by Medicaid.
DSRIP, New York’s $8+ billion Medicaid-funded program designed to reduce avoidable
hospital use by 25% in five years, is supposed to be changing the way health care is paid for
and delivered and advance the “Triple Aim” of better care, better health, and reduced costs.
Through its Performing Provider Systems (PPSs), New York State mandated Medicaid
providers and community-based organizations (CBOs) must form integrated delivery networks
as a condition of receiving DSRIP funding. However, many PPSs efforts to meaningfully
engage and develop partnerships with community and provider resources has been lacking.
From the start, NYS DOH prioritized the needs of health systems over the needs of consumers
and while CBO’s were engaged, the needs of some of New York’s most frequent flyers were
not considered. Further, some of the partnerships formed for DSRIP seemed motivated by
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funding rather than of a sincere desire to engage in a collaborative and transformative process
for the best health of all New Yorkers.
CBOs that have the best understanding of the lived realities, social service needs and medical
needs of consumers have often been sidelined in the DSRIP conversation. CBOs were not
empowered to conduct meaningful community health needs assessment and strategic
planning early enough in the process and are several steps behind in meaningfully engaging
new care models. Most notably, organizations like the Alzheimer’s Association were invited to
the table as an afterthought and inconsistently, though we are the experts in providing care to
some of the highest utilizers of Medicaid and Medicare. Many of our statewide staff have
participated in DSRIP roundtable discussions but we encourage NYSDOH to reconsider “must
haves” at the regional tables to ensure all New Yorkers’ needs are met and addressed.
Social determinants of health like race, income, education levels are powerful predictors of
poor health outcomes for a host of chronic conditions, including dementia. African Americans
are diagnosed with Alzheimer’s at two times the rate of their white counterparts; Latinos are
diagnosed at 1.5 times the rate. In partnership with the Department of Health, New York State
Alzheimer’s Association chapters are developing new programs and expanding services in
underserved and under resourced neighborhoods throughout the state.
Key drivers of avoidable emergency room visits and avoidable hospitalizations are inextricably
linked to social determinants of health like race/ethnicity. For safety net medical providers that
take care of higher proportions of low income, uninsured, underrepresented minorities’ poor
health outcomes will persist despite the quality improvement gains achieved by the PPSs. As
such, failure to address social determinants of health in an explicit way will result in lower
reimbursements--chronically underfunding health systems already taking care of New York
State’s sickest and most vulnerable New Yorkers and leaving. This ripple effect results in lack
of access to appropriate housing, home based care, and other health services or other drivers
of avoidable hospitalizations and emergency room visits for people with dementia.
The Coalition urges NYSDOH to address the undeniable role Alzheimer’s disease and
dementia play in our Medicaid system and likewise recognize the role that social determinants
of health plays in population health strategies moving forward. These factors must influence
the guidance the Department gives to PPSs and encourages reimbursement and value based
payment criteria to be modified to consider the needs of the New Yorkers with Alzheimer’s and
dementia - some of the state’s most vulnerable citizens - and the effect their ongoing care will
have on our state’s fiscal and public health.
Thank you again for the opportunity to present testimony today.
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Comments for PAOP on DSRIP Midpoint Assessment
January 31, 2017

The Community Health Care Association of New York State (CHCANYS) appreciates the opportunity
to submit these comments on to the Project Advisory and Oversight Panel on regarding the experience
of federally qualified health centers (FQHC) in DSRIP. CHCANYS is supportive of the overall goals of
DSRIP and its recognition of the need for a transformed health care system in New York—one that
sustains and enhances our primary care foundation and shifts away from the historic emphasis on
inpatient care. All 68 of New York’s FQHC are in one or more Performing Provider System (PPS)
Network, and many actively participate in PPS governance, including finance and clinical boards.
Health centers are extremely engaged in numerous DSRIP projects and have played a central role in the
development and implementation of projects that drive transformation.

CHCANYS is dismayed that much of the information shared in both the Midpoint Assessments and the
Primary Care Plans was high level and did not include information reflecting FQHCs or other
community-based partners’ experience in their PPS networks. We continue to urge the PAOP to seek
detailed information from the PPS leads on how they have supported and enhanced primary care and
implemented primary care-focused projects, including information on their meaningful engagement with
community based providers, and ensuring adequate flow of funds to these providers.
Need for Definition of “Partner-Type” Categories

The success of DSRIP is reliant on meaningfully integrating PPS community partners into all aspects
project planning and implementation and leveraging partners’ expertise. Accordingly, PPS projects
should not be focused on replicating services or advancing a PPS lead’s particular business strategy, but
should build off existing capabilities for providing community-based primary care. There is no way to
tell from the Midpoint Assessment Reports, however, whether or not this is happening. The reports rely
on broad categories of “partner-types” without defining what types of providers are included in this
term. Of particular concern to CHCANYS the lack of nuance in the “clinic” category, which, based on
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a chart in a DOH presentation from 2014,1 appears to include FQHCs and all other diagnostic and
treatment centers and does not distinguish between hospital-based clinics or community-based clinics.
A PPS lead that is partnering primarily with its own D&TC, behavioral health, long term care, and/or
substance use disorder providers would present in these reports as engaging a variety of partner types
even though the DSRIP projects and funds are actually contained within one parent institution. Without
a more nuanced understanding of the specific providers in each provider type – and specifically whether
or not the provider-type is an affiliate of the hospital lead- it is difficult to truly assess the extent to
which PPS leads are engaging with all their network partners and whether the funds are flowing beyond
the four walls of the lead institutions. CHCANYS strongly recommends that the PAOP further develop
definitions to reflect whether the members of each type are community-based, hospital affiliated or
private and include these definitions in reports going forward.

Funds Flow

This lack of specificity about partner-types obscures information about funds flow. According to the
Independent Assessor’s reports, hospitals have received 30% of all DSRIP funds, PMOs have received
41% and clinics have received only 7.5%. As noted, the clinic category does not distinguish between
community-based clinics such as FQHCs, and hospital-based clinics, so it is difficult to determine how
the funds have flowed to non-hospital based clinic partners.

In collaboration with other community-based providers, CHCANYS developed a brief survey regarding
funds flow in DSRIP which we recently distributed to our members. We continue to collect and analyze
responses, but it is clear from preliminary results that participating in DSRIP has been costly and time
consuming for FQHCs and that funds from PPS leads have not covered the cost of participation to date.
Almost half of respondents reported that they participate in more than one PPS with overlapping and
potentially conflicting requirements. Survey respondents indicated they had spent on average more than
$500,000 during the planning process, and over 70% of respondents reported they had not been fully
compensated for their expenditures. While specific FQHC experiences in PPS networks vary, on
average, respondents reported that only 54% of their DSRIP-related expenses have been covered to date.
1

https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/docs/a4p_pct_ss.pdf (page 7)
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DSRIP costs are beginning to shift from planning-related to service-related as project implementation
ramps up and providers are being asked to provide enhanced services to potentially high-cost patients in
their PPS. Just 23% of FQHCs anticipate that all DSRIP related expenses will be covered by their PPS
and over three-quarters anticipate losing money due to their participation in DSRIP. The PAOP should
seek additional information from PPS leads regarding the funds that have been directed to FQHCs and
other community-based providers and ensure that providers are adequately and timely compensated for
their role in DSRIP, especially when this participation contributes to positive patient outcomes and
meeting performance metrics.

Having a meaningful role in PPS governance amounts has a positive effect on the likelihood that an
FQHC will receive adequate payment for their work in DSRIP. One third of FQHCs reported that they
had been meaningfully involved in setting payment amounts in at least one of the PPS networks in
which they participate and nearly a quarter reported meaningful involvement with all of their PPS
networks. Those FQHCs who are meaningfully involved in all their PPS networks were twice as likely
to report that their DSRIP expenses had been fully covered. Ensuring that FQHCs are able to participate
in PPS governance is critical to ensuring that funds are made available to them.
CHCANYS supports New York’s efforts to transform the healthcare delivery system through DSRIP
and is pleased that the State has recognized the importance of expanding access to comprehensive,
community based care- a model that FQHCs have relied on for over fifty years. We urge the PAOP to
ensure that the work of FQHCs, and other community-based safety net providers, is appropriately valued
throughout the DSRIP project assessment and implementation process.
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NYS Department of Health DSRIP Mid-Point Assessment Public Comment Day
Housing Works Testimony
January 31, 2017
Members of the DSRIP Project Approval and Oversight Panel and representatives of the New York State
Department of Health, my name is Jillian Faison, thank you for the opportunity to testify on behalf of
Housing Works as the organization’s Director of New York Advocacy. Housing Works is a healing
community of people living with and affected by HIV/AIDS. Our mission is to end the dual crises of
homelessness and AIDS through relentless advocacy, the provision of life saving services, and entrepreneurial
businesses that sustain our efforts. Housing Works is also part of the Community Care of Brooklyn
Performing Provider System (PPS) and the Mount Sinai PPS.
Housing Works strongly supports the State’s Medicaid Waiver process and on May 4, 2016, submitted
testimony at the hearing on the NYS Medicaid 1115 Waiver to highlight the ways in which the Delivery
System Reform Incentive Payment (DSRIP) Program has already removed silos, achieved progress toward its
goals, and strengthened the State’s ability to meet our historic goal to end our HIV/AIDS epidemic by the
year 2020.
Today, we reassert our support for the State’s healthcare reform process, and we applaud the NYC PPSs for
their adoption and collaboration on HIV projects to advance the State’s Ending the Epidemic (ETE) goals.
Housing Works remains deeply concerned, however, that PPSs outside New York City did not adopt HIV
projects because the payment system did not incentivize this critical work.
We must also highlight our concerns that the mid-point assessments show a lack of attention to Substance
Use Disorders (SUD), particularly outside of NYC in regions hard-hit by the State’s growing opioid epidemic.
DSRIP PPSs, and the assessment process, must more effectively address SUD if we are to effectively combat
the State’s opioid, HIV, and hepatitis C epidemics.
The DSRIP mid-point assessment process shows a lack of engagement with SUD providers. Out of the
approximately 1,000 providers statewide who completed the mid-point assessment survey, only 10% of
respondents were SUD providers. It is unclear whether SUD providers from across the state failed to
respond to the mid-point assessment survey, or if there are major gaps in engagement with SUD providers in
certain areas of the state. We must encourage PPSs from all regions of the state to engage local SUD
providers. The mid-point assessments also relied too much on self-reporting and did not provide clear,
independent analysis of PPS performance related to SUD, or specific recommendations to improve
behavioral health projects related to SUD. Also of concern is the fact that the mid-point assessments indicate
that approximately 70% of DSRIP funds have been retained by the hospitals that serve as PPS leads and their
Project Management Offices (PMOs), since this means that only a small fraction of DSRIP funds have been
available to additional providers in the PPSs, including SUD providers. Without clearer guidance and a call to
action from the DSRIP Project Approval and Oversight Panel and representatives of the New York State
Department of Health, it will be difficult to realize the potential of DSRIP to coordinate an adequate
response to the State’s opioid epidemic
Housing Works recommends that DSRIP Project Approval and Oversight Panel should consider additional
recommendations around SUD provider engagement. On behalf of Housing Works, I thank you for the
opportunity to testify at the DSRIP Mid-Point Assessment Public Comment Day.
Respectfully submitted,
Jillian Faison
Director of NYS Advocacy
Housing Works, Inc.
57 Willoughby Street, 2nd Floor
Brooklyn, NY 11201 - j.faison@housingworks.org
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From: Aman Nakagawa [mailto:anakagawa@health.nyc.gov]
Sent: Wednesday, February 01, 2017 9:30 AM
To: doh.sm.mrtupdates <mrtupdates@health.ny.gov>
Subject: Comments from the NYC Department of Health & Mental Hygiene and RPC PPSs on the Midterm Assessment
ATTENTION: This email came from an external source. Do not open attachments or click on links from unknown senders or
unexpected emails.

Dear MRT Team:
On behalf of the NYC Department of Health and Mental Hygiene (DOHMH) and the PPSs in NYC, we thank you for the
opportunity to provide feedback on the Midpoint Assessment reports.
DOHMH reviewed the January 2017 final Midpoint reports and recommend the following strengthen the document from
a behavioral health perspective:






In documentation submitted with quarterly reports, few PPSs outline a plan to achieve 80% Value-Based
Purchasing (VBP) across the network by year five of DSRIP. Few PPSs indicated that partner education and
training is being directly provided to their networks. One PPS shared its own training handbook to support
trainers in the implementation of a corresponding online interactive VBP course. We recommend that PPSs invest
this level of effort with their networks to expand applicability of VBP arrangements to CBOs and small
providers.
Additionally, the assessment found that many PPSs implementing Domain 3, subproject 3.a.1, did not include
substance use into their conceptualization of integrated care. Doing so excludes persons with co-occurring
disorders who can benefit from treatment. We recommend that, going forward, the PPSs include substance use in
their 3.a.i implementation work.
Finally, we would like to recommend that the State encourages PPSs implementing Domain 3, subproject 3.a.1to
include and fully utilize all of the providers in their networks in implementing integrated care.

Additionally, during the January 18, 2017 Regional Planning Consortium (RPC) PPS Steering Group meeting, PPS
members agreed to complete an anonymous survey on the Midpoint reports. They were informed that DOHMH will
share their feedback with the NYS Department of Health during the public comment period on 1/31/2017.
The following areas were assessed:
Benefits:
 PPSs felt that the Midterm Assessment helped confirm that PPS efforts were on track based on data that was
submitted. Feedback was perceived to be unbiased and helped understanding of the evaluation of the Independent
Assessor. They felt that the Committee Meeting was productive and valuable and highlighted areas for
improvement.
Challenges
 PPSs felt that there were minimal or no benefit to the Midterm Assessment and that it did not include information
that was new or helpful to their efforts. Questions about funds flow were inconsistent. They felt that the partner
survey from the State Department of Health was not well-aligned with project implementation. Additionally, they
felt that the process was time consuming with too much paperwork and resources dedicated to responding.
Suggestions for improving future PPS assessments
 PPSs suggested that the review criteria for projects was not objective and that it would have helped to have
knowledgeable stakeholders to focus on key areas for improvement. Finally, they suggested that additional
context on the source and limitations of supporting data be provided to PPSs.
Thank you for your consideration of our comments, and we appreciate the opportunity to contribute our unique
perspective in the development of New York State’s transformation to value-based payment
1

Sincerely,

Division of Mental Hygiene
New York City Department of Health & Mental Hygiene

Aman Nakagawa, MS, LMSW, CTTS
Director, Health Integration Policy
NYC Department of Health & Mental Hygiene
Bureau of Systems Strengthening & Access
Gotham Center, 42-09 28th Street, WS-19-63
Long Island City, New York 11101
Telephone: 347-396-7914

Sent from the New York City Department of Health & Mental Hygiene. This email and any files transmitted
with it may contain confidential information and are intended solely for the use of the individual or entity to
whom they are addressed. This footnote also confirms that this email message has been swept for the presence
of computer viruses.
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Thank you for the opportunity to comment on the DSRIP Mid–Point Assessment reports and
recommendations. The Health and Welfare Council of Long Island (HWCLI) is a non-profit member
organization serving the interests of the poor and vulnerable people on Long Island and is currently
involved in both the Suffolk Care Collaborative (Suffolk County) and the Nassau Queens Performing
Provider System. HWCLI is a member of the Steering Committee and an active participant in Medicaid
Matters New York.
HWCLI would like to take this opportunity to comment on present and future CBO engagement in DSRIP.
While the Mid-Point Assessment found that all PPS’s have begun contracting with and engaging partner
organizations, the report also clearly reinforces the need for PPS’s to create strategies to continue to
engage Community Based Organizations on all projects. CBOs are an untapped resource crucial to
meeting DSRIP’s goals. They are well positioned to address population health issues- have longstanding, trusted community relationships- and provide critical services to New York’s most vulnerable
populations. Many of the project deliverables can be more successfully reached by integrating CBO
partners—even from the perspective of a pilot or demonstration project. Many CBO partners could
expand a current program or initiative or, quickly start-up a new project aimed at serving the population
they are engaged with already. This would lead to quicker and more cost-effective regional and
statewide outcomes, rather than create new, duplicative, costly programs within a hospital system.
There has been much emphasis placed on the need to work with and include CBOs in DSRIP projects but
no specific requirements or guidance from the state that would encourage the PPS’s to do so. The
majority of PPS funds is going to or is scheduled to go to hospitals and direct health providers. Very little
money is earmarked for CBO partners. The PPS’s may not even understand the CBO’s in their respective
communities and ways in which they can contribute to DSRIP projects. New York State should provide
further guidance and specific requirements related to CBO engagement and the provision of funding for
CBO partners.
New York State recently announced 2 of the 3 awardees of the CBO Strategic Planning Grant. While this
grant presents an excellent opportunity for Community Based Organizations to address organizational
and capacity issues related to their potential involvement in DSRIP, HWCLI urges New York State to start
planning now for the next steps once the grant period for this project is complete.
HWCLI recommends New York State allocate 5% of DSRIP funds in DSRIP Years 3 through 5 for the
creation of a DSRIP Innovation Fund for the implementation of projects proposed and undertaken by
local community groups as an integral component of each PPS’s focus and strategy. The Innovation
Projects can both use local assets as well as address the social determinants of health in a way that has
been largely impossible so far---despite the recognized need for community-based services that are
accessible, trusted and that strategically recognize community needs. The role of CBO’s throughout local
communities is critical to the overall success of the Statewide DSRIP program. However, infrastructure

and capacity within CBO’s have to be supported for them to fully execute their roles. CBOs will need
funding for infrastructure development, IT systems, data collection and measurement systems, and
contracted services such as fiscal and legal expertise. Without additional support, many CBOs may lack
expertise or capacity to enter into VBP arrangements. The CBO Strategic Planning Grant funding is
designed to assist CBO Consortiums in planning activities to identify business requirements and
formulate strategies for short-term needs as well as longer term plans that the CBO consortium may
envision for sustainability in system transformation. The funding is not intended to assist CBOs in
making these structural and organizational changes. HWCLI recommends the State provide funding for
CBOs to facilitate their participation in DSRIP projects and implement the short and long term needs
identified by each CBO Consortium as part of the CBO Strategic Planning Grant.
In closing, we are appreciative of the opportunity to provide comments and recommendations.
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From: Elizabeth Berka [mailto:healthinformation@stic‐cil.org]
Sent: Wednesday, February 01, 2017 4:36 PM
To: doh.sm.delivery.system.reform.incentive.payment.program <dsrip@health.ny.gov>
Subject: DSRIP Mid‐Point Assessment Public Comments
ATTENTION: This email came from an external source. Do not open attachments or click on links from unknown senders or
unexpected emails.

Thank you for the opportunity to submit the following comments on behalf of Southern Tier Independence
Center:








DSRIP does not include specific projects for people with developmental disabilities. Early on in DSRIP
NYDOH staff said there will be opportunities for this population yet this is still lacking.
If one of DSRIP?s goals is to strengthen the safety net why are PPSs contracting with so many that are
not safety net providers?
Why such limited funding to community based organizations?
A top priority in DSRIP should be protecting Medicaid beneficiaries and the community based services
upon which they depend.
The Opt out letter to Medicaid beneficiaries regarding Medicaid sharing Medicaid beneficiaries'
information with PPSs is vague and lengthy and impedes self-determination. Advocates have voiced
concerns about the misleading and confusing nature of the documents and yet the documents stayed the
same.
DSRIP is a phenomenal program if it works as intended. We want the best for Medicaid beneficiaries
and the community.

Best Regards,
Elizabeth Berka
_____________________________________________________________________________________
Health Information Specialist
Southern Tier Independence Center
135 East Frederick Street
Binghamton, NY 13904
(Voice/TTY) 607-724-2111
(Fax) 607-772-3616
healthinformation@stic-cil.org

This is a CONFIDENTIAL communication and is not to be duplicated or forwarded to other individuals or
organizations. This electronic message, including all attachments, is intended only for the use of the
addressee(s) named above and may contain legally privileged and confidential information. The authorized
recipient of this information is prohibited from disclosing this information to any other party unless required to
do so by law or regulation and is required to destroy the information after its stated need has been fulfilled.
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If you received this message in error, you may not use, disclose, copy, or disseminate any of the information
contained in this message. Please notify the sender by reply e-mail and destroy the original message including
all attachments. Thank you for your cooperation.
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