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Overview of Today’s Webinar
• New York Health Care 101
• Innovation in health care delivery through Delivery System
Reform
• The move to Value Based Payment

• Lessons Learned
• Questions

Health Care in New York

New York State’s Health Care System
•
•
•
•

Population – 20 million
Very diverse state – nation’s biggest city to very rural areas
State government plays a major role in health care - Medicaid
In 2011, the state began to transform the health system
– 2009 Commonwealth Fund study ranked NY last in the nation
in avoidable hospital use
– Born out of necessity – fiscal crisis
– Transformation is still ongoing – significant progress, work still
to do

Medicaid Overview:

• Nation’s public health insurance program for Americans with low
income*
• Principal source of long-term care for Americans
• Federal-state partnership: feds set core requirements for
benefits/eligibility, states have flexibility to administer program
• Entitlement: all Americans who meet eligibility requirements
receive coverage
• All states receive federal matching dollars without a cap for
qualified services to eligible enrollees (50%+)
*Not the same as Medicare – federal health insurance for people 65+ or people
with certain long-term disabilities

6.6 million people
on Medicaid
(1/3 of the state
population)

Annual budget of
$75 billion:
2nd largest in the
country

Medicaid is the
largest purchaser
of healthcare
services in the
State

Medicaid Redesign Team
•
•
•
•
•

Created by Governor Cuomo in 2011
Tasked with identifying $4B (all funds) in savings
Made up of 27 stakeholders representing the health care sector
Unprecedented stakeholder and public engagement processes
Resulted in 79 recommendations for immediate savings and longterm reforms
• Developed a multi-year action plan and shaped the state’s
Medicaid agenda– still underway

New York State Medicaid
Transformation Since 2011

The Delivery System
Reform Incentive
Payment Program
(DSRIP)

DSRIP Program Objectives
Break down silos
Reduce
avoidable
hospital use
(Emergency
Department and
Inpatient) by
25% over the 5
years of DSRIP

Develop integrated delivery systems

Integrate behavioral* and physical health
Enhance primary care and community-based
services
* Mental health & substance abuse

DSRIP Program Objectives
• DSRIP was built on Federal and State’s goals towards achieving
the Triple Aim:
– Better care
– Better health
– Lower costs
• To transform the system, DSRIP focuses on provision of high
quality, integrated primary, specialty & behavioral heath care in
community setting with hospitals used primarily for emergent &
tertiary level of services

* Mental health & substance abuse

Principles of Transformation
Patient-Centered

Improving patient care & experience through a more efficient, patient-centered,
and coordinated system

Transparent

Decision making process takes place in the public eye and processes are clear and
aligned across providers

Collaborative

Collaborative process reflects the needs of the communities and input of
stakeholders

Accountable

Providers are held to common performance standards and timelines; funding is
directly tied to reaching program goals

Value Driven

Focus on increasing value to patients, community, payers, and other stakeholders

The DSRIP Solution:
25 Performing Provider
Systems

Performing Provider Systems (PPS)
• 25 Performing Provider Systems were created and received performance-based
funding to drive change
• A PPS is composed of regionally-collaborating providers who implement DSRIP
projects over a 5-year period & beyond
• PPS serve as conveners, conduct community needs assessments, facilitate
reporting, and include many providers to form an entire continuum of care:
•

Hospitals

•

Mental Health/Substance Abuse Providers

•

Primary Care Providers

•

Skilled Nursing Facilities Clinics

•

Home Care Agencies

•

Community Based Organizations

• Statewide goal to be achieved through the PPSs:
– Reduce avoidable hospital use by 25% (re-admissions and ER visits)
– Shift 80-90% of Medicaid spend from fee-for-service payments to value-based payments

Holistic Approach to Systems Transformation
Quality
• Tracking quality
measurement at all
levels of care

Key
Subpopulations

Investing in
Primary Care

• Develop initiatives
targeting
populations with
high cost of care
(ex. HIV/AIDS,
superutilizers,
developmentally
disabled, etc.)

• Boost quality and
access to primary
care by investing in
technology and
patient centered
medical home

Introducing
"Systemness"
into Health Care
• Integrate providers,
share data in real
time, make health
care a team sport

Address the
Social
Determinants of
Health
• Integrate social
care providers into
the care ecosystem

Value Based Payment in
a Changing System

Payment Reform Sustains
Delivery System Reform
•

•
•
•
•

•

VBP is a payment model that offers financial incentives to physicians,
hospitals, medical groups and other providers for meeting certain
performance metrics
VBP is about paying for value and not volume
At its core, its about rewarding organization for providing effective,
appropriate care and for improving population health
VBP is as much about eliminating perverse incentives as it is about
creating new, positive incentives
VBP is also about giving providers flexibility to provide the right service
or intervention as opposed to what can be paid for under the traditional
system
VBP takes many forms and can be adjusted to meet unique needs of a
particular nation’s health care system

VBP: Why is this important?
By DSRIP Year 5 (April 2020), all Managed Care Organizations (MCOs)
must employ VBP systems that reward value over volume for at least 80 –
90% of their provider payments - currently, more than 70% of Medicaid
payments are value based

Value Based Payments (VBP)
An approach to
Medicaid
reimbursement that
rewards value over
volume

VOLUME

An approach to
incentivize providers
through shared
savings and financial
risk

VALUE

A method to directly
tie payment to
providers with quality
of care and health
outcomes

VOLUME

A component of
DSRIP that is key to
the sustainability of
the program

VALUE
Source: New York State Department of Health Medicaid
Redesign Team. A Path Towards Value Based Payment,
New York State Roadmap for Medicaid Payment Reform.
NYSDOH DSRIP Website. Published June 2015

Contracting in New York VBP

Premium

Payment

VBP Arrangements
Category of Arrangement

Type of Arrangement

Population-Based
Arrangement

• Total Care for General Population

Episode-Based
Arrangement

• Maternity Care

• Total Care for Special Needs
Population (4 special need population
based arrangements)

• Integrated Primary Care (includes
Chronic Care conditions)

Levels of Risk in Value Based Programs
In addition to choosing which integrated services to focus on, MCOs and
providers can choose different levels of Value Based Payments:

Level 0 VBP

Level 1 VBP

Level 2 VBP

Level 3 VBP

Fee for Service (FFS)
with quality bonus
and/or withhold
based on quality
scores

FFS with upside-only
shared savings
available when
outcome scores are
sufficient

FFS with risk sharing
(upside available
when outcome
scores are sufficient)

Prospective
capitation bundle
(with outcome-based
component)

Fee for Service

Fee for Service

Fee for Service

Prospective total
budget payments

No Risk Sharing

 Upside Only

 Upside &
 Downside Risk

 Upside &
 Downside Risk

VBP in Action

Example 1: Accountable Health Partners ACO
MCO and
Providers
VBP
Arrangements
and Risk
Cohort

VBP
Intervention

Results/
Outcomes

• Accountable Health Partners ACO
• 1,900 General Practice Physicians
• MVP Healthcare Managed Care Organization
• Total Cost General Population VBP Arrangement
• VBP Level 1 Risk-upside only - bonus capped at 25% of total
payments made to ACO & ACO providers for medical services

• 27,023 Patients (Commercial and Medicare Insurance)
• Rochester, New York
•Pharmacy program that monitors utilization of high-cost drugs
•Care Management program that supports high-risk patients
•Centralized data platform - 12 EHR systems - allows them to
actively close gaps in care and coordinate upcoming visits
•2015-2016, there was improvement in 11/15 measures for
Commercial and 9/11 measures for Medicare members & over
$2.9m generated in savings for both populations
•2014-2017 ACO received $3.7m+ in care management fees for
services to members enrolled in all of the plans products
(c) Helgerson Solutions Group

Example 2: Mount Sinai Health System (MSHS)
MCO &
Providers
VBP Risk &
Arrangements

HealthFirst Managed Care Organization

• Total Cost General Population VBP Arrangement
• VBP Risk Level 2

Cohort

Medicare patients with specific acute medical conditions who
would otherwise be admitted to a hospital within MSHS

VBP
Intervention

• MCO pay Mount Sinai up-front set amount of an episode of
care handled by the Mobile Acute Care Team (MACT)
• Mount Sinai patients receive hospital-level care for selected
conditions and post-surgical care in their home instead of ER

Results/
Outcomes

• 600+ patients treated - data has shown MACT has reduced 30day ER readmissions, earned high patient satisfaction, and
reduced cost of care
• In process of expanding MACT to all commercial, Medicaid and
Medicare insurances and a broader range of conditions
(c) Helgerson Solutions Group

Example 3: St. Barnabas Health System
MCO and
Providers

• St. Barnabas Health (SBH) System
• HealthFirst Managed Care Organization

VBP
• Total Cost General Population VBP Arrangement
Arrangements
• VBP Risk Level 2
and Risk
Cohort

VBP
Intervention

Results/

Outcomes

80% (nearly 384,000) of health system’s patients covered by
Medicaid or uninsured with relatively poor health status
Sold part of SBH campus to build 314 unit supportive housing
complex including: urgent care, women’s and pediatric
services, fitness center, rooftop farm, greenhouse, teaching
kitchen and pharmacy that does not sell cigarettes or alcohol
• Under VBP contract, SBH can decide where to spend it’s
money to reduce healthcare costs-including the SDoH
• Will have below-market rent on the development to keep
operating costs for urgent care and other facilities low
(c) Helgerson Solutions Group

Looking to the Future

DSRIP: Where Are We Now?
• DSRIP Year 5; program ended March 2020; CMS denied
DSRIP 2.0
• PPS are focused on sustainability: How do PPS continue
their work post-DSRIP?
• All have to work collectively to ensure efforts continue:
Providers, Local Partners and State Agencies
• The move to VBP is a key focus
• DSRIP was a once in a lifetime opportunity
• 3,058,112 Medicaid patients engaged through DSRIP
• United Hospital Fund – DSRIP Promising Practices

Results to Date
21% reduction in avoidable emergency room use
17% reduction in avoidable hospital admissions
Top performing PPS reduced avoidable hospital use by 38%

More than 70% of funding arrangements are value-based
• DSRIP Year 5 ended on March 31
• PPS have demonstrated that integrated, accountable care
can improve population health

What’s Next in New York:
• Post-DSRIP Sustainability
•

Push to achieve VBP goals

•

PPS post-DSRIP sustainability plans and final payments

•

Evaluation of program

• DSRIP 2.0 – what comes now?
•
•

CMS denial in February 2020
NYS VBP Roadmap approved in February 2020

• Medicaid Redesign Team II
•

Most MRT II Recommendations included in enacted budget;
implementation timeline likely to be adjusted

New York State of Mind: Lessons Learned:
• Make health care a team sport.
• Delivery system transformation is difficult, but the best
path forward is system ‘integration’ and incentive
alignment to improve quality and cost effectiveness.
• Don’t define ‘system’ narrowly
• Partnerships with other systems (social services, criminal
justice, local government, education) is necessary for
success -- especially with the most vulnerable patients.

New York State of Mind: Lessons Learned:
• System transformation will only happen when change
occurs at the point of care.

• Empower local problem solving through rapid cycle
continuous improvement.
• Measure results and feed data back to providers in
actionable ways.

• Don’t be afraid to innovate.
• Hold your nerve!

Questions?

Thank you
and let’s stay in touch!
kalin@helgersonsolutions.com
Kalin Scott
@kalinscot

Additional Resources:
• NYS MRT and DSRIP Websites:

•

•

Medicaid Redesign Team

•

MRT II

•

DSRIP and the move to Value-Based Payment

•

DSRIP Waiver Amendment request and summary

United Hospital Fund Report: DSRIP Promising Practices

Innovative Partnerships:
New Care Models Emerging from DSRIP

Transforming Primary
Care

Improving quality &
continuity of care

Supporting highneed patients

Assisting primary care
physicians in engaging
patients

• Enabled 646 clinicians to achieve patient-centered ‘medical home
designation’
• Invested in training & deployment of Community Health Workers focused on
working with primary care practices
• Prioritized building strong partnerships with primary care and CBOs
(community-based organizations), community, voluntary and charitable
organizations to
✓ Effectively address economic insecurity of patients
✓ Implement social needs interventions

Connecting Clinical &
Community Resources

CBO driven
model

Focused on high-need
patients

Strengthening partnerships between CBOs,
primary care and other providers

Interfaith Partnership for the Homeless
• Provides temporary shelter for homeless post-hospital discharge
• Short term-residential care - rest in a safe 24/7 environment
• Access care and supportive services such as: meals, personal care
needs, medications, treatments and home care services, transitioning
to permanent housing
Outcomes
• reduces hospital readmissions and engages participants in primary
care – some for the first time in their lives
• 99% covered by health insurance at time of discharge

ED Triage & Social
Determinants

Supporting high-risk patients
with unmet social need

Community Health Worker (CHW) screens at
bedside & follows-up with a home visit within 72
hours

• 6 CHWs develop achievable goals on most pressing needs
• CHWs follow up post-ED visit – within 72 hours - with a home visit
• Weekly visits for following 30 days, services provided:
• Warm handoff to health and social care providers
• Help scheduling primary care visits & arranging transportation
• Help with applying for public benefits
• Connect patients with longer-term care management supports
• Since September 2017 enrolled 686 of 1,724 eligible patients – 40%
• Over 75% of enrolees have met own identified goals in acquiring medical care, transportation,
food supports
• 68% met goal of receiving support in applying for housing assistance

Leveraging Local
Resources to
Promote Heart Health

Increase the number of
touchpoints for adult
preventive care

Improve overall
population health

Reduce
preventable ED
visits

• Comprehensive community screening intervention
• Focused in high-risk zip codes
• Events in churches, community centers, and schools
✓ 600+ attendees received blood pressure screening,
medication evaluation and education on diet and
physical activity
✓ 70% screened had pre-hypertension or high blood
pressure
✓ Post-screening, individuals are engaged in treatment
by coordinating with primary care provider

• Screenings also incorporated into local barbershops The
Barbershop Project
• As of January 2018, program expanded into 12 beauty
salons and barber shops in Buffalo and Niagara Falls

Barber & Beauty Shop Health Stop
• Mission to bring cardiovascular health awareness to members of
the community at locations that are most comfortable and
convenient
• Ultimate goal for clients to become advocates for their own health
• Master Barber Howard Ivey learned he had high blood pressure
in his mid-30s
• Now helping others monitor their blood pressure
• One of first to join partnership with Millennium Collaborative Care
PPS
• Community-based organizations and other local barber shops
and salons offer blood pressure screenings to patrons in Buffalo
and Niagara Falls

https://youtu.be/-rp0OPVTfoA

Addressing Workforce
Shortages & High Staff
Turnover in Mental
Health

• Allows access to appropriate levels of services, supporting rapid deescalation of the crisis
• Provides mobile and intensive crisis services, wellness checks and
assistance with care transitions
• To meet growing demand, service hours expanded from 8 to 14 hours per
day
• Licensed, non-clinical and peer support staff added to assist in recovery
planning and to connect individuals to community supports

Over 12 months:
92%
hospital
diversion rate

Decreased
staff
turnover

20% increase in
response to requests for
face-to-face services

Innovations in Care
Transitions: Recovery
Peer Advocates

• Montefiore Hudson Valley PPS invested in Arms Acres, a detox and
rehab facility, hiring two peer recovery coaches to work with 122
patients
• In 2018, peer recovery coaches helped ensure:
✓ 100% of the transitioning patients attended 1 st appointment
✓ 96% kept their second appointment
✓ more routine discharges, better transitions and long term
engagement with outpatient treatment
✓ lower rates of readmission

Prevented 65
ED visits

Prevented 325
inpatient days

More info at http://bit.ly/31bH310

Yielding an ROI of
$237,378

Fostering Cross-Sector
Collaboration:
School Mental Health

Reduce 911 calls
from schools

Reduce truancy
& suspensions

Reduce teacher
absence & turnover

• Four PPS partnered with schools, Jewish Board of Family and
Children’s Services, four mental health providers, NYC Department of
Education & NYC Department of Health and Mental Hygiene
• Uses coaches to train teachers and staff, deliver crisis support and
effective behavioral health referrals to students and families
• Includes the city’s most underserved middle and high schools where
students have higher rates of homelessness, disability, and chronic
absenteeism

8,000+ teachers &
staff trained

2,800+ coaching
sessions

1,400 classroom
observations

• Focus on prevention & early intervention
• Improvements in classroom learning environments & teacher
morale
• Participating schools more effective in resolving student crisis
• 49% of 911 calls mitigated without arrest – compared to 25%
across all city schools

• Watch https://vimeo.com/262325216
• More info http://bit.ly/3185QTu

Partnering in Chronic
Disease Management

Reduce pediatric asthma admissions

CHW home visits

• 620+ clinicians trained to Physician Asthma Care Education (PACE) model,
evidence-based to improve treatment of children
• 26 CHWs trained on asthma basics & home environment assessments
• Clinicians develop AAPs for children with asthma and refer child & family
CBOs with existing CHW programs
• CHWs provide education, support & perform home assessments
• Arrange pest management visits for pest and mold remediation
• Between June and December 2017, pediatric asthma admission rates
decreased by 25% & overall avoidable admissions also fell
• Watch https://nbcnews.to/2pcJ7se

Partnering to Provide
Comprehensive Care
Coordination to At-Risk
Populations

SI CARES

Multiple strategies to support ‘at risk’ patients

• Targets those at risk of Health Home eligibility – individuals with at least
one chronic health condition and at risk of developing another
• Care coordinators help patients access health & social care services
• PPS trains these staff on chronic condition, care coordination
fundamentals and health literacy/cultural competency standards
• SIPPS has also developed checklists, scripts and motivational
interviewing strategies to address specific gaps in care

•
•
•
•

Uses sophisticated data tools to track and target at-risk patients
PPS data warehouse & connections to local health information
Generates reports identifying ED and inpatient ‘super utilizers’
Patients are identified through these tools and prioritized for front-line care
coordination staff
• SIPPS also uses KPIs to measure care coordination, patient engagement,
clinical outcomes and SDoH interventions
7,500 individuals received SI
CARES services between April
2015 and October 2018

For these individuals,
ED use was reduced by 22%
over that period

Preventing Unnecessary
Hospital Admissions in
Children’s Mental Health

• ED utilization an issue for mental health crises where outpatient
resources are unavailable
• NQPPS opened a urgent care center for children ages 5-17 presenting
with mental health needs
• Co-located with pediatric physical health primary care
• Provides mental health assessments, treatment referrals, treatment
initiation, and care coordination with schools, pediatricians, other
community resources
1,200 children seen – only 5%
required ED treatment *

More info at http://bit.ly/2ILhr4N

Notable decreases in ED use
for pediatric BH crises

