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I.	  Executive	  Summary	  
On	  April	  14,	  2014	  Governor	  Cuomo	  announced	  a	  groundbreaking	  waiver	  that	  allows	  New	  
York	  State	  to	  reinvest	  $8	  billion	  in	  federal	  savings	  generated	  by	  Medicaid	  Redesign	  Team	  
(MRT)	  reforms.	  The	  waiver	  amendment	  dollars	  are	  intended	  to	  address	  critical	  issues	  
throughout	  the	  state	  and	  allow	  for	  comprehensive	  reform	  through	  the	  Delivery	  System	  
Reform	  Incentive	  Payment	  (DSRIP)	  Program.	  DSRIP	  will	  promote	  community-‐level	  
collaborations	  and	  focus	  on	  system	  reform,	  specifically	  with	  a	  goal	  to	  achieve	  a	  25	  percent	  
reduction	  in	  avoidable	  hospital	  use	  over	  five	  years.	  Safety	  net	  providers	  will	  collaborate	  to	  
implement	  innovative	  projects	  that	  focus	  on	  system	  transformation,	  clinical	  improvement	  
and	  population	  health	  improvement.	  	  
	  
Amida	  Care	  (AC)	  is	  a	  community-‐sponsored,	  non-‐profit	  Medicaid	  Special	  Needs	  Plan	  (SNP)	  
designed	  to	  improve	  access	  to	  and	  retention	  in	  care	  for	  high-‐cost,	  high-‐need	  individuals	  
living	  with	  multiple	  chronic	  medical	  and	  behavioral	  health	  conditions.	  Since	  its	  inception	  in	  
2003,	  AC	  has	  successfully	  coordinated	  medical	  and	  behavioral	  health	  care	  through	  its	  vast	  
network	  of	  providers—while	  addressing	  psychosocial	  needs	  such	  as	  stable	  housing	  and	  
food	  security	  as	  well	  as	  other	  social	  determinants	  of	  health—to	  achieve	  positive	  health	  
outcomes	  and	  high	  retention	  in	  care	  for	  its	  members.	  	  
	  
Since	  the	  Governor’s	  announcement,	  AC	  has	  been	  working	  closely	  with	  New	  York	  State	  
(NYS)	  and	  with	  providers	  throughout	  New	  York	  to	  maximize	  the	  impact	  of	  the	  DSRIP	  
program	  for	  its	  members	  and	  other	  Medicaid	  beneficiaries	  with	  complex	  chronic	  
conditions.	  AC	  applied	  for	  and	  received	  a	  planning	  grant	  that	  supported	  efforts	  to	  develop	  
recommendations	  for	  community-‐based	  projects	  aimed	  at	  meaningful	  transformation	  of	  
the	  chronic	  illness	  sector.	  Initially	  there	  was	  some	  exploration	  as	  to	  whether	  AC	  could	  
become	  a	  lead	  Performing	  Provider	  System	  (PPS),	  a	  designated	  lead	  provider	  for	  a	  group	  of	  
providers	  that	  form	  partnerships	  and	  collaborate	  in	  a	  DSRIP	  Project	  Plan.	  However,	  
through	  consultation	  with	  the	  Department	  of	  Health,	  it	  was	  determined	  that	  instead	  of	  
moving	  forward	  as	  a	  PPS,	  AC	  would	  develop	  recommendations	  that	  can	  be	  incorporated	  by	  
emerging	  PPSs	  in	  New	  York	  City	  (NYC).	  	  
	  
AC	  established	  a	  Project	  Advisory	  Committee	  (PAC)	  to	  support	  its	  planning	  process,	  which	  
included	  a	  steering	  committee	  and	  four	  subcommittees.	  The	  steering	  committee	  served	  as	  
an	  integral	  group	  that	  shaped	  the	  overall	  direction	  and	  strategic	  approach.	  AC	  identified	  
key	  individuals	  among	  the	  safety	  net	  primary	  care,	  behavioral	  health,	  hospital,	  housing	  and	  
care	  management	  communities	  in	  NYC	  to	  form	  a	  representative	  committee	  to	  guide	  the	  
development	  of	  recommendations.	  The	  PAC	  actively	  collaborated	  with	  other	  PPSs	  during	  
the	  planning	  process,	  especially	  to	  develop	  initiatives	  that	  will	  achieve	  the	  goals	  of	  the	  
Governor’s	  Bending	  the	  Curve	  campaign	  to	  end	  the	  AIDS	  epidemic	  in	  NYS	  by	  the	  year	  2020.	  
	  
AC	  focused	  its	  efforts	  on	  the	  five	  boroughs	  of	  NYC,	  targeting	  high-‐need,	  high-‐cost	  Medicaid	  
beneficiaries	  with	  chronic	  medical	  (e.g.,	  HIV/AIDS)	  and	  behavioral	  health	  conditions—
specifically,	  adults	  meeting	  the	  serious	  mental	  illness	  (SMI)	  and	  substance	  use	  disorder	  
(SUD)	  target	  criteria	  and	  risk	  factors.	  	  
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Delivery	  system	  reform	  provides	  a	  crucial	  opportunity	  to	  address	  stark	  health	  disparities	  
experienced	  by	  low-‐income	  New	  Yorkers	  living	  with	  complex,	  chronic	  health	  conditions	  
through	  interventions	  that	  target	  social	  drivers	  of	  heightened	  health	  risks	  and	  poor	  disease	  
management.	  The	  needs	  assessment	  findings	  demonstrate	  that	  changes	  in	  health	  delivery	  
alone	  will	  not	  achieve	  the	  DSRIP	  goals.	  As	  one	  member	  of	  the	  AC	  Member	  Advisory	  Council	  
observed	  in	  discussing	  integrated	  care:	  “If	  you’re	  gonna	  put	  everything	  in	  the	  same	  building	  I	  
hope	  you’ll	  have	  someone	  there	  to	  make	  sure	  it’s	  effective.	  Cause	  you	  can	  always	  have	  a	  bunch	  
of	  different	  things	  in	  the	  same	  building	  and	  people	  still	  might	  not	  get	  the	  help	  they	  need.	  
They’re	  not	  getting	  what	  they	  should	  be	  getting.	  It	  might	  be	  convenient,	  but	  the	  important	  
part	  is	  if	  it’s	  effective.”	  	  
	  
AC	  believes	  that	  addressing	  the	  social	  determinants	  of	  health	  is	  fundamental	  to	  designing	  a	  
collaborative	  system	  that	  all	  safety	  net	  providers	  will	  endorse—one	  that	  will	  enable	  and	  
empower	  individuals	  to	  live	  healthier	  lives	  and	  stay	  out	  of	  the	  hospital,	  secure	  and	  
maintain	  housing	  and	  avoid	  preventable	  behavioral	  health	  crises.	  This	  includes	  ensuring	  
that	  services	  provided	  are	  being	  responsive	  and	  respectful	  of	  consumers/clients	  in	  order	  to	  
engage	  and	  retain	  them	  in	  care.	  Accordingly,	  proposed	  projects	  focus	  on	  ensuring	  access	  to	  
a	  more	  proactive,	  integrated	  system	  of	  care	  that	  addresses	  the	  multi-‐faceted	  health	  and	  
social	  service	  needs	  of	  its	  members,	  many	  of	  whom	  face	  significant	  health	  disparities,	  
stigma,	  housing	  instability	  and	  food	  insecurity.	  Recommendations	  were	  developed	  in	  four	  
areas	  or	  “pillars”,	  described	  below.	  	  

	  

	  

	  

	  

	  

	  

	  

	  

	  
	  
	  
The	  recommendations	  include	  projects	  in	  each	  DSRIP	  Domain	  and	  emphasize	  cross-‐PPS	  
and	  project	  collaboration.	  Each	  of	  the	  five	  project	  recommendations	  in	  this	  report	  includes	  
a	  detailed	  project	  description,	  a	  summary	  of	  the	  evidence	  base	  for	  meaningful	  impact	  and	  a	  
cost-‐benefit	  analysis.	  
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Domain	  2:	  System	  Transformation	  Projects	  
Stark	  health	  disparities,	  high	  rates	  of	  preventable	  emergency	  department	  (ED)	  use	  and	  
inpatient	  admissions,	  and	  the	  high	  costs	  associated	  with	  complex	  overlapping	  medical	  
conditions,	  SMI	  and	  SUD,	  in	  NYC	  support	  the	  need	  for	  Domain	  2	  projects.	  Specifically,	  
Domain	  2	  projects	  can	  contribute	  to	  DSRIP	  goals	  by	  addressing	  the	  social	  barriers	  to	  
chronic	  disease	  management,	  improve	  care	  coordination	  across	  systems,	  and	  increase	  
access	  to	  culturally	  and	  linguistically	  appropriate	  supports	  for	  better	  disease	  self-‐
management.	  Within	  Domain	  2,	  AC	  planning	  focused	  on:	  consumer	  workforce	  
opportunities	  that	  will	  both	  enhance	  quality	  of	  life	  and	  independence	  for	  consumers,	  and	  
eventually	  lead	  to	  an	  improved	  and	  modernized	  workforce,	  which	  will	  support	  health	  
navigation,	  care	  coordination,	  outreach,	  and	  health	  education	  at	  lower	  costs	  than	  
professional	  case	  management;	  and	  crisis	  beds	  for	  hospital	  diversion	  and	  step-‐down	  for	  
homeless	  and	  unstably	  housed	  persons	  at	  risk	  of	  avoidable	  inpatient	  admission	  or	  
readmission.	  	  
	  	  
Domain	  3:	  Clinical	  Improvement	  Projects	  
The	  AC	  target	  population	  of	  persons	  with	  complex	  chronic	  medical	  and	  behavioral	  health	  
conditions	  account	  for	  a	  disproportionate	  percentage	  of	  avoidable	  Medicaid	  spending	  and	  
present	  the	  greatest	  opportunity	  for	  reducing	  acute	  care	  costs	  and	  improving	  health	  
outcomes.	  AC	  planning	  focused	  on	  efforts	  to	  develop	  service	  delivery	  systems	  that	  provide	  
integrated,	  community-‐based	  mental	  health	  and	  substance	  use	  treatment	  within	  primary	  
care	  settings,	  a	  critical	  need	  for	  individuals	  with	  multiple	  medical	  and	  behavioral	  health	  
conditions	  who	  have	  difficulty	  accessing	  care	  in	  a	  fragmented	  system.	  	  
	  
Domain	  4:	  Population	  Health	  Projects	  
The	  NYC	  Department	  of	  Health	  and	  Mental	  Hygiene	  (DOHMH)	  reports	  that	  there	  were	  
117,618	  persons	  with	  diagnosed	  HIV/AIDS	  (PWH)	  living	  in	  NYC	  at	  December	  31,	  2013,	  and	  
estimates	  that	  an	  additional	  18,864	  persons	  (14%	  of	  all	  PWH	  in	  NYC)	  are	  HIV	  infected	  but	  
remain	  undiagnosed.1	  NYC	  recorded	  2,832	  new	  HIV	  diagnoses	  during	  2013,	  reflecting	  a	  
decease	  of	  over	  40%	  in	  annual	  new	  HIV	  diagnoses	  in	  the	  City	  over	  the	  last	  decade,	  while	  
nationally	  there	  has	  been	  no	  decline	  in	  the	  number	  of	  new	  HIV	  infections	  diagnosed	  each	  
year.	  Yet	  20%	  of	  persons	  newly	  diagnosed	  with	  HIV	  infection	  in	  NYC	  in	  2013	  were	  
diagnosed	  concurrently	  with	  AIDS,	  which	  means	  poorer	  health	  outcomes	  for	  them	  and	  
higher	  health	  care	  costs	  for	  all.	  While	  citywide	  HIV	  infection	  rates	  have	  declined,	  HIV	  
morbidity	  is	  increasing	  alarmingly	  among	  young	  black	  and	  Hispanic	  men	  who	  have	  sex	  
with	  men	  (MSM)	  and	  HIV	  is	  increasingly	  concentrated	  among	  people	  of	  color	  and	  in	  low-‐
income	  neighborhoods.	  Although	  we	  now	  have	  the	  means	  to	  promote	  optimal	  health	  for	  
PWH	  and	  to	  dramatically	  reduce	  new	  infections	  via	  antiretroviral	  (ARV)	  medications	  taken	  
as	  treatment	  or	  as	  pre-‐	  or	  post-‐exposure	  prophylaxis	  (PEP	  or	  PrEP),	  at	  the	  end	  of	  2012	  only	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1	  NYC	  DOHMH	  HIV	  Epidemiology	  and	  Field	  Services	  Program.	  HIV	  Surveillance	  Annual	  Report,	  2013.	  New	  
York,	  NY.	  Accessed	  December	  2014.	  Unless	  otherwise	  indicated,	  all	  HIV/AIDS	  statistics	  included	  in	  this	  report	  
are	  based	  on	  NYC	  DOHMH	  surveillance	  data	  retrieved	  from:	  http://www.nyc.gov/html/doh/html/data/epi-‐
reports.shtml.	  	  
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41%	  of	  PWH	  in	  NYC	  were	  receiving	  effective	  ARV	  treatment	  that	  reduced	  viral	  load	  to	  an	  
undetectable	  level	  and	  access	  to	  PEP	  and	  PrEP	  is	  extremely	  limited.	  AC’s	  planning	  focused	  
on	  strategies	  to	  improve	  access	  to	  and	  retention	  in	  HIV	  care,	  using	  DSRIP	  as	  a	  means	  to	  
advance	  the	  work	  of	  the	  State’s	  Ending	  the	  Epidemic	  (EtE)	  Task	  Force	  appointed	  to	  develop	  
a	  blueprint	  for	  the	  Governor’s	  Bending	  the	  Curve	  initiative.	  AC	  also	  drew	  on	  its	  experience	  
and	  that	  of	  its	  sponsor	  agencies	  to	  develop	  innovative	  strategies	  to	  support	  self-‐
management	  of	  HIV	  disease	  through	  peer	  support	  and	  by	  empowering	  PWH	  to	  take	  an	  
active	  role	  in	  managing	  their	  health	  with	  adherence	  supports	  including	  incentives	  for	  
maintaining	  a	  suppressed	  viral	  load.	  
	  
In	  addition	  to	  developing	  the	  recommendations,	  citywide	  and	  statewide	  advocacy	  was	  a	  
critical	  component	  of	  AC’s	  DSRIP	  process.	  Throughout	  the	  entire	  process,	  AC	  worked	  to	  
advance	  its	  priorities	  and	  recommendations.	  These	  multifaceted	  efforts	  focused	  on	  
statewide	  inclusion	  of	  HIV/AIDS	  projects	  in	  DSRIP	  applications	  and	  specifically	  acting	  as	  a	  
community	  liaison	  between	  DSRIP	  and	  EtE	  Task	  Force.	  	  
	  
This	  report	  is	  the	  culmination	  of	  AC’s	  DSRIP	  planning	  process	  and	  includes	  the	  following	  
sections:	  
	  

1. PAC	  Structure,	  Planning	  Process	  and	  Timeline:	  Provides	  an	  overview	  of	  AC’s	  process	  
leading	  up	  to	  the	  development	  of	  the	  report.	  

2. Community	  Needs	  Assessment:	  Identifies	  critical	  health	  priorities	  in	  local	  
communities	  and	  identifies	  existing	  gaps	  in	  care	  and	  the	  resources	  available	  to	  
advance	  innovative	  projects	  designed	  to	  transform	  the	  safety	  net	  health	  care	  
delivery	  system,	  improve	  population	  health	  and	  reduce	  avoidable	  hospitalizations.	  

3. Project	  Recommendations:	  Includes	  five	  DSRIP	  project	  recommendations.	  
4. Advocacy	  Efforts:	  Describes	  AC’s	  statewide	  and	  city-‐based	  advocacy	  efforts	  and	  

collaboration	  with	  the	  State’s	  EtE	  Task	  Force.	  
5. Appendix:	  Provides	  additional	  materials	  relevant	  to	  AC’s	  planning	  process	  and	  final	  

recommendations.	  

AC	  welcomes	  the	  opportunity	  to	  work	  with	  NYS,	  PPS	  Leads	  and	  other	  stakeholders	  to	  adapt	  
and	  implement	  the	  ideas	  presented	  in	  this	  report.	  We	  are	  confident	  that	  we	  can	  bring	  
significant	  savings	  to	  Medicaid	  and	  achieve	  improvements	  in	  individual	  and	  population-‐
wide	  health	  outcomes.	  AC	  will	  also	  work	  with	  private	  foundations	  such	  as	  the	  New	  York	  
State	  Health	  Foundation	  and	  the	  New	  York	  Community	  Trust	  to	  advance	  recommendations	  
included	  in	  this	  report	  that	  cannot	  be	  supported	  through	  DSRIP.	  
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II.	  Amida	  Care	  DSRIP	  Structure,	  Planning	  Process	  and	  Timeline	  
AC’s	  Project	  Advisory	  Committee	  (PAC)	  was	  responsible	  for	  coordinating	  and	  overseeing	  
AC	  efforts	  to	  ensure	  that	  the	  wide	  range	  of	  interests	  and	  needs	  of	  the	  AC	  partners	  and	  
stakeholders	  were	  fully	  represented	  during	  the	  DSRIP	  planning	  process,	  in	  advocacy	  efforts	  
and	  in	  the	  development	  of	  recommendations.	  PAC	  members	  were	  recruited	  from	  AC’s	  
existing	  network	  of	  partnering	  providers	  (a	  variety	  of	  primary	  care,	  mental	  health	  and	  
substance	  use	  providers;	  community	  health	  centers;	  hospitals;	  homeless	  providers;	  Health	  
Homes;	  and	  Designated	  AIDS	  Centers)	  that	  are	  representative	  of	  different	  geographic	  
communities	  throughout	  NYC	  and	  have	  specialized	  expertise	  in	  a	  range	  of	  medical,	  
behavioral	  health	  and	  social	  services.	  These	  partners	  are	  well	  integrated	  into	  the	  
communities	  they	  serve	  and	  have	  established	  linkages	  with	  a	  wide	  range	  of	  
organizations—from	  hospitals	  to	  soup	  kitchens	  to	  community	  centers—to	  meet	  their	  
clients’	  needs.	  As	  a	  collective	  network	  of	  providers	  dedicated	  to	  serving	  a	  subset	  of	  the	  
most	  marginalized	  individuals	  in	  NYC,	  AC	  and	  its	  DSRIP	  planning	  participants	  drew	  on	  an	  
extraordinary	  capacity	  to	  meet	  the	  complex	  needs	  of	  hard-‐to-‐reach	  Medicaid	  beneficiaries	  
through	  an	  approach	  to	  care	  that	  emphasizes	  treating	  the	  whole	  person	  and	  overcoming	  
barriers	  to	  access,	  retention,	  and	  treatment	  adherence.	  
	  
The	  PAC	  originally	  met	  in	  August	  2014	  and	  continued	  to	  meet	  through	  December	  2014	  to	  
guide	  all	  stages	  of	  developing	  the	  recommendations.	  As	  described	  below,	  the	  PAC	  structure	  
included	  a	  steering	  committee	  and	  four	  subcommittees	  (Consumer	  Workforce	  
Development	  Subcommittee;	  End	  of	  AIDS	  Subcommittee;	  Crisis	  Bed	  and	  Transitional	  
Housing	  Subcommittee	  and	  Integrated	  Care	  Subcommittee).	  All	  subcommittees	  consisted	  
of	  organizational	  and	  worker	  representatives	  from	  the	  AC	  providers,	  some	  of	  whom	  are	  
participating	  in	  PPSs	  throughout	  NYC,	  as	  well	  as	  consumers	  identified	  to	  represent	  the	  
diverse	  geographic	  and	  population	  needs	  of	  the	  service	  area.	  Each	  subcommittee	  oversaw	  
the	  drafting	  of	  recommendations	  pertaining	  to	  specific	  projects	  within	  their	  applicable	  
domain.	  The	  subcommittees	  discussed	  project	  implications,	  anticipated	  outcomes,	  financial	  
and	  cultural	  considerations,	  implementation	  barriers,	  workforce	  structures,	  and	  health	  
information	  technology	  issues.	  The	  PAC	  then	  incorporated	  feedback	  and	  information	  from	  
each	  subcommittee	  into	  this	  report.	  	  
	  
Each	  subcommittee	  held	  an	  initial	  planning	  meeting	  in	  September,	  followed	  by	  four	  
additional	  meetings	  between	  October	  and	  December.	  Follow-‐up	  emails	  and	  calls	  
exchanging	  information	  between	  the	  meeting	  dates	  allowed	  committee	  members	  to	  stay	  
up-‐to-‐date	  on	  DSRIP	  developments	  and	  AC’s	  PAC	  progress	  across	  all	  subcommittees.	  
Additionally	  specific	  subcommittees	  held	  “sub-‐sub”	  committee	  meetings	  and	  conference	  
calls	  between	  the	  scheduled	  full	  subcommittee	  meeting	  dates	  to	  discuss	  specific	  issues.	  
Overall,	  the	  subcommittees	  played	  an	  integral	  role	  in	  all	  phases	  of	  the	  development	  of	  the	  
final	  recommendations	  by	  offering	  guidance	  on	  the	  identification	  and	  prioritization	  of	  PPS	  
initiatives.	  These	  committees	  ensured	  effective	  coordination	  among	  the	  PPS	  members	  by	  
regularly	  soliciting	  feedback,	  facilitating	  discussions	  and	  working	  toward	  consensus	  among	  
PPS	  partnering	  agencies.	  It	  should	  also	  be	  noted	  that	  the	  vast	  majority	  of	  AC’s	  committee	  
members	  were	  cross	  representative	  and	  actively	  involved	  on	  other	  city-‐based	  PPSs,	  
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affording	  the	  PAC	  an	  opportunity	  to	  “cross	  pollinate”	  ideas	  between	  the	  city-‐based	  PPSs	  
and	  AC’s	  PAC.	  These	  subcommittee	  members	  assisted	  with	  AC’s	  advocacy	  efforts	  up	  to	  the	  
final	  Steering	  Committee	  meeting	  on	  December	  16,	  2014,	  and	  will	  continue	  to	  assist	  PPSs	  
with	  implementing	  AC’s	  recommendations.

	  
As	  part	  of	  AC’s	  robust	  planning	  process,	  consultants	  were	  hired	  to	  support	  the	  committees’	  
work.	  The	  project	  manager	  and	  needs	  assessment	  and	  finance	  consultants	  supported	  the	  
work	  of	  all	  the	  subcommittees	  while	  the	  Learning	  Collaborative	  consultants	  assisted	  with	  
the	  specific	  development	  of	  the	  Integrated	  Care	  Subcommittee	  recommendations.	  	  
	  

	   	  	  	   	  

	  

	  

	  

	  

	  

	  
	  

Steering	  &	  
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Final	  
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Taskforce)	  	  

	  	  

Citywide	  Adoption	  
of	  HIV/AIDS	  Projects	  
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Community	  Needs	  Assessment	  (CNA)	  Consultant:	  
Ginny	  Shubert	  is	  a	  principal	  of	  Shubert	  Botein	  Policy	  Associates,	  a	  public	  policy	  consulting	  
group	  that	  supports	  the	  development	  and	  implementation	  of	  public	  policies	  and	  programs	  
that	  impact	  low-‐income	  people	  and	  communities.	  Ms.	  Shubert	  has	  27	  years'	  experience	  as	  
an	  advocate,	  service	  provider	  and	  consultant	  working	  on	  poverty	  and	  health	  issues	  
including	  homelessness	  and	  access	  to	  housing,	  HIV/AIDS,	  tuberculosis,	  and	  drug	  and	  
alcohol	  dependence.	  Ms.	  Shubert	  founded	  the	  AIDS	  Project	  of	  the	  Coalition	  for	  the	  
Homeless	  in	  1988	  and	  was	  a	  co-‐founder	  of	  Housing	  Works.	  For	  the	  last	  20	  years	  Ms.	  
Shubert	  has	  worked	  as	  a	  consultant	  on	  housing,	  health,	  and	  economic	  justice	  issues.	  	  

Finance	  Consultant:	  
The	  Menges	  Group	  (TMG)	  provides	  nationwide	  consulting	  services	  that	  promote	  and	  
develop	  effective	  and	  efficient	  care	  coordination	  and	  other	  related	  business	  strategies.	  TMG	  
supports	  clients	  in	  the	  design	  and	  development	  of	  strategies	  designed	  to	  optimize	  
operations	  focused	  on	  high-‐risk	  populations.	  TMG’s	  mission	  is	  to	  promote	  the	  highest	  
quality,	  cost-‐effective	  strategies	  to	  delivering	  care	  to	  high-‐risk,	  high-‐need	  populations.	  To	  
that	  end,	  all	  projects	  aim	  to	  improve	  client/member	  coordinated	  care	  strategies	  and	  
services	  and	  to	  reduce	  costs	  for	  high-‐need	  and	  vulnerable	  subgroups	  of	  all	  ages.	  Mr.	  Joel	  
Menges,	  Chief	  Executive	  Officer	  and	  the	  lead	  on	  this	  project,	  has	  led	  hundreds	  of	  consulting	  
engagements	  that	  involve	  the	  design,	  development,	  improvement	  or	  evaluation	  of	  
coordinated	  care	  programs,	  including	  Medicaid	  initiatives	  in	  more	  than	  30	  states.	  	  

Project	  Management	  Consultant:	  
Bannon	  Consulting	  Services	  works	  with	  organizations	  to	  maximize	  the	  impact	  of	  
community-‐based	  health,	  housing	  and	  human	  services	  programs.	  It	  provides	  expertise	  in	  
complex	  programmatic,	  financial	  and	  regulatory	  aspects	  of	  program	  development.	  Projects	  
primarily	  address	  overlapping	  chronic	  health	  conditions	  (such	  as	  HIV/AIDS,	  Hepatitis	  C,	  
mental	  illness	  and	  substance	  use	  disorders)	  and	  socioeconomic	  barriers	  (such	  as	  
homelessness,	  unemployment	  and	  involvement	  in	  the	  criminal	  justice	  system).	  Its	  ultimate	  
aim	  is	  to	  improve	  the	  health	  and	  well-‐being	  of	  underserved	  individuals	  through	  effective	  
programs	  that	  reduce	  the	  economic	  and	  societal	  burdens	  placed	  on	  the	  broader	  
community.	  	  

Learning	  Collaborative	  Consultants:	  	  
Two	  organizations	  were	  engaged	  to	  assist	  in	  developing	  the	  Integrated	  Care’s	  Learning	  
Collaborative	  proposal	  for	  small,	  community-‐based	  providers.	  	  
	  
The	  Coalition	  of	  Behavioral	  Health	  Agencies	  is	  the	  umbrella	  advocacy	  organization	  of	  New	  
York's	  behavioral	  health	  community,	  representing	  over	  130	  non-‐profit	  community-‐based	  
behavioral	  health	  agencies	  that	  serve	  more	  than	  350,000	  clients	  in	  the	  five	  boroughs	  of	  
NYC	  and	  its	  environs.	  Founded	  in	  1972,	  The	  Coalition	  is	  membership	  supported	  along	  with	  
foundation	  and	  government	  funding	  for	  special	  purpose	  advocacy	  training	  and	  technical	  
assistance	  projects.	  	  
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Primary	  Care	  Development	  Corporation	  (PCDC)	  is	  a	  nonprofit	  dedicated	  to	  expanding	  and	  
transforming	  primary	  care	  in	  underserved	  communities	  to	  improve	  health	  outcomes,	  lower	  
health	  costs,	  and	  reduce	  disparities.	  PCDC	  provides	  the	  expertise	  to	  renovate	  and	  expand	  
community-‐based	  health	  facilities	  so	  that	  providers	  can	  deliver	  the	  best	  care	  to	  their	  
patients;	  consulting,	  training	  and	  coaching	  to	  help	  practices	  deliver	  a	  patient-‐centered	  
model	  of	  care	  that	  maximizes	  patient	  access,	  meaningful	  use	  of	  health	  IT,	  care	  coordination	  
and	  patient	  experience;	  and	  support	  to	  successfully	  develop	  policy	  initiatives	  that	  increase	  
access	  to	  quality	  primary	  care,	  improve	  the	  health	  of	  communities,	  and	  lower	  health	  
system	  costs.	  	  
	  
The	  Coalition	  partnered	  with	  PCDC	  to	  design	  a	  learning	  collaborative	  recommendation	  to	  
assist	  PPSs	  with	  integrating	  primary	  and	  behavioral	  health	  care.	  The	  Coalition	  served	  as	  
the	  behavioral	  health	  expert	  and	  PCDC	  as	  the	  primary	  care	  lead,	  and	  both	  worked	  together	  
to	  provide	  guidance,	  resources	  and	  technical	  assistance	  to	  AC	  in	  its	  DSRIP	  planning	  efforts.	  

Member	  Advisory	  Council	  (MAC):	  
The	  Member	  Advisory	  Council	  (MAC)	  is	  a	  group	  of	  Member	  representatives,	  elected	  by	  
their	  peers	  from	  many	  of	  AC’s	  primary	  care/owner	  sites.	  These	  representatives	  attend	  
quarterly	  meetings	  where	  they	  discuss	  their	  perceptions	  and	  evaluations	  of	  how	  the	  Plan	  is	  
working	  for	  its	  Members.	  The	  MAC	  also	  recommends	  two	  of	  its	  Members	  to	  the	  Board	  of	  
Directors.	  These	  ‘consumer’	  Board	  Members	  attend	  monthly	  Board	  meetings	  and	  present	  
the	  MAC.	  They	  participate	  fully	  in	  Board	  discussions	  and	  help	  the	  other	  Board	  Members	  to	  
see	  issues	  from	  the	  Members’	  point	  of	  view.	  The	  MAC	  is	  an	  important	  part	  of	  how	  AC	  
works.	  By	  providing	  a	  constant	  source	  of	  information	  from	  the	  Members,	  AC	  staff	  can	  work	  
to	  improve	  the	  services	  of	  the	  Plan.	  The	  MAC	  has	  helped	  to	  improve	  existing	  programs,	  
create	  new	  programs,	  identify	  new	  providers,	  suggest	  health	  education	  topics	  and	  events	  
that	  members	  will	  attend.	  
	  
The	  following	  chart	  provides	  an	  overview	  of	  AC’s	  DSRIP	  PAC	  timeline	  including	  major	  
milestones	  in	  the	  planning	  process.	  Each	  subcommittee	  meeting	  marked	  a	  critical	  point	  in	  
AC’s	  PPS	  planning	  process.	  
	  

Date	   Meeting	   Agenda	  
August	   Steering	  

Committee	  #1	  
• Overview	  of	  AC’s	  DSRIP	  goals	  
• Review	  and	  approve	  AC’s	  timeline	  and	  planning	  process	  

September	   Subcommittee	  
Meetings	  #1	  

• Overview	  of	  AC’s	  DSRIP	  goals	  
• Review	  and	  brainstorm	  projects	  applicable	  to	  each	  
subcommittee	  

• Identify	  data	  needed	  to	  advance	  recommendations	  
Early	  
October	  

Subcommittee	  
Meetings	  #2	  

• Choose	  projects	  to	  advance	  
• Receive	  general	  DSRIP	  updates	  along	  with	  CNA	  updates	  
• Start	  outlining	  recommendations	  
• Engage	  in	  city	  and	  statewide	  advocacy	  &	  collaborate	  with	  
EtE	  Task	  Force	  	  
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Date	   Meeting	   Agenda	  
October	   Steering	  

Committee	  #2	  
• Update	  on	  AC’s	  planning	  process	  and	  the	  subcommittees’	  
projects	  

• Review	  and	  plan	  AC’s	  continued	  advocacy	  	  
• Review	  CNA	  and	  financial	  analysis	  progress	  

Late	  
October	  

Subcommittee	  
Meeting	  #3	  

• Review	  draft	  recommendations	  &	  provide	  feedback	  
• Receive	  general	  DSRIP	  updates	  
• Review	  revised	  AC	  timeline,	  planning	  process	  and	  
advocacy	  efforts	  	  

• Review	  CNA	  and	  financial	  analysis	  progress	  
November	   Subcommittee	  

Meetings	  #4	  
• Review	  draft	  recommendations	  
• Feedback	  specifically	  focused	  on	  strengthening	  the	  drafts	  
so	  they	  could	  be	  easily	  picked	  up	  and	  adapted	  into	  PPS	  
project	  applications	  

November	   Steering	  
Committee	  #3	  	  

• Vote	  and	  approve	  the	  subcommittees’	  recommendations	  
• Disseminate	  recommendations	  to	  all	  PPSs	  in	  the	  
metropolitan	  area	  

• Discuss	  advocacy	  efforts	  
December	   Subcommittee	  

Meetings	  #5	  &	  
Final	  Steering	  
Committee	  

• Review	  cost	  savings	  analysis	  data	  for	  each	  
recommendation.	  

• Review	  final	  report	  to	  the	  State	  
• Discuss	  how	  AC	  and	  its	  partners	  can	  help	  PPSs	  implement	  
the	  recommendations	  in	  2015	  

	  
Overall	  during	  the	  four-‐month	  period,	  20	  full	  subcommittee	  meetings,	  6	  “sub-‐sub”	  
committee	  meetings	  and	  5	  Steering	  Committee	  meetings	  were	  held	  with	  additional,	  smaller	  
working	  groups	  and	  conference	  calls	  focused	  on	  particular	  issues.	  In	  total	  over	  75	  PAC	  
members	  met	  for	  more	  than	  65	  working	  hours	  to	  ensure	  that	  the	  perspective	  of	  community	  
members	  and	  stakeholders	  were	  incorporated	  and	  reflected	  in	  AC’s	  proposed	  projects	  and	  
final	  report.	  
	  
AC	  facilitated	  committee	  engagement	  between	  the	  formal	  meetings.	  These	  included	  
scheduling	  “sub-‐sub”	  meetings	  –	  for	  example,	  specific	  members	  of	  the	  Consumer	  
Workforce	  Development	  Subcommittee	  met	  as	  a	  working	  group	  to	  discuss	  eligibility	  
requirements	  and	  the	  training	  curriculum	  for	  the	  peer	  health	  navigation	  recommendation.	  
Additionally,	  the	  project	  manager	  also	  met	  with	  external	  stakeholders	  such	  as	  state	  
agencies,	  DOHMH,	  organizations	  outside	  of	  the	  PAC	  to	  brief	  them	  on	  AC’s	  progress,	  
collaborate	  and	  solicit	  feedback.	  	  
	  
Throughout	  the	  process	  AC	  also	  sought	  consumer	  representation	  and	  input.	  Consumers	  
attended	  some	  steering	  committee	  and	  subcommittee	  meetings.	  AC	  also	  called	  a	  special	  
MAC	  meeting,	  to	  present	  the	  recommendations	  and	  solicit	  client	  feedback.	  Similar	  to	  the	  
Steering	  Committee,	  the	  MAC	  voted	  unanimously	  to	  approve	  the	  recommendations.	  	  
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III.	  Community	  Needs	  Assessment	  

Introduction	  
AC	  employed	  its	  DSRIP	  planning	  grant	  to	  focus	  attention	  on	  innovative	  strategies	  to	  
address	  health	  disparities,	  improve	  outcomes	  and	  reduce	  avoidable	  costs	  among	  Medicaid	  
beneficiaries	  with	  chronic	  medical	  and	  behavioral	  health	  conditions.	  Specifically,	  AC	  
planning	  targeted	  the	  group	  of	  Medicaid	  beneficiaries	  across	  the	  five	  boroughs	  of	  NYC—
including	  New	  York,	  Kings,	  Queens,	  Bronx	  and	  Richmond	  counties—with	  HIV/AIDS	  and	  
adults	  meeting	  SMI	  and	  SUD	  target	  criteria	  and	  risk	  factors.	  The	  NYS	  Department	  of	  Health	  
(DOH)	  estimates	  that	  there	  are	  975,000	  high-‐cost	  Medicaid	  enrollees	  statewide	  with	  
multiple	  chronic	  illnesses	  utilizing	  Medicaid	  services	  at	  an	  average	  cost	  $2,338	  per	  person	  
per	  month.	  Of	  these,	  168,000	  are	  living	  with	  HIV/AIDS,	  408,529	  have	  mental	  health	  and/or	  
substance	  use	  disorders	  and	  306,087	  have	  two	  or	  more	  chronic	  conditions.2	  These	  
individuals	  require	  complex,	  cross-‐sector	  health	  care	  that	  involves	  coordination	  across	  
multiple	  providers	  and	  agencies.	  As	  outlined	  below,	  many	  of	  these	  Medicaid	  beneficiaries	  
also	  confront	  social	  drivers	  of	  poor	  health	  outcomes	  prevalent	  in	  NYC,	  such	  as	  
homelessness,	  poverty,	  racism,	  stigma,	  language	  barriers,	  unemployment,	  inadequate	  
social	  supports	  and	  incarceration.	  These	  “social	  determinants”	  of	  health	  outcomes	  
contribute	  to	  problems	  with	  accessing	  or	  remaining	  engaged	  in	  care,	  making	  chronic	  
illnesses	  particularly	  difficult	  to	  manage.	  
	  
Social	  determinants	  of	  health	  have	  been	  defined	  as	  the	  circumstances	  in	  which	  people	  are	  
born,	  grow	  up,	  work	  and	  age,	  and	  the	  systems	  put	  in	  place	  to	  deal	  with	  illness.	  These	  
circumstances	  are	  shaped	  by	  the	  distribution	  of	  money,	  power	  and	  resources	  at	  the	  global,	  
national	  and	  local	  levels,	  and	  often	  determine	  the	  risk	  of	  illness	  and	  the	  actions	  taken	  to	  
prevent	  people	  from	  becoming	  ill	  or	  to	  treat	  illness	  when	  it	  occurs.	  The	  social	  determinants	  
of	  health	  are	  mostly	  responsible	  for	  health	  inequities	  –	  the	  unfair	  and	  avoidable	  differences	  
in	  health	  status	  between	  groups	  of	  people.	  Drivers	  of	  health	  inequities	  include:	  income,	  
education,	  employment	  opportunities,	  gender,	  race/ethnicity	  and	  other	  factors.3	  
	  
For	  example,	  in	  the	  United	  States	  people	  with	  SMI	  die,	  on	  average,	  25	  years	  earlier	  than	  the	  
general	  population,	  with	  a	  majority	  of	  this	  excess	  mortality	  due	  to	  medical	  conditions	  such	  
as	  cardiovascular,	  pulmonary	  and	  infectious	  diseases,	  which	  result	  from	  modifiable	  
medical	  risk	  factors.4	  Schizophrenia,	  Bipolar	  Disorder	  and	  Major	  Depressive	  Disorder	  have	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
2	  NYSDOH.	  Medicaid	  Health	  Homes,	  High	  Cost	  Population	  Characteristics.	  State	  of	  Medicaid	  Spending:	  High	  
Cost	  Enrollees.	  2011.	  Retrieved	  from:	  
http://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/docs/bucket_slide.pdf	  
3	  WHO.	  What	  are	  the	  social	  determinants	  of	  health?	  Accessed	  December	  2014	  at	  
http://www.who.int/social_determinants/sdh_definition/en/	  
4	  SAMHSA.	  (2011).	  SAMSHA	  Strategic	  Initiatives.	  HHS	  Publication	  No.	  (SMA)	  11-‐4666.	  Retrieved	  from:	  
https://store.samhsa.gov/shin/content/SMA11-‐4666/SMA11-‐4666.pdf	  	  
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all	  been	  associated	  with	  medical	  causes	  of	  death	  that	  are	  often	  2	  to	  3	  times	  that	  of	  the	  
general	  population.5	  	  
	  
HIV/AIDS	  risk	  and	  health	  outcomes	  reflect	  stark	  disparities	  rooted	  in	  the	  social	  
determinants	  of	  health.	  As	  depicted	  in	  the	  charts	  below,	  an	  increasing	  body	  of	  research	  
evidence	  documents	  the	  impact	  of	  poverty,	  housing	  insecurity,	  lack	  of	  insurance	  and	  other	  
social	  factors	  on	  the	  risk	  of	  acquiring	  HIV	  infection	  and	  on	  outcomes	  along	  the	  continuum,	  
or	  cascade,	  of	  steps	  necessary	  to	  benefit	  from	  HIV	  treatment.6	  	  
	  

	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
5	  National	  Association	  of	  State	  Mental	  Health	  Directors,	  Medical	  Directors	  Council.	  (2006).	  Morbidity	  and	  
Mortality	  in	  People	  with	  Serious	  Mental	  Illness.	  Technical	  Report.	  Retrieved	  from:	  
http://www.nasmhpd.org/docs/publications/MDCdocs/Mortality%20and%20Morbidity%20Final%20Repo
rt%208.18.08.pdf	  
6	  Millett,	  G.	  (2014).	  Structural	  Factors	  and	  the	  HIV	  Continuum	  of	  Care.	  Presentation	  at	  The	  Housing	  
Determinant:	  Integrating	  Housing	  into	  the	  Continuum	  of	  HIV	  Services	  Meeting.	  UCLA,	  October	  21,	  2014.	  
Retrieved	  from:	  http://chipts.ucla.edu/2014/11/14/covel/	  
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AC	  sponsor	  agencies	  and	  provider	  partners	  have	  used	  the	  CNA	  process	  to	  deepen	  their	  
understanding	  of	  the	  multi-‐faceted	  health	  care	  and	  psychosocial	  needs	  of	  this	  subset	  of	  
individuals	  with	  complex	  chronic	  and	  behavioral	  health	  issues,	  and	  to	  examine	  the	  
evidence	  base	  for	  innovative	  strategies	  to:	  1)	  enhance	  integration	  of	  medical	  and	  
behavioral	  health	  care	  services	  to	  better	  address	  complex	  needs;	  2)	  address	  structural	  
determinants	  of	  health;	  3)	  strengthen	  culturally	  competent	  community-‐based	  services;	  and	  
4)	  support	  the	  goals	  of	  Governor	  Cuomo’s	  historic	  Bending	  the	  Curve	  plan	  to	  end	  AIDS	  as	  an	  
epidemic	  in	  New	  York	  by	  the	  year	  2020.	  The	  goal	  of	  this	  CNA	  is	  to	  add	  value	  in	  these	  areas	  
to	  the	  overall	  DSRIP	  process	  towards	  achieving	  the	  ‘triple	  aims’	  of	  health	  care	  reform	  
articulated	  by	  Donald	  Berwick,	  former	  director	  of	  the	  Center	  of	  Medicaid	  and	  Medicare	  
Services:	  namely,	  to	  improve	  population	  health,	  increase	  quality	  of	  care,	  and	  reduce	  costs.7	  
	  
The	  AC	  Community	  Needs	  Assessment	  includes	  the	  following:	  

• Community	  needs	  assessment	  process	  and	  methods	  
• Description	  of	  target	  population	  health	  disparities	  and	  challenges	  
• Social	  barriers	  to	  health	  improvement	  for	  the	  AC	  target	  population	  
• Evaluation	  of	  community	  assets	  and	  resources	  
• Evidence	  base	  for	  proposed	  AC	  projects	  (see	  Section	  IV	  Project	  Recommendations)	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
7	  Berwick,	  D.M.,	  et	  al.	  (2008).	  The	  Triple	  Aim:	  Care,	  Health,	  And	  Cost.	  Health	  Affairs,	  27(3):	  759-‐769.	  
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Community	  Needs	  Assessment	  Process	  and	  Methods	  
The	  CNA	  findings	  reported	  here	  are	  based	  on	  review	  and	  analyses	  of	  secondary	  data	  
sources,	  a	  search	  of	  the	  research	  literature	  on	  health	  outcomes	  and	  interventions	  for	  
members	  of	  the	  AC	  DSRIP	  target	  population,	  and	  extensive	  work	  in	  collaboration	  with	  
members	  of	  the	  AC	  DSRIP	  Project	  Advisory	  Committee	  (PAC)	  and	  the	  four	  AC	  DSRIP	  
subcommittees	  focused	  on	  Integrated	  Care,	  Crisis	  Bed	  Diversion	  and	  Temporary	  Housing,	  
Consumer	  Workforce	  Development	  and	  End	  of	  AIDS.	  AC	  identified	  key	  individuals	  among	  
the	  safety	  net	  primary	  care,	  behavioral	  health,	  hospital,	  housing	  and	  health	  home	  
communities	  in	  NYC,	  as	  well	  as	  consumers	  of	  these	  services,	  to	  form	  representative	  
committees	  to	  guide	  the	  CNA	  and	  the	  development	  of	  recommended	  projects.8	  	  
	  
The	  CNA	  consultant,	  Shubert	  Botein	  Policy	  Associates,	  did	  an	  extensive	  review	  of	  the	  
published	  and	  grey	  literature	  on	  unmet	  needs	  of	  the	  target	  population	  and	  evidence-‐based	  
interventions,	  and	  engaged	  in	  an	  iterative	  process	  with	  PAC	  steering	  and	  subcommittee	  
members	  to	  refine	  the	  CNA	  to	  focus	  specifically	  on	  the	  need	  for	  and	  evidence	  base	  
supporting	  proposed	  projects.	  In	  addition,	  CNA	  findings	  and	  recommendations	  were	  
presented	  to	  the	  AC	  Member	  Advisory	  Council	  (MAC)	  for	  review	  and	  comment.	  	  
	  
The	  AC	  CNA	  was	  also	  informed	  by	  and	  drew	  from	  the	  extensive	  NYC	  Health	  Provider	  
Partnership	  Community	  Needs	  Assessments	  for	  Brooklyn,	  the	  Bronx,	  Manhattan	  and	  
Queens	  that	  were	  prepared	  by	  the	  New	  York	  Academy	  of	  Medicine,	  Tripp	  Umbach,	  and	  the	  
New	  York	  City	  Health	  and	  Hospitals	  Corporation	  (HHC).9	  The	  goal	  of	  the	  AC	  CNA	  was	  to	  
build	  upon	  rather	  than	  duplicate	  findings	  from	  these	  needs	  assessments	  and	  to	  supplement	  
and	  add	  value	  to	  reported	  findings	  rather	  than	  collect	  additional	  primary	  data.	  	  
	  
Finally,	  AC,	  a	  number	  of	  its	  sponsor	  and	  provider	  agencies,	  and	  Shubert	  Botein	  Policy	  
Associates	  have	  actively	  participated	  in	  the	  work	  of	  the	  EtE	  Task	  Force	  appointed	  to	  
develop	  a	  blueprint	  for	  achieving	  the	  goals	  of	  the	  Governor’s	  Bending	  the	  Curve	  initiative.	  
Several	  AC	  DSRIP	  PAC	  members	  sit	  on	  the	  Task	  Force.	  AC	  representatives	  and	  Shubert	  
Botein	  Policy	  Associates	  have	  attended	  Task	  Force	  meetings	  and	  community	  listening	  
sessions,	  and	  have	  been	  actively	  involved	  in	  the	  development	  of	  the	  EtE	  recommendations	  
currently	  under	  consideration	  by	  Task	  Force	  members.	  A	  number	  of	  recommendations	  are	  
synergistic	  with	  DSRIP	  and	  would	  advance	  both	  DRSIP	  and	  EtE	  goals.	  	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
8	  See	  Section	  II	  above	  for	  a	  description	  of	  community	  engagement	  in	  the	  AC	  DSRIP	  planning	  process,	  including	  
the	  selection,	  expertise	  and	  work	  of	  the	  AC	  Project	  Advisory	  Committee,	  AC	  DSRIP	  Steering	  and	  
Subcommittee	  members.	  	  
9	  Available	  on	  the	  HHC	  website	  at:	  	  
Bronx:	  www.nyc.gov/html/hhc/downloads/pdf/community-‐needs-‐
2014/bronxcommunityneedsassessment.pdf;	  	  
Brooklyn:	  www.nyc.gov/html/hhc/downloads/pdf/community-‐needs-‐
2014/brooklyncommunityneedsassessment.pdf;	  
Manhattan:	  
www.nyc.gov/html/hhc/downloads/pdf/communityneeds2014/manhattancommunityneedsassessment.pdf	  
Queens:	  www.nyc.gov/html/hhc/downloads/pdf/community-‐needs-‐
2014/queenscommunityneedsassessment.pdf	  	  
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Description	  of	  Target	  Population	  Health	  Disparities	  and	  Challenges	  

Overview	  
In	  2012,	  11%	  all	  NYC	  Medicaid	  and	  dually-‐eligible	  Medicaid/Medicare	  beneficiaries	  had	  at	  
least	  one	  hospital	  admission	  and	  23%	  had	  at	  least	  one	  ED	  visit.	  The	  rate	  per	  100,000	  of	  
potentially	  avoidable	  inpatient	  discharges	  during	  2012	  ranged	  from	  2,482/100,000	  for	  the	  
Bronx	  (1.38%	  of	  the	  expected	  rate)	  to	  1,318/100,000	  in	  Queens	  (.80%	  the	  expected	  rate).	  
In	  2012	  there	  were	  345,073	  potentially	  preventable	  hospital	  readmissions	  and	  1,191,549	  
potentially	  preventable	  ED	  visits	  among	  NYC	  Medicaid	  beneficiaries.10	  
	  
Health	  outcomes	  in	  NYC	  reflect	  marked	  disparities.	  During	  the	  2010-‐2012	  period,	  black	  
and	  Hispanic	  NYC	  residents	  were	  twice	  as	  likely	  to	  die	  prematurely	  than	  white	  residents,	  
with	  the	  top	  five	  causes	  of	  premature	  death	  being	  cancer,	  heart	  disease,	  unintentional	  
injury,	  diabetes	  and	  AIDS.11	  Black	  and	  Hispanic	  NYC	  Medicaid	  beneficiaries	  were	  2.27	  times	  
and	  1.58	  times	  more	  likely,	  respectively,	  than	  white	  beneficiaries	  to	  experience	  a	  
preventable	  hospitalization.12	  	  
	  
This	  section	  of	  the	  CNA	  report	  includes:	  an	  overall	  description	  of	  the	  population	  targeted	  
by	  AC	  DSRIP	  planning	  activities;	  overviews	  of	  the	  health	  status	  (including	  health	  
disparities)	  and	  Medicaid	  utilization	  of	  persons	  in	  NYC	  living	  with	  SMI,	  SUD	  and/or	  people	  
with	  HIV	  (PWH);	  and	  data	  on	  certain	  social	  barriers	  to	  improved	  health	  outcomes	  that	  
were	  the	  particular	  focus	  of	  AC	  DSRIP	  planning	  activities.	  	  

AC	  Target	  Population	  
As	  noted	  above,	  the	  NYSDOH	  estimates	  that	  there	  are	  975,000	  high-‐need,	  high-‐cost	  
Medicaid	  enrollees	  with	  chronic	  medical	  and	  behavioral	  illnesses.	  Improving	  outcomes	  and	  
reducing	  costs	  for	  this	  group	  with	  complex	  needs	  will	  require	  coordinated	  management	  
and	  an	  integrated	  approach	  that	  addresses	  medical,	  behavioral	  and	  social	  factors.	  For	  
example,	  costs	  for	  Medicaid	  beneficiaries	  with	  mental	  health	  conditions	  are	  twice	  as	  high	  as	  
for	  beneficiaries	  without	  mental	  health	  conditions,	  and	  nearly	  three-‐quarters	  of	  total	  
spending	  for	  this	  group	  is	  related	  to	  co-‐occurring	  physical	  health	  conditions.13	  AC	  DSRIP	  
planning	  focused	  in	  particular	  on	  NYC	  Medicaid	  beneficiaries	  in	  this	  high-‐need,	  high-‐cost	  
group	  who	  are	  living	  with	  HIV/AIDS,	  SMI14	  and/or	  SUD.	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
10	  Source:	  NYSDOH	  Office	  of	  Quality	  and	  Patient	  Safety	  Bureau	  of	  Health	  Informatics.	  Medicaid	  Claims	  Extract,	  
2012.	  	  
11	  Source:	  NYSDOH	  Bureau	  of	  Biometrics	  and	  Health	  Statistics.	  Premature	  deaths	  (<	  age	  75)	  for	  the	  three	  years	  
2010-‐2012.	  Vital	  Statistics	  Data	  as	  of	  March	  2014.	  
12	  NYS	  Prevention	  Agenda	  2013-‐2017	  State	  and	  County	  Dashboard.	  2012	  Reported	  Data.	  Accessed	  December	  
2014.	  
13	  SAMHSA-‐HRSA	  Center	  for	  Integrated	  Health	  Solutions.	  Integrating	  Addiction	  and	  Primary	  Care	  Services.	  
Accessed	  December	  2014	  at	  http://www.integration.samhsa.gov/about-‐us/esolutions-‐
newsletter/integrating-‐substance-‐abuse-‐and-‐primary-‐care-‐services	  
14	  The	  term	  “serious	  mental	  illness”	  is	  defined	  by	  the	  U.S.	  Department	  of	  Health	  and	  Human	  Services	  to	  
include	  adults	  (18	  or	  older)	  who	  have	  diagnosable	  mental,	  behavioral,	  or	  emotional	  disorder	  that	  has	  resulted	  
in	  functional	  impairment,	  which	  substantially	  interferes	  with	  or	  limits	  one	  or	  more	  major	  life	  activities.	  There	  
	  

17



	  

	  

Persons	  with	  SMI	  and/or	  SUD	  

Health	  Status	  
In	  any	  given	  year,	  one	  in	  four	  adults	  in	  NYS	  has	  a	  diagnosable	  mental	  disorder,	  and	  one	  in	  
17	  has	  a	  diagnosis	  of	  SMI.	  In	  many	  cases,	  individuals	  living	  with	  SMI	  also	  experience	  a	  
range	  of	  chronic	  and	  disabling	  medical	  conditions,	  such	  as	  diabetes,	  asthma,	  obesity,	  and	  
heart	  disease.15	  Data	  emerging	  from	  Medicaid	  Health	  Homes	  show	  a	  correlation	  between	  
behavioral	  health	  conditions	  and	  chronic	  physical	  illness,	  with	  each	  condition	  typically	  
treated	  in	  a	  silo	  with	  little	  service	  integration	  or	  communication	  among	  providers.	  The	  data	  
indicate	  that	  of	  Health	  Home	  eligible	  individuals	  age	  21	  or	  older	  with	  SMI,	  there	  is	  a	  high	  
prevalence	  of	  chronic	  health	  conditions16	  Among	  adult	  who	  use	  NYS	  Office	  of	  Mental	  Health	  
(OMH)	  licensed	  behavioral	  health	  services	  in	  NYC,	  57%	  have	  been	  diagnosed	  with	  at	  least	  
one	  chronic	  medical	  condition	  and	  34%	  use	  tobacco.17	  
	  
Like	  persons	  with	  SMI,	  Medicaid	  beneficiaries	  with	  SUD	  also	  experience	  high	  rates	  of	  
medical	  co-‐morbidities.	  An	  evaluation	  of	  NYS	  Medicaid	  fee-‐for-‐service	  spending	  over	  a	  12-‐
month	  period	  found	  that	  55.5	  percent	  of	  beneficiaries	  treated	  for	  SUD	  had	  mental	  illness,	  
32.5	  percent	  had	  heart	  disease,	  and	  22.0	  percent	  had	  HIV/AIDS.	  	  The	  prevalence	  of	  SUD	  
was	  almost	  twice	  as	  high	  among	  beneficiaries	  who	  received	  mental	  health	  treatment	  
compared	  to	  those	  who	  did	  not	  (22.2%	  versus	  11.5%).18	  	  
	  
People	  with	  SMI	  die,	  on	  average,	  25	  years	  earlier	  than	  the	  general	  population,	  with	  a	  
majority	  of	  this	  excess	  mortality	  due	  to	  medical	  conditions.19	  Almost	  half	  of	  tobacco-‐related	  
premature	  deaths	  occur	  among	  people	  with	  mental	  health	  and	  SUDs.20	  Trauma,	  including	  
intimate	  partner	  violence,	  is	  also	  strongly	  associated	  with	  mental	  health	  and	  SUDs,	  and	  
more	  than	  half	  of	  all	  prison	  and	  jail	  inmates	  (people	  in	  state	  and	  Federal	  prisons	  and	  in	  
local	  jails)	  meet	  criteria	  for	  having	  mental	  health	  problems,	  6	  in	  10	  meet	  criteria	  for	  a	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
is	  an	  analogous	  definition	  of	  “serious	  emotional	  disturbance”	  (SED)	  for	  children.	  Federal	  Register,	  58(9):	  
29422-‐29425.	  Published	  Thursday	  May	  20,	  1993.	  
15	  NYS	  OMH.	  Statewide	  Comprehensive	  Plan	  Interim	  Report,	  July	  2014.	  Retrieved	  from:	  
https://www.omh.ny.gov/omhweb/planning/statewide_plan/2013_to_2017/2014-‐interim-‐
report/report.pdf	  
16	  NYSDOH	  MRT	  Behavioral	  Health	  Reform	  Work	  Group.	  Final	  Recommendations.	  Retrieved	  from:	  
https://www.health.ny.gov/health_care/medicaid/redesign/docs/mrt_behavioral_health_reform_recommen
d.pdf	  
17	  NYS	  OMH.	  Patient	  Characteristics	  Survey	  DataPortal,	  NYC	  Region,	  2013.	  Accessed	  December	  2014	  at	  
https://www.omh.ny.gov/omhweb/statistics/pcs-‐message.htm	  	  
18	  Coughlin,	  T.A.	  &	  Shang,	  B.	  (2011).	  New	  York	  Medicaid	  Beneficiaries	  with	  Mental	  Health	  and	  Substance	  Abuse	  
Conditions.	  Report	  prepared	  for	  the	  Medicaid	  Institute	  at	  the	  United	  Hospital	  Fund,	  NYC.	  Retrieved	  from:	  
http://www.integration.samhsa.gov/pbhci-‐learning-‐community/NHSA_-‐
_New_York_Medicaid_Costs_Report.pdf	  	  
19	  SAMHSA.	  (2011).	  SAMSHA	  Strategic	  Initiatives.	  HHS	  Publication	  No.	  (SMA)	  11-‐4666.	  Retrieved	  from:	  
https://store.samhsa.gov/shin/content/SMA11-‐4666/SMA11-‐4666.pdf	  
20	  Ibid.	  
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substance	  use	  problem,	  and	  more	  than	  a	  third	  meet	  criteria	  for	  having	  both	  a	  substance	  use	  
problem	  and	  a	  mental	  health	  problem.21	  	  	  	  

Medicaid	  Utilization	  
In	  2012	  there	  were	  702,585	  Medicaid	  beneficiaries	  in	  NYC	  with	  behavioral	  health	  
conditions	  (SUD	  and/or	  SMI),	  19.58	  per	  100,000,	  compared	  to	  17.09	  per	  100,000	  for	  NYS	  
as	  a	  whole.	  In	  2012,	  32.34%	  of	  these	  persons	  with	  a	  behavioral	  health	  condition	  had	  at	  
least	  one	  inpatient	  admission	  (with	  an	  average	  of	  2.43	  admissions)	  and	  42.33%	  had	  at	  least	  
one	  ED	  visit	  (with	  an	  average	  of	  2.98	  ED	  visits).22	  	  
	  
NYC	  Medicaid	  beneficiaries	  with	  a	  mental	  health	  diagnosis	  had	  an	  average	  of	  2.43	  inpatient	  
admissions	  for	  the	  year,	  and	  an	  average	  of	  2.98	  ED	  visits.	  The	  rate	  of	  readmissions	  for	  
persons	  with	  mental	  health	  diagnosis	  is	  also	  high,	  with	  23.3%	  being	  readmitted	  within	  30	  
days	  (compared	  to	  20.9%	  statewide).23	  
	  
Among	  the	  222,198	  Medicaid	  beneficiaries	  in	  NYC	  with	  SUD	  (6.19	  per	  100,000	  compared	  to	  
6.36	  statewide),	  65.03%	  had	  at	  least	  one	  admission	  and	  58.37%	  had	  at	  least	  one	  ED	  visit.	  
This	  group	  has	  high	  overall	  average	  numbers	  of	  hospital	  admissions	  and	  ED	  visits.	  In	  NYC,	  
the	  average	  number	  of	  admissions	  was	  3.58	  (3.13	  for	  the	  state	  as	  a	  whole)	  for	  2012	  and	  the	  
average	  number	  of	  ED	  visits	  was	  4.34	  (4.18	  for	  the	  state).	  And	  in	  certain	  parts	  of	  NYC,	  such	  
as	  the	  Lower	  Manhattan	  service	  area,	  the	  average	  number	  of	  admissions	  is	  higher	  still,	  at	  
4.44	  per	  person.24	  
	  
One	  reason	  for	  the	  high	  admission	  rates,	  high	  number	  of	  ED	  visits,	  and	  frequent	  
readmissions	  is	  noncompliance	  with	  aftercare	  instructions	  following	  discharge.	  
Prescription	  refill	  rates,	  an	  indicator	  of	  compliance,	  are	  low	  for	  patients	  relying	  on	  
behavioral	  health	  medications.	  The	  30-‐day	  fill	  rate	  for	  psychotropic	  meds	  is	  57.6%	  in	  NYC	  
(64%	  at	  the	  state	  level);	  for	  antipsychotic	  medications,	  the	  30-‐day	  fill	  is	  lower	  at	  54.3%,	  
and	  the	  30-‐day	  fill	  rate	  for	  mood	  stabilizers	  is	  just	  47.0%.	  Given	  the	  gravity	  of	  the	  
conditions	  for	  which	  these	  medicines	  are	  prescribed,	  and	  the	  readmissions	  likely	  caused	  by	  
noncompliance,	  the	  need	  for	  post-‐discharge	  care	  management	  is	  compelling.25	  
	  
Evidence	  also	  indicates	  that	  a	  small	  number	  of	  persons	  with	  SMI	  and/or	  SUD	  account	  for	  a	  
disproportionate	  percentage	  of	  total	  inpatient	  behavioral	  health	  costs.	  A	  2007	  NYS	  study	  of	  
potentially	  preventable	  acute	  care	  hospitalizations	  found	  that	  Medicaid	  beneficiaries	  with	  
both	  mental	  health	  and	  substance	  abuse	  conditions	  experienced	  potentially	  preventable	  
hospital	  readmissions	  over	  3.5	  times	  more	  frequently	  than	  recipients	  with	  neither	  of	  these	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
21	  Ibid.	  
22	  NYSDOH	  Office	  of	  Quality	  and	  Patient	  Safety	  Bureau	  of	  Health	  Informatics.	  Medicaid	  Claims	  Extract,	  2012.	  	  
23	  Ibid.	  	  
24	  Ibid.	  
25	  NYS	  OMH	  DSRIP	  Dashboard.	  Behavioral	  Health	  Organization	  Performance	  Metrics,	  2012.	  Accessed	  
December	  2014.	  
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health	  conditions.26	  In	  2012,	  among	  all	  individuals	  hospitalized	  in	  NYC	  for	  mental	  illness,	  
2,811	  persons	  had	  three	  or	  more	  hospital	  stays,	  which	  accounted	  for	  9%	  of	  all	  users	  and	  
24.8%	  of	  all	  psychiatric	  hospitalizations.	  Of	  these	  persons,	  654	  had	  five	  or	  more	  hospital	  
stays	  (2%	  of	  all	  users),	  accounting	  for	  9.1%	  of	  all	  psychiatric	  hospitalizations.	  Sixty-‐six	  
percent	  of	  individuals	  with	  multiple	  hospitalizations	  had	  a	  secondary	  diagnosis	  of	  SUD.	  
Among	  1,500	  people	  discharged	  from	  inpatient	  detox	  in	  NYC	  during	  the	  month	  of	  
December	  2013,	  nearly	  800	  had	  multiple	  visits	  within	  the	  subsequent	  year,	  including	  100	  
people	  with	  10	  or	  more	  readmissions	  to	  detox	  within	  the	  year.27	  
	  
According	  to	  the	  NYS	  Behavioral	  Health	  Organizations	  Summary,	  inpatient	  readmission	  
rates	  dropped	  throughout	  2012	  for	  persons	  with	  behavioral	  health	  conditions,	  suggesting	  
positive	  impact	  by	  Health	  Homes	  and	  other	  efforts.	  But	  the	  data	  indicate	  that	  rates	  of	  
hospital	  provider	  communication	  and	  coordination	  of	  post-‐discharge	  behavioral	  health	  
services	  are	  low	  and	  that	  rates	  of	  coordination	  with	  physical	  health	  providers	  are	  even	  
lower,	  and	  that	  homelessness	  remains	  a	  significant	  barrier	  to	  care	  coordination,	  even	  when	  
over	  90%	  of	  individuals	  are	  discharged	  to	  stable	  housing.28	  

People	  Living	  with	  HIV/AIDS	  

Health	  Status	  
During	  2013,	  NYC	  recorded	  2,832	  new	  HIV	  diagnoses	  and	  1,784	  new	  AIDS	  diagnoses,	  
historical	  lows	  that	  represent	  a	  more	  than	  40%	  decrease	  in	  new	  HIV	  diagnoses	  and	  67%	  
decrease	  in	  new	  AIDS	  diagnoses	  in	  the	  last	  decade.29	  
	  
As	  depicted	  in	  the	  chart	  below,	  NYC	  has	  also	  realized	  a	  dramatic	  decrease	  in	  premature	  
deaths	  among	  people	  diagnosed	  with	  HIV,	  with	  a	  corresponding	  increase	  in	  the	  number	  of	  
persons	  living	  with	  HIV/AIDS.	  At	  the	  end	  of	  2013,	  there	  were	  117,618	  persons	  diagnosed	  
HIV/AIDS	  living	  in	  NYC,	  and	  an	  additional	  18,864	  persons	  (estimated	  by	  DOHMH	  as	  14%	  of	  
all	  PWH)	  who	  were	  HIV	  infected	  but	  remained	  undiagnosed.	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
26	  Lindsey,	  M.,	  et	  al.	  (2007).	  Potentially	  Preventable	  Hospital	  Readmissions	  Among	  Medicaid	  Recipients	  with	  
Mental	  Health	  and/or	  Substance	  Abuse	  Health	  Conditions	  Compared	  with	  All	  Others:	  New	  York	  State.	  Statistical	  
Brief	  No.	  3,	  NYSDOH.	  Retrieved	  from:	  
https://www.health.ny.gov/health_care/managed_care/reports/statistics_data/3hospital_readmissions_men
tahealth.pdf	  
27	  Kunins,	  H.,	  Marsik,	  T.,	  &	  Tom,	  L.	  DSRIP	  and	  Behavioral	  Health.	  NYC	  DOHMH	  presentation	  on	  August	  6,	  2014.	  
28	  NYS	  OMH	  &	  OASAS.	  (2013).	  New	  York	  State	  Behavioral	  Health	  Organizations	  2012	  Summary.	  Accessed	  
December	  2014	  at	  https://www.health.ny.gov/health_care/medicaid/redesign/docs/2013-‐05-‐
01_mrt_bh1_slides_resubmitted_5-‐7.pdf	  	  
29	  NYC	  DOHMH	  HIV	  Epidemiology	  and	  Field	  Services	  Program.	  HIV	  Surveillance	  Annual	  Report,	  2013.	  New	  
York,	  NY.	  Accessed	  December	  2014.	  	  
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Yet	  despite	  these	  gains,	  HIV/AIDS	  still	  causes	  significant	  morbidity	  and	  mortality	  in	  NYC,	  
particularly	  in	  minority	  communities.	  HIV	  is	  the	  fifth	  overall	  leading	  cause	  of	  premature	  
death	  among	  NYC	  residents	  under	  65	  years	  of	  age,	  the	  third	  leading	  cause	  of	  premature	  
death	  for	  non-‐Hispanic	  blacks,	  and	  fourth	  for	  Puerto	  Rican	  New	  Yorkers.30	  
	  
DOHMH	  also	  report	  continued	  improvements	  in	  the	  proportion	  of	  PWH	  in	  NYC	  who	  are	  
linked	  to	  care	  after	  diagnosis	  and	  the	  proportion	  of	  those	  retained	  in	  care	  who	  achieve	  viral	  
suppression,	  with	  both	  over	  75%	  in	  2013;	  however,	  rates	  of	  linkage	  and	  viral	  suppression	  
vary	  widely	  by	  demographics,	  risk	  group	  and	  age.	  Rates	  of	  viral	  suppression	  for	  persons	  in	  
care	  are	  lower	  among	  females	  than	  males,	  lower	  for	  blacks	  compared	  to	  other	  racial	  
groups,	  lower	  for	  IDUs	  and	  lowest	  (57%)	  for	  young	  persons	  (17	  to	  24	  years).	  
	  
Federal	  guidelines	  now	  recommend	  antiretroviral	  medication	  (ARVs)	  for	  all	  adults	  and	  
adolescents	  living	  with	  HIV.31	  Effective	  ARV	  therapy	  that	  suppresses	  HIV	  viral	  load	  to	  an	  
undetectable	  level	  (typically	  measured	  as	  ≤200	  copies/ml)	  optimizes	  the	  health	  of	  people	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
30	  NYC	  DOHMH.	  (2013).	  Summary	  of	  Vital	  Statistics	  2012:	  The	  City	  of	  New	  York.	  New	  York,	  NY.	  Accessed	  
December	  2014.	  
31	  U.S.	  DHHS	  Panel	  on	  Antiretroviral	  Guidelines	  for	  Adults	  and	  Adolescents.	  (2014).	  Guidelines	  for	  the	  use	  of	  
antiretroviral	  agents	  in	  HIV-‐1-‐infected	  adults	  and	  adolescents.	  Accessed	  December	  2014	  at	  
http://aidsinfo.nih.gov/contentfiles/lvguidelines/AdultandAdolescentGL.pdf	  
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living	  with	  HIV	  and	  dramatically	  reduces	  their	  risk	  of	  transmitting	  the	  virus	  to	  others.32	  As	  
depicted	  in	  the	  overall	  2012	  NYC	  HIV	  continuum	  (or	  cascade)	  of	  care	  below,	  significant	  
percentages	  of	  PWH	  in	  NYC	  remain	  undiagnosed	  (14%),	  are	  out	  of	  care	  (45%),	  and	  are	  not	  
receiving	  effective	  ARV	  therapy	  that	  suppresses	  viral	  load	  to	  an	  undetectable	  level	  (59%).	  
	  

	  
	  
A	  significant	  number	  of	  persons	  were	  newly	  diagnosed	  with	  HIV	  in	  2013,	  and	  20.3%,	  were	  
diagnosed	  concurrently	  with	  AIDS,	  which	  is	  too	  late	  in	  the	  course	  of	  HIV	  infection	  to	  fully	  
benefit	  from	  life-‐extending	  ARV	  therapy.	  PWH	  who	  enter	  medical	  care	  late	  in	  their	  HIV	  
disease	  have	  substantially	  higher	  direct	  medical	  treatment	  expenditures	  than	  those	  who	  
enter	  at	  earlier	  stages,	  including	  significantly	  higher	  inpatient	  costs.33	  Failure	  to	  timely	  
diagnose	  HIV	  means	  poorer	  health	  outcomes,	  an	  increased	  risk	  of	  spreading	  HIV	  to	  others	  
and	  increased	  costs	  for	  all.	  	  
	  
HIV	  in	  NYC	  is	  increasingly	  concentrated	  in	  low-‐income	  communities	  of	  color,	  where	  many	  
individuals	  experience	  multiple	  challenges	  that	  severely	  impact	  health	  in	  addition	  to	  HIV,	  
such	  as	  substance	  use,	  mental	  illness,	  hepatitis	  C	  virus	  (HCV),	  and	  homelessness.	  Of	  2,547	  
persons	  newly	  diagnosed	  with	  HIV	  in	  2013	  and	  for	  whom	  NYC	  zip	  code	  data	  was	  available,	  
1,524,	  or	  60%,	  resided	  in	  high	  poverty	  (807	  new	  diagnoses)	  or	  very	  high	  poverty	  (717	  new	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
32	  Cohen,	  M.S.,	  et	  al.	  (2011).	  Prevention	  of	  HIV-‐1	  infection	  with	  early	  antiretroviral	  therapy.	  N	  Engl	  J	  Med.,	  
365(6):	  493-‐505	  
33	  Fleishman,	  J.A.,	  et	  al.	  (2010).	  The	  Economic	  Burden	  of	  Late	  Entry	  Into	  Medical	  Care	  for	  Patients	  With	  HIV	  
Infection.	  Med	  Care,	  48(12):	  1071–1079.	  
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diagnoses)	  zip	  codes.	  NYC	  neighborhoods	  with	  the	  highest	  proportion	  of	  PWH	  include	  the	  
South	  Bronx,	  Upper	  and	  Lower	  Manhattan,	  Central	  Brooklyn	  and	  East	  New	  York/New	  Lots.	  
	  
As	  stated	  in	  the	  recently	  released	  2013	  DOHMH	  HIV	  Surveillance	  Report,	  “disparities	  by	  
sex,	  race/ethnicity,	  HIV	  transmission	  risk,	  geography	  and	  poverty	  level	  contribute	  
powerfully	  to	  the	  distribution	  of	  HIV	  and	  AIDS	  diagnoses,	  prevalence,	  HIV	  care	  outcomes,	  
survival	  and	  mortality	  rates.”34	  People	  newly	  diagnosed	  with	  HIV	  infection	  in	  NYC	  in	  2013	  
were	  predominately	  black	  or	  Hispanic,	  young,	  men	  who	  have	  sex	  with	  men	  (MSM),	  or	  
people	  living	  in	  high-‐poverty	  neighborhoods.	  Black	  and	  Hispanic	  women	  represent	  an	  
overwhelming	  majority	  of	  new	  HIV	  diagnoses	  among	  women	  (88.2%).	  MSM	  continue	  to	  
represent	  a	  disproportionate	  share	  of	  new	  HIV	  diagnoses	  (56.8%),	  and	  37.4%	  of	  all	  living	  
HIV	  cases	  are	  MSM.	  The	  number	  of	  new	  HIV	  infections	  annually	  among	  young	  MSM,	  most	  
notably	  young	  men	  of	  color,	  is	  alarmingly	  high;	  35.5%	  of	  New	  Yorkers	  newly	  diagnosed	  
with	  HIV	  in	  2013	  were	  under	  the	  age	  of	  30.	  As	  described	  in	  more	  detail	  below,	  transgender	  
people	  of	  all	  ages,	  immigrants	  or	  foreign-‐born	  people,	  homeless	  persons	  and	  persons	  
involved	  with	  the	  criminal	  justice	  system	  also	  experience	  HIV	  health	  disparities	  in	  NYC.	  
	  
Black	  and	  Hispanic	  New	  Yorkers	  accounted	  for	  more	  than	  three-‐quarters	  of	  new	  HIV	  
diagnoses	  in	  2013.	  The	  HIV	  diagnosis	  rate	  among	  black	  males	  is	  1.5	  times	  higher	  than	  the	  
rate	  among	  Hispanic	  males	  and	  over	  2	  times	  higher	  than	  the	  rate	  among	  white	  males;	  the	  
HIV	  diagnosis	  rate	  among	  black	  females	  was	  over	  2	  times	  higher	  than	  the	  rate	  among	  
Hispanic	  females	  and	  over	  9	  times	  higher	  than	  the	  rate	  among	  white	  females.	  Blacks	  having	  
the	  poorest	  short-‐term	  survival	  after	  an	  HIV	  diagnosis,	  and	  in	  2012,	  black	  PWH	  had	  an	  age-‐
adjusted	  death	  rate	  almost	  twice	  as	  high	  as	  that	  of	  whites.	  Blacks	  are	  also	  among	  the	  
populations	  most	  likely	  to	  be	  diagnosed	  late	  in	  the	  course	  of	  infection,	  and	  once	  in	  care,	  
blacks	  are	  more	  likely	  than	  other	  PWH	  to	  have	  persistently	  high	  viral	  load.35	  	  
	  
The	  NYC	  DOHMH	  reports	  that	  there	  were	  220	  new	  HIV	  diagnoses	  among	  transgender	  
persons	  between	  2008-‐2012,	  of	  whom	  92%	  were	  black	  or	  Hispanic	  and	  20%	  were	  foreign-‐
born.36	  Although	  overall	  HIV	  prevalence	  among	  transgender	  New	  Yorkers	  is	  unknown,	  one	  
study	  documented	  HIV	  infection	  rates	  in	  NYC	  of	  49.6%	  among	  transgender	  women	  of	  Latin	  
American	  origin	  and	  48.1%	  among	  transgender	  women	  of	  African	  descent,	  compared	  to	  
HIV	  prevalence	  of	  3.5%	  white,	  non-‐Hispanic	  transgender	  women.37	  Foreign-‐born	  PWH	  in	  
NYC	  are	  more	  likely	  to	  be	  diagnosed	  late—27%	  of	  foreign-‐born	  NYC	  HIV	  cases	  were	  
concurrently	  diagnosed	  with	  AIDS	  in	  2012-‐2013,	  compared	  to	  18%	  of	  non-‐foreign-‐born	  
concurrently	  diagnosed	  HIV/AIDS	  cases.	  People	  who	  are	  foreign-‐born,	  especially	  the	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
34	  NYC	  DOHMH	  HIV	  Epidemiology	  and	  Field	  Services	  Program.	  HIV	  Surveillance	  Annual	  Report,	  2013.	  York,	  NY.	  
December	  2014.	  
35	  Ibid.	  
36	  NYC	  DOHMH.	  (2014).	  HIV/AIDS	  Among	  Transgender	  Persons	  in	  New	  York	  City,	  2008-‐2012.	  New	  York	  City	  
HIV/AIDS	  Surveillance	  Slide	  Sets,	  Accessed	  December	  2014	  at:	  
http://www.nyc.gov/html/doh/html/data/epi-‐surveillance.shtml	  
37	  Nuttbrock,	  L.,	  et	  al.	  (2009).	  Lifetime	  risk	  Factors	  for	  HIV/STI	  infections	  among	  male-‐to-‐female	  transgender	  
persons.	  J	  Acquir	  Immune	  Defic	  Syndr,	  52(3):	  417-‐421.	  
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undocumented,	  may	  delay	  seeking	  HIV	  testing	  and	  care	  services	  due	  to	  stigma	  associated	  
with	  HIV,	  isolation,	  cultural	  and	  language	  differences,	  and	  fear	  of	  exposure	  and	  potential	  
deportation.	  Single,	  homeless	  adults	  are	  significantly	  more	  likely	  to	  be	  newly	  diagnosed	  
with	  HIV	  than	  other	  New	  Yorkers;	  a	  2005	  report	  on	  the	  health	  of	  the	  homeless	  in	  NYC	  
found	  that	  the	  rate	  of	  new	  HIV	  infections	  among	  adult	  NYC	  shelter	  users	  was	  16	  times	  the	  
rate	  in	  the	  general	  NYC	  population.38	  DOHMH	  estimates	  that	  HIV	  prevalence	  among	  
inmates	  in	  NYC	  jails	  is	  at	  least	  three	  to	  four	  times	  higher	  than	  in	  the	  general	  population,	  and	  
that	  4,500	  correctional	  inmates	  diagnosed	  with	  HIV	  are	  released	  to	  the	  NYC	  area	  annually	  
from	  city	  and	  state	  facilities.39	  
	  
For	  many	  PWH	  in	  NYC,	  HIV	  infection	  is	  complicated	  by	  other	  chronic	  behavioral	  and	  health	  
conditions.	  People	  aged	  50	  and	  older	  account	  for	  49%	  of	  PWH	  in	  NYC,	  underscoring	  the	  
importance	  of	  addressing	  the	  complex	  service	  needs	  of	  older	  PWH.	  Yet	  across	  age	  groups,	  
many	  PWH	  in	  NYC	  experience	  multiple	  chronic	  co-‐morbidities.	  Among	  AC	  members,	  47%	  
are	  diagnosed	  with	  SUD	  and	  39%	  with	  mental	  health	  issues,	  and	  other	  common	  chronic	  
conditions	  include	  kidney	  disease	  (56%	  of	  members),	  hepatitis	  C	  virus	  (HCV)	  infection	  
(40%),	  asthma	  (34%),	  diabetes	  (28%)	  and	  hypertension	  (28%).40	  Over	  80%	  of	  PWH	  in	  the	  
Community	  Health	  Advisory	  and	  Information	  Network	  (CHAIN)	  study41	  cohort	  report	  at	  
least	  two	  other	  diagnosed	  chronic	  conditions	  and	  about	  25%	  report	  five	  or	  more.42	  Among	  
CHAIN	  participants,	  51%	  report	  a	  need	  for	  professional	  mental	  health	  services,	  and	  46%	  
report	  a	  need	  for	  SUD	  treatment.43	  Based	  on	  the	  MOS	  SF-‐36	  standardized	  scale,	  49%	  of	  the	  
2010	  CHAIN	  cohort	  had	  a	  low	  mental	  health	  score,	  27%	  had	  a	  very	  low	  mental	  health	  score,	  
and	  14%	  had	  a	  dual	  diagnosis	  of	  low	  mental	  health	  and	  problem	  drug	  use	  in	  the	  past	  12	  
months;	  48%	  of	  those	  with	  low	  mental	  health	  scores	  reported	  no	  mental	  health	  services	  in	  
past	  6	  months.44	  DOHMH	  estimates	  the	  prevalence	  of	  HCV/HIV	  co-‐infection	  in	  NYC	  at	  5.6	  
times	  the	  rate	  in	  the	  general	  population	  (13,339/100,000	  versus	  2,370/100,000).	  Lifetime	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
38	  Kerker,	  B.,	  et	  al.	  (2005).	  The	  health	  of	  homeless	  adults	  in	  New	  York	  City:	  A	  report	  from	  the	  New	  York	  City	  
Departments	  of	  Health	  and	  Mental	  Hygiene	  and	  Homeless	  Services.	  Retrieved	  from:	  
http://www.nyc.gov/html/doh/downloads/pdf/epi/epi-‐homeless-‐200512.pdf	  	  
39	  New	  York,	  NY	  Eligible	  Metropolitan	  Area	  HIV	  Emergency	  Relief	  Grant	  Program	  FY	  2015	  Part	  A	  Grant	  
Application.	  (Unpublished	  data	  provided	  by	  DOHMH).	  
40	  Personal	  communication	  with	  Dr.	  Jerome	  Ernst,	  Chief	  Medical	  Officer,	  Amida	  Care.	  
41	  The	  Community	  Health	  Advisory	  and	  Information	  Network	  (CHAIN)	  study	  is	  an	  ongoing	  prospective	  study	  
of	  the	  characteristics,	  health	  and	  social	  service	  needs	  and	  utilization,	  and	  wellbeing	  of	  large	  representative	  
samples	  of	  PWH	  in	  NYC.	  Initiated	  in	  1994,	  CHAIN	  is	  conducted	  by	  researchers	  from	  Mailman	  School	  of	  Public	  
Health	  at	  Columbia	  University	  in	  collaboration	  with	  DOHMH.	  CHAIN	  information	  and	  reports	  are	  available	  at:	  
http://www.nyhiv.org/data_chain.html#reports.	  
42	  Messeri,	  P.	  et	  al.	  (2007).	  Prevalence	  of	  Chronic	  Diseases	  &	  Comorbid	  Conditions	  in	  the	  CHAIN	  Cohort	  of	  
PLWHA.	  CHAIN	  2007-‐4	  Report.	  Retrieved	  from:	  http://www.nyhiv.org/data_chain.html#reports	  
43	  Yomogida,	  M.,	  et	  al.	  (2011).	  Service	  Needs	  and	  Utilization	  New	  York	  City	  Round	  6	  Interviews:	  2009-‐2011.	  
CHAIN	  2011-‐1a	  Report.	  Retrieved	  from:	  http://www.nyhiv.org/data_chain.html#reports	  
44	  Aidala,	  A.	  (2011).	  Mental	  Health	  Needs	  of	  Persons	  Living	  with	  HIV/AIDS	  and	  Pathways	  to	  Mental	  Health	  
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and	  current	  smoking	  prevalence	  is	  also	  extremely	  high	  among	  PWH,	  with	  52%	  of	  CHAIN	  
respondents	  reporting	  current	  smoking	  –	  twice	  the	  prevalence	  of	  the	  general	  population.45	  	  

Medicaid	  Utilization	  
According	  to	  a	  Kaiser	  Family	  Foundation	  analysis	  of	  2010	  Medicaid	  Statistical	  Information	  
System	  (MSIS)	  data,	  NYS	  had	  the	  highest	  number	  of	  Medicaid	  enrollees	  with	  HIV/AIDS	  in	  
the	  U.S.	  (58,005)	  and	  the	  highest	  total	  annual	  Medicaid	  spending	  on	  enrollees	  with	  
HIV/AIDS	  ($2.32	  billion);	  and	  an	  average	  annual	  Medicaid	  payment	  per	  enrollee	  of	  $40,034	  
(compared	  to	  $26,067	  for	  the	  U.S.	  overall).46	  The	  NYSDOH	  AIDS	  Institute	  (AI)	  estimates	  
that	  there	  are	  currently	  an	  estimated	  52,000	  Medicaid	  recipients	  with	  diagnosed	  HIV	  
infection	  living	  in	  NYC,	  about	  30,000	  of	  who	  are	  enrolled	  in	  Medicaid	  Managed	  Care,	  
Approximately	  16,400	  PWH	  in	  HIV	  Special	  Needs	  Medicaid	  Managed	  Cares	  Plans	  as	  of	  
December	  31,	  2013	  (SNPs).47	  	  
	  
Despite	  medical	  advances	  and	  reductions	  in	  HIV-‐related	  deaths,	  PWH	  have	  a	  high	  rate	  of	  
hospital	  admissions	  and	  ED	  visits.	  In	  NYC	  during	  2012,	  over	  one-‐third	  (35.44%)	  of	  
Medicaid	  beneficiaries	  with	  HIV/AIDS	  had	  at	  least	  one	  ED	  visit	  and	  25.12%	  had	  one	  or	  
more	  inpatient	  admissions.	  This	  group	  averaged	  2.22	  inpatient	  admissions	  and	  2.43	  ED	  
admissions.48	  	  
	  
A	  2007	  review	  of	  NYS	  Medicaid	  spending	  found	  that	  excess	  costs	  are	  concentrated	  among	  
PWH	  with	  high	  rates	  of	  co-‐occurring	  medical	  and	  behavioral	  health	  issues.	  In	  2007,	  9.4%	  of	  
New	  York	  State’s	  Medicaid	  recipients	  with	  HIV	  disease	  accounted	  for	  44.9%	  of	  total	  
HIV/AIDS-‐related	  Medicaid	  costs.	  Median	  annual	  expenditure	  for	  this	  group	  was	  $157,209,	  
compared	  to	  $18,242	  for	  the	  remainder	  of	  NYS	  Medicaid	  beneficiaries	  with	  HIV.	  Almost	  all	  
(94%)	  high-‐cost	  Medicaid	  recipients	  had	  co-‐occurring	  chronic	  health	  and	  mental	  health	  
issues,	  most	  prevalent	  being	  substance	  abuse	  (53%),	  mental	  illness	  (54%),	  hypertension	  
(50%)	  and	  HCV	  (37%).	  The	  most	  expensive	  service	  category	  for	  the	  high-‐cost	  group	  was	  
hospital	  inpatient	  (50.2%	  of	  total	  costs)	  followed	  by	  institutional	  LTC	  (27.6%).49	  
	  
Lack	  of	  effective	  ARV	  therapy	  and	  sustained	  viral	  suppression	  increases	  HIV	  morbidity,	  
mortality	  and	  health	  care	  costs.	  Research	  findings	  indicate	  that	  PWH	  on	  ARVs	  cost	  as	  much	  
as	  $7,000	  less	  per	  year	  than	  PWH	  not	  taking	  the	  drugs,	  due	  to	  the	  increased	  medical	  costs	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
45	  Messeri,	  P.	  &	  Vardy,	  Y.	  (2012).	  Tobacco	  use,	  cessation	  and	  medical	  provider	  intervention.	  CHAIN	  2012-‐9	  
Report.	  Retrieved	  from:	  http://www.nyhiv.org/data_chain.html#reports	  
46	  The	  Kaiser	  Family	  Foundation.	  State	  Health	  Facts.	  Data	  Source:	  FY	  2010	  MSIS	  and	  CMS-‐64	  reports.	  
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47	  NYSDOH.	  2014	  Managed	  Care	  Plan	  Enrollment	  Report.	  Retrieved	  from:	  
https://www.health.ny.gov/health_care/managed_care/report/2014/docs/complete_plan_enrollment.pdf	  	  
48	  NYSDOH	  Office	  of	  Quality	  and	  Patient	  Safety	  Bureau	  of	  Health	  Informatics.	  Medicaid	  Claims	  Data,	  2012.	  New	  
York,	  NY.	  Accessed	  December	  2014.	  
49	  Chesnut,	  T.J.,	  et	  al.	  (2011).	  An	  Expenditure	  Analysis	  of	  High-‐Cost	  Medicaid	  Recipients	  with	  HIV	  Disease	  in	  
New	  York	  State.	  Journal	  of	  Health	  Care	  for	  the	  Poor	  and	  Underserved,	  22:	  329–344.	  
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incurred	  and	  shorter	  life	  expectancies.50	  Research	  shows	  that	  expenditures	  for	  non-‐ARV	  
medications	  and	  hospitalization	  contribute	  significantly	  to	  increased	  costs	  for	  the	  sickest	  
patients	  with	  HIV.51	  CHAIN	  findings	  show	  that	  self-‐reported	  inpatient	  days,	  ED	  visits	  and	  
outpatient	  visits	  all	  rise	  with	  increases	  in	  the	  number	  of	  comorbid	  conditions,	  and	  the	  
CHAIN	  investigators	  estimate	  that	  in	  NYC,	  the	  management	  of	  these	  other	  chronic	  disease	  
conditions	  accounts	  for	  35%	  of	  inpatient	  days	  and	  25%	  of	  ED	  visits	  among	  PWH.52	  

Social	  Barriers	  to	  Health	  Improvement	  for	  the	  AC	  Target	  Population	  

Poverty	  and	  Unemployment	  
Rates	  of	  employment	  are	  extremely	  low	  among	  members	  of	  the	  AC	  DSRIP	  target	  
population.	  In	  NYC,	  only	  12%	  of	  persons	  served	  by	  OMH	  licensed	  mental	  health	  providers	  
have	  any	  kind	  of	  paid	  employment,	  the	  lowest	  rate	  of	  employment	  for	  this	  group	  of	  any	  
region	  in	  NYS,	  and	  compared	  to	  14%	  statewide.53	  64,000	  users	  of	  OHM	  licensed	  mental	  
health	  services	  in	  NYC	  rely	  on	  public	  benefits,	  with	  68%	  of	  these	  persons	  receiving	  SSI	  
(Supplemental	  Security	  Income)	  or	  SSDI	  (Social	  Security	  Disability	  Insurance)	  and	  18%	  
receiving	  public	  assistance.54	  A	  2007	  CHAIN	  analysis	  of	  employment	  among	  PWH	  in	  NYC	  
showed	  that	  only	  16%	  of	  CHAIN	  participants	  reported	  any	  current	  employment	  at	  the	  most	  
recent	  interview	  (only	  6%	  full-‐time),	  although	  29%	  reported	  an	  interest	  in	  work;	  lack	  of	  
educational	  attainment	  and	  prior	  work	  experience,	  coupled	  with	  impaired	  health	  were	  
major	  obstacles	  to	  participants	  returning	  to	  paid	  work.55	  NYC’s	  Human	  Resources	  
Administration	  (HRA)	  HIV/AIDS	  Services	  Administration	  (HASA)	  currently	  provides	  
assistance	  with	  public	  benefits	  and	  housing	  for	  32,418	  persons	  with	  diagnoses	  of	  AIDS	  or	  
advanced	  HIV	  disease	  in	  NYC,	  about	  28%	  of	  all	  diagnosed	  PWH,	  including	  14,450	  who	  
receive	  SSI,	  SSDI	  or	  Veterans	  Disability	  Benefits.56	  The	  number	  of	  asymptomatic	  PWH	  who	  
receive	  public	  assistance	  is	  not	  known.	  

U.S.	  Centers	  for	  Disease	  Control	  and	  Prevention	  (CDC)	  surveillance	  data	  point	  to	  poverty	  –	  
not	  race	  –	  as	  the	  most	  significant	  factor	  contributing	  to	  HIV	  risk	  in	  low-‐income	  
communities	  in	  the	  U.S.,	  with	  other	  social	  determinants	  including	  homelessness,	  
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53	  NYS	  OMH.	  Patient	  Characteristics	  Survey	  DataPortal,	  NYC	  Region,	  2013.	  Accessed	  December	  2014	  at	  
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54	  Ibid.	  
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unemployment	  and	  low	  education	  level	  also	  independently	  associated	  with	  HIV	  infection.57	  
The	  proportion	  of	  PWH	  living	  in	  poverty	  in	  NYC	  is	  unknown,	  but	  60%	  of	  persons	  newly	  
diagnosed	  with	  HIV	  in	  2013	  lived	  in	  high	  or	  very	  high	  poverty	  zip	  codes;	  58	  among	  CHAIN	  
participants,	  61%	  live	  below	  the	  Federal	  Poverty	  Level	  (FPL).59	  Data	  from	  the	  U.S.	  Medical	  
Monitoring	  Project	  (MMP)	  show	  that	  lower	  income	  itself	  is	  associated	  with	  poorer	  HIV	  
treatment	  adherence	  and	  higher	  rates	  of	  advanced	  HIV	  disease,60	  and	  two	  of	  NYC’s	  highest-‐
prevalence	  boroughs	  rank	  nationally	  as	  the	  poorest	  urban	  county	  (the	  Bronx)	  and	  the	  
county	  with	  the	  greatest	  income	  disparity	  (Manhattan).61	  For	  example,	  according	  to	  
Community	  Health	  Survey	  data,	  in	  the	  Highbridge/Morrisania	  neighborhood	  of	  the	  South	  
Bronx	  (where	  42%	  of	  residents	  live	  below	  the	  FPL)	  individuals	  are	  4.5	  times	  more	  likely	  
than	  residents	  of	  other	  NYC	  neighborhoods	  to	  be	  hospitalized	  for	  HIV/AIDS.62	  	  

Unmet	  Subsistence	  Needs	  
Housing	  and	  food	  insecurity	  are	  significant	  barriers	  to	  health	  maintenance	  and	  
management	  of	  chronic	  disease.	  
	  
On	  December	  10,	  2013,	  the	  reported	  daily	  census	  for	  the	  NYC	  homeless	  shelter	  system	  was	  
58,945,63	  and	  the	  NYC	  Department	  of	  Homeless	  Services	  (DHS)	  estimates	  that	  an	  additional	  
3,000	  persons	  are	  homeless	  on	  the	  streets	  of	  NYC.	  In	  addition,	  the	  NYC	  HRA	  administers	  
2,500	  domestic	  violence	  units	  throughout	  the	  City.	  The	  homeless	  population	  includes	  single	  
adults	  and	  families	  with	  and	  without	  children.	  HASA	  currently	  provides	  about	  5,300	  
permanent	  supportive	  housing	  units	  and	  2,300	  non-‐shelter	  emergency	  placements	  
(including	  1,500	  in	  often	  unsafe	  commercial	  single	  room	  occupancy	  hotels)	  for	  homeless	  or	  
unstably	  housed	  PWA	  in	  NYC,	  and	  administers	  an	  HIV	  enhanced	  rental	  assistance	  program	  
that	  served	  26,748	  households	  living	  with	  HIV	  as	  of	  August	  2014.64	  Because	  eligibility	  for	  
HASA	  housing	  services	  is	  limited	  to	  persons	  with	  a	  diagnosis	  of	  AIDS	  or	  advance	  HIV	  
disease,	  thousands	  of	  PWH	  in	  NYC	  are	  unable	  to	  access	  HIV	  housing	  assistance,	  including	  
an	  estimated	  1,000	  adults	  with	  HIV	  infection	  in	  NYC	  shelters	  on	  any	  given	  night.65	  
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Homelessness	  exacerbates	  health	  problems,	  complicates	  treatment,	  and	  disrupts	  the	  
continuity	  of	  care.	  People	  experiencing	  homelessness	  deal	  with	  high	  rates	  of	  physical	  and	  
behavioral	  health	  problems,	  increased	  mortality,	  and	  frequent	  hospitalizations.	  Homeless	  
persons	  experience	  high	  rates	  of	  hospitalization	  and	  prolonged	  length	  of	  stay	  relative	  to	  
housed	  persons.66	  Homeless	  persons	  are	  three	  to	  four	  times	  more	  likely	  to	  die	  prematurely	  
than	  their	  housed	  counterparts.67	  
	  
A	  2005	  DOHMH	  and	  DHS	  study	  of	  the	  health	  of	  NYC	  shelter	  users	  found	  that	  the	  death	  rate	  
among	  those	  who	  used	  the	  single	  adult	  shelter	  system	  was	  twice	  as	  high	  as	  that	  of	  the	  
general	  NYC	  adult	  population.	  Cancer	  and	  heart	  disease	  were	  the	  leading	  causes	  of	  death,	  
but	  among	  those	  who	  used	  the	  single	  adult	  shelter	  system,	  substance	  use	  and	  HIV/AIDS	  
accounted	  for	  nearly	  one-‐third	  of	  all	  deaths,	  compared	  with	  less	  than	  5%	  in	  the	  NYC	  adult	  
population.	  Homeless	  adults	  were	  disproportionately	  hospitalized,	  and	  on	  average	  stayed	  
in	  the	  hospital	  longer	  than	  non-‐homeless	  adults.	  The	  prevalence	  of	  HIV/AIDS	  among	  adults	  
who	  used	  the	  single	  adult	  shelter	  system	  was	  more	  than	  twice	  as	  high	  as	  the	  prevalence	  in	  
the	  NYC	  adult	  population,	  and	  the	  average	  rates	  of	  TB	  and	  new	  HIV	  diagnoses	  were	  11	  and	  
16	  times	  higher,	  respectively,	  among	  those	  who	  used	  the	  single	  adult	  shelter	  system	  than	  
among	  the	  NYC	  adult	  population.68	  	  
	  
A	  New	  York	  study	  aimed	  at	  establishing	  a	  methodology	  to	  identify	  persons	  at	  the	  highest	  
risk	  for	  continued,	  frequent	  hospital	  admissions	  found	  that	  patients	  who	  were	  homeless	  or	  
precariously	  housed	  were	  more	  than	  six	  times	  more	  likely	  to	  name	  the	  ED	  as	  their	  usual	  
source	  of	  care	  or	  to	  say	  they	  had	  no	  usual	  source	  of	  care	  than	  patients	  who	  had	  stable	  
housing.	  Patients	  who	  were	  homeless	  or	  unstably	  housed	  were	  also	  far	  more	  likely	  to	  have	  
a	  hospital	  admission	  associated	  with	  substance	  use	  or	  related	  illness.	  Seventy-‐three	  
percent	  of	  the	  patients	  who	  were	  homeless	  or	  precariously	  housed	  were	  admitted	  with	  
mental	  health	  or	  substance	  use-‐related	  diagnoses,	  compared	  to	  only	  five	  percent	  of	  housed	  
patients.69	  
	  
For	  PWH,	  lack	  of	  stable	  housing	  poses	  a	  significant	  barrier	  to	  engagement	  in	  care	  and	  
treatment	  success	  at	  each	  point	  in	  the	  HIV	  care	  continuum:	  compared	  to	  PWH	  in	  stable	  
housing,	  homeless	  and	  unstably	  housed	  PWH	  are:	  more	  likely	  to	  delay	  HIV	  testing	  and	  
entry	  into	  care	  following	  diagnosis;	  are	  more	  likely	  to	  experience	  discontinuous	  care	  –	  
dropping	  in	  and	  out	  of	  care	  and/or	  changing	  providers	  often;	  are	  less	  likely	  to	  be	  receiving	  
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medical	  care	  that	  meets	  minimal	  clinical	  practice	  guidelines;	  are	  less	  likely	  to	  be	  on	  ARV	  
therapy;	  are	  less	  likely	  achieve	  sustained	  viral	  suppression;	  rate	  their	  mental,	  physical	  and	  
overall	  health	  worse;	  are	  more	  likely	  to	  be	  uninsured,	  use	  an	  emergency	  room,	  and	  be	  
admitted	  to	  a	  hospital;	  and	  have	  significantly	  higher	  rates	  of	  all-‐cause	  mortality.70	  CHAIN	  
data	  also	  show	  that	  food	  insecurity	  is	  a	  barrier	  to	  engagement	  in	  effective	  ARV	  therapy	  and	  
is	  associated	  with	  missed	  HIV	  primary	  care	  appointments,	  ED	  use	  and	  detectable	  viral	  
loads.71	  	  

Data	  from	  the	  CHAIN	  study	  show	  that	  over	  time,	  receipt	  of	  housing	  assistance	  exerts	  a	  
stronger	  impact	  on	  retaining	  PWH	  in	  NYC	  in	  appropriate	  medical	  care	  than	  client	  
demographics,	  health	  status,	  insurance	  coverage,	  co-‐occurring	  mental	  illness,	  problem	  drug	  
use,	  or	  the	  receipt	  of	  supportive	  services	  to	  address	  co-‐occurring	  conditions.72	  Findings	  
from	  the	  “NY/NY	  III”	  initiative	  show	  that	  placement	  in	  supportive	  housing	  can	  reduce	  
hospital	  admissions,	  length	  of	  inpatient	  stays	  and	  ED	  use	  for	  homeless	  persons	  with	  
chronic	  behavioral	  and	  medical	  health	  conditions.73	  These	  findings	  are	  consistent	  with	  a	  
substantial	  evidence	  base,	  including	  seven	  randomized	  controlled	  trials,	  demonstrating	  
that	  permanent	  supportive	  housing	  models	  reduce	  homelessness,	  increase	  housing	  tenure,	  
and	  decrease	  emergency	  room	  visits	  and	  hospitalization,	  prompting	  the	  study’s	  authors	  to	  
recommend	  that	  policy	  makers	  consider	  including	  supportive	  housing	  as	  a	  covered	  medical	  
service	  for	  individuals	  with	  mental	  illness	  and	  substance	  use	  disorders.74	  

Lack	  of	  Insurance	  
A	  2013	  estimate	  put	  the	  number	  of	  NYC	  residents	  who	  remain	  uninsured	  post-‐
implementation	  of	  the	  Affordable	  Care	  Act	  at	  927,000,	  of	  whom	  63%	  are	  black	  and	  
Hispanic	  and	  67%	  are	  between	  the	  ages	  of	  19	  and	  44.75	  A	  more	  recent	  estimate	  puts	  the	  
number	  at	  approximately	  450,000	  persons.76	  Uninsured	  adults	  are	  more	  likely	  than	  
insured	  adults	  to	  report	  being	  in	  fair	  or	  poor	  health,	  to	  not	  have	  a	  regular	  care	  provider	  and	  
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to	  have	  foregone	  needed	  medical	  care	  at	  some	  point	  in	  the	  past	  year.77	  An	  estimated	  18%	  
of	  PWH	  in	  NYC	  remain	  uninsured	  in	  2014.78	  Many	  uninsured	  PWH	  have	  access	  to	  HIV	  
medications	  through	  the	  AIDS	  Drug	  Assistance	  Program	  (ADAP)	  and	  to	  ambulatory	  care	  
through	  the	  ADAP	  Plus	  program,79	  however	  these	  programs	  do	  not	  cover	  inpatient	  care.	  80	  
	  
The	  2012	  NYC	  Community	  Health	  Survey	  indicates	  that	  28.1%	  of	  foreign-‐born	  New	  Yorkers	  
are	  uninsured	  compared	  to	  10.9%	  of	  New	  Yorkers	  born	  in	  the	  U.S.81	  NYS	  offers	  public	  
insurance	  to	  individuals	  with	  a	  broad	  range	  of	  immigration	  statuses,	  but	  eligible	  
immigrants	  are	  often	  deterred	  from	  enrolling	  themselves	  and	  their	  children	  in	  affordable	  
insurance	  due	  to	  lack	  of	  awareness	  of	  eligibility,	  the	  complexity	  of	  the	  enrollment	  process,	  
and	  perceptions	  about	  immigrant	  specific	  consequences	  of	  using	  public	  insurance.	  
Recommendations	  include	  proactively	  addressing	  immigrants’	  concerns,	  offering	  
linguistically	  and	  culturally	  appropriate	  information	  and	  assistance,	  and	  increasing	  
resources	  for	  community-‐based	  health	  advocates	  who	  help	  immigrants	  navigate	  the	  health	  
insurance	  and	  health	  care	  system.82	  	  

Evaluation	  of	  Community	  Assets	  and	  Resources	  
NYC’s	  health	  and	  human	  services	  infrastructure	  provides	  a	  solid	  base	  for	  launching	  
collaborative	  programs	  to	  reduce	  the	  over	  utilization	  of	  acute	  care	  services	  and	  support	  
public	  health	  interventions.	  The	  City	  has	  an	  extensive	  array	  of	  public	  and	  private	  hospitals,	  
hospital	  outpatient	  extension	  clinics,	  Federally	  Qualified	  Health	  Centers	  (FQHCs),	  
community	  health	  centers,	  independent	  community	  based	  primary	  care	  providers,	  and	  
community-‐based	  organizations	  that	  are	  coming	  together	  to	  establish	  targeted	  care	  
coordination,	  health	  prevention,	  and	  disease	  management	  strategies	  through	  initiatives	  
such	  as	  DSRIP,	  Regional	  Health	  Information	  Exchange	  Organizations	  (RHIOS),	  SNPs,	  
Medicaid	  Health	  Homes,	  Health	  and	  Recovery	  Plans	  (HARPs),	  and	  other	  initiatives.83	  	  
	  
NYC	  has	  in	  place	  numerous	  programs	  and	  offices	  to	  assist	  its	  citizens	  in	  obtaining	  essential	  
services.	  For	  example,	  NYC	  has	  a	  website,	  Access	  NYC,	  which	  assists	  users	  in	  completing	  
screening	  questionnaires	  for	  over	  30	  support	  programs.84	  The	  NYC	  HRA	  has	  a	  number	  of	  
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Health	  Provider	  Partnership	  Community	  Needs	  Assessments	  for	  Brooklyn,	  the	  Bronx,	  Manhattan	  and	  Queens.	  
84	  Access	  NYC.	  Programs.	  Accessed	  at	  https://a858-‐
ihss.nyc.gov/ihss1/en_US/IHSS_S054_programsPagePage.do?sequenceNumber=4&	  	  	  	  
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satellite	  offices	  throughout	  the	  City	  to	  meet	  the	  needs	  of	  local	  residents,	  including	  specific	  
services	  targeted	  to	  PWH.85	  The	  HHC	  makes	  health	  care	  services	  affordable	  for	  all	  New	  
Yorkers	  through	  a	  financial	  screening	  system	  called	  HHC	  Options.86	  And	  there	  are	  other	  
programs	  and	  care	  available	  to	  uninsured	  New	  Yorkers.87	  
	  
There	  are	  numerous	  HIV/AIDS	  related	  services	  located	  in	  NYC.	  Non-‐profit	  community-‐
based	  organizations	  provide	  housing	  support,	  substance	  abuse	  and	  mental	  health	  
counseling,	  legal	  assistance,	  health	  education,	  benefits	  assistance	  and	  case	  management	  
services.	  Many	  of	  the	  organizations	  focus	  on	  specific	  populations	  based	  on	  racial	  or	  ethnic	  
identity	  or	  sexual	  orientation.	  Large-‐scale	  Ryan	  White	  and	  CDC	  Prevention-‐funded	  HIV	  
programs	  in	  the	  City	  include	  HIV	  prevention	  and	  outreach	  efforts	  such	  as	  sexual	  and	  
behavioral	  health	  for	  HIV	  prevention,	  condom	  distribution,	  harm	  reduction,	  testing	  and	  
linkage	  to	  care,	  and	  syringe	  exchange.	  Additionally	  there	  are	  programs	  to	  support	  HIV	  
positive	  patients	  such	  as	  supportive	  counseling,	  home	  care,	  housing	  services,	  food	  and	  
nutrition	  support,	  and	  care	  coordination.	  	  
	  
On	  June	  29,	  2014,	  Governor	  Cuomo	  announced	  a	  three-‐point	  “Bending	  the	  Curve”	  plan	  to	  
end	  AIDS	  as	  an	  epidemic	  in	  New	  York	  State.	  The	  goal	  of	  the	  initiative	  is	  to	  decrease	  new	  HIV	  
infections	  to	  the	  point	  where,	  by	  2020,	  the	  number	  of	  persons	  living	  with	  HIV	  in	  New	  York	  
State	  will	  be	  reduced	  for	  the	  first	  time.	  The	  NYSDOH	  AI	  is	  leading	  the	  work	  of	  the	  Ending	  
the	  Epidemic	  Task	  Force	  established	  in	  support	  of	  the	  Governor’s	  plan,	  made	  up	  of	  key	  
stakeholders	  representing	  public	  and	  private	  industry,	  and	  community	  leaders	  who	  are	  
expert	  in	  the	  field	  of	  HIV/AIDS.	  The	  Task	  Force	  is	  responsible	  for	  developing	  and	  issuing	  an	  
executive	  blueprint	  for	  NYS	  to	  achieve	  the	  stated	  goals	  of:	  identifying	  persons	  with	  HIV	  
who	  remain	  undiagnosed	  and	  linking	  them	  to	  health	  care;	  linking	  and	  retaining	  persons	  
diagnosed	  with	  HIV	  to	  health	  care	  and	  getting	  them	  on	  anti-‐HIV	  therapy	  to	  maximize	  HIV	  
virus	  suppression	  so	  they	  remain	  healthy	  and	  prevent	  further	  transmission;	  and	  facilitating	  
access	  to	  ARV	  chemoprophylaxis	  (Pre	  Exposure	  Prophylaxis	  (PrEP)	  and	  Non-‐Occupational	  
Post-‐Exposure	  Prophylaxis	  (PEP)	  for	  high-‐risk	  persons	  to	  keep	  them	  HIV	  negative.88	  
	  
AC	  believes	  that	  the	  success	  of	  all	  of	  these	  programs	  and	  efforts	  for	  its	  target	  population	  of	  
Medicaid	  beneficiaries	  with	  complex	  chronic	  conditions	  will	  require	  the	  continued	  viability	  
and	  engagement	  of	  NYC’s	  rich	  network	  of	  community-‐based	  providers,	  and	  that	  one	  
measure	  of	  PPS	  performance	  should	  be	  how	  well	  the	  system	  works	  to	  preserve	  existing	  
critical	  community-‐based	  services.	  	  
	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
85	  NYC	  HRA.	  HIV/AIDS	  Service	  Administration.	  Accessed	  at	  
http://www.nyc.gov/html/hra/html/services/hasa.shtml	  
86	  HHC.	  HHC	  Options.	  Accessed	  at	  http://www.nyc.gov/html/hhc/html/patients/ForPatients-‐Paying-‐
Options.shtml	  	  
87	  NYC	  DOHMH.	  NYC	  Insurance	  Link.	  Accessed	  at	  
http://www.nyc.gov/html/hia/html/healthcare_resources_uninsured/free_low_cost.shtml	  	  
88	  NYSDOH.	  Ending	  the	  Epidemic	  Task	  Force.	  Accessed	  at	  	  
https://www.health.ny.gov/diseases/aids/ending_the_epidemic/index.htm	  
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People	  living	  with	  chronic	  conditions	  need	  more	  than	  medical	  treatment	  from	  their	  health	  
care	  providers	  –	  they	  need	  support	  in	  mastering	  and	  sustaining	  the	  complex	  self-‐care	  
behaviors	  that	  are	  necessary	  to	  enable	  them	  to	  live	  as	  healthy	  as	  possible.	  For	  example,	  
CHAIN	  study	  results	  show	  that	  the	  best	  outcomes	  for	  PWH	  with	  mental	  health	  needs	  result	  
from	  receipt	  of	  professional	  mental	  health	  treatment	  followed	  by	  ongoing	  supportive	  
services	  such	  as	  counseling	  or	  peer	  group	  participation.89	  Studies	  show	  that	  without	  
sustained	  support,	  many	  adults	  will	  not	  succeed	  in	  managing	  their	  conditions	  well,	  leading	  
to	  worse	  health	  outcomes,	  including	  expensive	  hospitalizations	  and	  avoidable	  
complications.90	  
	  
For	  example,	  NYC	  providers	  identify	  three	  types	  of	  key	  barriers	  to	  HIV	  testing	  and	  linkage	  
to	  care:	  (1)	  health	  care	  system	  factors	  (e.g.,	  long	  wait	  for	  provider	  appointments;	  
requirement	  of	  a	  positive	  confirmatory	  test	  before	  scheduling	  an	  appointment;	  system	  
navigation;	  disrespect	  to	  patients);	  (2)	  social	  factors	  (e.g.,	  stigma	  related	  to	  HIV,	  behavioral	  
health	  issues,	  sexual	  orientation,	  immigrant	  status	  and	  other	  factors);	  and	  (3)	  
characteristics	  of	  risk	  populations	  (e.g.,	  mental	  illness,	  homelessness,	  substance	  use,	  
immigrant	  status	  and	  primary	  language	  other	  than	  English).	  The	  most	  commonly	  suggested	  
solution	  was	  system	  navigation	  provided	  by	  peers	  whose	  life	  experience	  helps	  overcome	  
patient	  reluctance	  to	  enter	  care.	  The	  authors	  also	  noted	  the	  importance	  of	  community-‐
based	  providers	  that	  offer	  innovative	  approaches	  not	  found	  in	  hospitals	  and	  community	  
health	  centers.91	  	  
	  
New	  York’s	  Health	  Home	  experience	  has	  demonstrated	  that	  effective	  outreach	  to	  high-‐
need,	  high-‐cost	  Medicaid	  beneficiaries	  must	  also	  be	  strongly	  rooted	  in	  the	  community.	  
Outreach	  staff	  should	  be	  intimately	  familiar	  with	  the	  community’s	  cultures,	  needs,	  
geography,	  and	  resources.	  This	  has	  led	  many	  Health	  Homes	  to	  hire	  community	  health	  
workers	  and	  peers	  who	  currently	  live,	  or	  have	  lived,	  within	  communities	  targeted	  for	  
outreach.	  These	  non-‐professional	  staff	  members	  are	  able	  to	  connect	  with	  eligible	  members	  
based	  on	  shared	  experiences	  and	  mutual	  understanding.92	  	  
	  
Cultural	  and	  linguistic	  competence	  is	  increasingly	  important	  to	  efforts	  to	  reform	  health	  
care	  delivery	  in	  NYS.	  According	  to	  the	  2010	  Census,	  about	  18%	  of	  the	  NYS	  population	  is	  
Hispanic/Latino,	  16%	  African	  American,	  7%	  Asian	  American,	  and	  11%	  other	  or	  two	  or	  
more	  races;	  these	  groups	  together	  comprise	  52%	  of	  the	  State’s	  population,	  and	  the	  foreign-‐

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
89	  Abramson	  D,	  et	  al.	  (2000).	  Comorbid	  Conditions:	  Intersecting	  Needs	  among	  the	  CHAIN	  Cohort.	  CHAIN	  Update	  
Report	  #24.	  
90	  DiMatteo,	  M.R.,	  et	  al.	  (2002).	  Patient	  adherence	  and	  medical	  treatment	  outcomes:	  a	  meta-‐analysis.	  Med	  
Care,	  40:794-‐811.	  
91	  Bauman,	  L.J.,	  et	  al.	  (2013).	  Barriers	  and	  facilitators	  of	  linkage	  to	  HIV	  primary	  care	  in	  New	  York	  City.	  J	  Acquir	  
Immune	  Defic	  Syndr,	  64(1):	  S20–S26.	  
92	  Hamblin,	  A.	  et	  al.	  (2014).	  Outreach	  to	  High-‐Need,	  High-‐Cost	  Individuals:	  Best	  Practices	  for	  New	  York	  Health	  
Homes.	  Prepared	  for	  the	  NYS	  Health	  Foundation.	  
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born	  population	  grew	  from	  16%	  in	  1990	  to	  22%	  in	  2010.93	  Linguistic	  and	  cultural	  
complexity	  can	  be	  a	  particular	  challenge	  to	  effective	  health	  care	  delivery	  in	  NYC,	  where	  
approximately	  48.7%	  of	  the	  population	  reports	  speaking	  a	  language	  other	  than	  English	  at	  
home.94	  
	  
Small	  behavioral	  health,	  substance	  use	  and	  primary	  care	  organizations	  serving	  Medicaid	  
and	  uninsured	  consumers	  with	  SMI,	  SUD	  and	  physical	  health	  services/primary	  care,	  
housing	  providers,	  and	  other	  CBOs	  that	  target	  key	  sub-‐populations	  with	  linguistically	  and	  
culturally	  appropriate	  services	  are	  essential	  community-‐based	  assets	  that	  are	  crucial	  to	  
building	  the	  capacity	  of	  effective	  NYS	  DSRIP	  PPSs.	  Many	  of	  these	  smaller,	  not-‐for-‐profit,	  
organizations	  will	  require	  additional	  support	  to	  become	  effective	  participants	  in	  fully	  
integrated	  delivery	  systems.	  These	  organizations	  often	  face	  two	  significant	  challenges:	  a	  
lack	  of	  experience	  integrating	  services	  and	  a	  struggle	  for	  financial	  stability.	  At	  the	  same	  
time,	  these	  organizations	  currently	  serve	  the	  health	  care	  needs	  of	  some	  of	  the	  most	  
frequent	  and	  costliest	  users	  of	  service	  and	  they	  add	  essential	  capacity	  to	  the	  Medicaid	  
“safety	  net,”	  often	  due	  to	  their	  innovative	  models	  of	  care,	  patient	  populations	  served,	  as	  
well	  as	  their	  linguistic	  and	  cultural	  competence.	  	   	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
93	  NYS	  OMH	  Bureau	  of	  Cultural	  Competence	  (2012).	  Ensuring	  Cultural	  Competency	  in	  New	  York	  State	  Health	  
Care	  Reform.	  Retrieved	  from:	  https://www.omh.ny.gov/omhweb/cultural_competence/resources.html	  	  	  	  
94	  U.S.	  Census	  Bureau.	  State	  and	  County	  QuickFacts,	  2013	  Estimate.	  
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IV.	  Project	  Recommendations	  
Following	  are	  detailed	  descriptions	  of	  five	  project	  recommendations	  with	  supporting	  
justification	  of	  need,	  evidence	  base	  and	  cost	  savings	  analysis.	  The	  recommendations	  focus	  
on	  ensuring	  access	  to	  a	  more	  proactive,	  integrated	  system	  of	  care	  that	  addresses	  the	  multi-‐
faceted	  health	  and	  social	  service	  needs	  of	  people	  living	  with	  chronic	  illnesses,	  many	  of	  
whom	  face	  significant	  health	  disparities,	  stigma,	  housing	  instability	  and	  food	  insecurity:	  
	  

1. Peer	  Health	  Navigation	  	  
2. Viral	  Load	  Suppression	  
3. Crisis	  Bed	  Diversion	  
4. Hospital	  Step-‐Down	  
5. Integrated	  Care	  Learning	  Collaboratives	  

	  
1.	  Peer	  Health	  Navigation	  Services	  
	  
PPSs	  can	  implement	  an	  education,	  certification/credentialing	  and	  employment	  program	  
for	  peers	  to	  provide	  health	  navigation	  services.	  Peer	  health	  navigators	  will	  draw	  on	  their	  
lived	  experiences	  with	  HIV,	  serious	  mental	  illness	  (SMI)	  and	  substance	  use	  disorder	  (SUD),	  
working	  as	  part	  of	  a	  care	  team,	  to	  support	  early	  access	  to	  and	  retention	  in	  health	  and	  
behavioral	  health	  care.	  This	  recommendation	  surpasses	  the	  traditional	  boundaries	  of	  
peer-‐based	  programs,	  as	  the	  end	  goal	  is	  to	  create	  uniform	  pathway	  for	  individuals	  to	  
utilize	  their	  lived	  experience	  and	  enter	  the	  workforce	  as	  full-‐time	  employees.	  While	  
traditional	  peer-‐based	  programs	  employ	  peer	  workers	  as	  stipend	  support	  staff,	  peer	  
health	  navigators	  will	  receive	  a	  living	  wage	  and	  benefits	  and	  be	  integral	  member	  of	  the	  
care	  coordination	  team.	  The	  project	  will	  decrease	  avoidable	  hospitalizations	  and	  the	  use	  of	  
inappropriate	  detox	  and	  rehabilitation	  services	  by	  improving	  access	  to	  community-‐based	  
health	  services.	  
	  
Supports	  the	  following	  DSRIP	  Projects:	  
2.c.i	  Development	  of	  community-‐based	  health	  navigation	  services;	  	  
2.d.i	  (Project	  11)	  Implementation	  of	  Patient	  Activation	  Activities	  to	  engage,	  educate	  
and	  integrate	  the	  uninsured	  and	  low/non-‐utilizing	  Medicaid	  populations	  into	  
community-‐based	  care;	  and,	  
4.c.ii	  Increase	  early	  access	  to,	  and	  retention	  in,	  HIV	  care.	  

Justification	  of	  Need	  
Currently,	  the	  New	  York	  State	  Office	  of	  Mental	  Health	  (OMH)	  and	  the	  Office	  of	  Alcohol	  &	  
Substance	  Abuse	  Services	  (OASAS)	  have	  training	  and	  certification	  mechanisms	  for	  peers	  to	  
work	  in	  OMH	  and	  OASAS	  facilities.	  OASAS	  outpatient	  clinic	  treatment	  programs	  are	  able	  to	  
bill	  Medicaid	  for	  these	  services	  but	  the	  payment	  is	  deemed	  to	  be	  too	  low	  to	  support	  
implementation	  of	  a	  program	  that	  can	  support	  living	  wages	  for	  peers.	  Medicaid	  Health	  and	  
Recovery	  Plans’	  (HARPs)	  Home	  and	  Community	  Based	  Services	  will	  reimburse	  for	  peer	  
services	  at	  a	  level	  that	  is	  anticipated	  to	  support	  a	  living	  wage.	  However,	  these	  services	  will	  
be	  limited	  to	  individuals	  with	  behavioral	  health	  conditions.	  For	  those	  individuals	  whose	  
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primary	  diagnosis	  is	  not	  related	  to	  behavioral	  health,	  there	  are	  limited	  resources	  (grants	  or	  
general	  operating	  funding)	  to	  support	  peer	  health	  navigation	  services.	  	  
	  
According	  to	  data	  from	  the	  Health	  Home	  Program,	  there	  is	  a	  large	  population	  that	  could	  be	  
served	  by	  the	  project.	  There	  are	  976,356	  individuals	  in	  the	  State	  with	  complex	  medical	  
conditions	  utilizing	  Medicaid	  services	  at	  an	  average	  cost	  $2,338	  per	  person	  per	  month	  
(PMPM).	  Of	  these,	  168,000	  are	  living	  with	  HIV/AIDS,	  408,529	  have	  mental	  health	  and/or	  
substance	  use	  disorders	  and	  306,087	  have	  two	  or	  more	  chronic	  conditions.	  Further,	  only	  
12.5%	  of	  persons	  receiving	  public	  mental	  health	  services	  in	  New	  York	  City	  (NYC)	  have	  any	  
type	  of	  paid	  employment,	  indicating	  a	  need	  to	  provide	  opportunities	  for	  individuals	  to	  
engage	  in	  meaningful	  employment.	  

Project	  Description	  
Uniform	  Training	  and	  Certification/Credentialing	  Program:	  To	  be	  eligible	  to	  become	  peer	  
health	  navigators,	  participants	  must	  be	  18	  years	  or	  older	  and	  publicly	  self	  identify	  as	  a	  
person	  with	  direct	  personal	  experience	  overcoming	  the	  challenges	  resulting	  from	  a	  
diagnosis	  of	  HIV,	  SMI	  and/or	  SUD.	  All	  peers	  will	  receive	  skills	  training	  focused	  on	  
strengthening	  clients’	  connection	  to	  care,	  overcoming	  barriers	  to	  accessing	  care	  and	  
advocating	  on	  behalf	  of	  clients.	  The	  PPSs	  may	  elect	  to	  offer	  training	  in	  languages	  other	  than	  
English	  to	  meet	  the	  needs	  of	  their	  client	  population.	  The	  NYSDOH	  AI,	  OASAS	  and	  OMH	  will	  
be	  consulted	  in	  the	  design	  of	  the	  training	  in	  order	  to	  ensure	  that	  the	  proposed	  peer	  health	  
navigation	  services	  can	  become	  eligible	  for	  Medicaid	  reimbursement.	  The	  project	  will	  draw	  
on	  the	  OMH	  Academy	  of	  Peer	  Service,	  the	  OASAS	  Recovery	  Coach	  Program	  and	  peer	  
training	  programs	  developed	  by	  community-‐based	  organizations.	  The	  education	  and	  
training	  component	  is	  expected	  to	  last	  approximately	  10-‐12	  weeks	  and	  will	  utilize	  a	  
diverse	  curriculum	  that	  may	  include:	  
	  
• World	  of	  Work	  Skills:	  An	  introductory	  course	  that	  prepares	  applicants	  to	  successfully	  

complete	  the	  education	  component.	  Topics	  will	  include	  class	  prep,	  taking	  notes,	  daily	  
living	  skills,	  resume	  writing	  and	  interview	  skills,	  managing	  expectations	  and	  interacting	  
with	  classmates	  and	  colleagues.	  (This	  course	  will	  be	  completed	  prior	  to	  start	  of	  the	  
training	  curriculum,	  and	  will	  support	  the	  training,	  internship,	  and	  employment	  
components.)	  

• History	  and	  Introduction	  to	  Peer	  Services:	  Participants	  learn	  about	  the	  history	  of	  peers	  
helping	  peers	  and	  what	  it	  means	  to	  be	  part	  of	  the	  peer	  workforce	  in	  the	  healthcare	  
system.	  

• Crisis	  Management:	  Participants	  learn	  the	  role	  of	  peers	  in	  dealing	  with	  patient	  crisis,	  
with	  a	  focus	  on	  positive	  and	  negative	  coping	  strategies.	  	  

• Motivational	  Interviewing:	  Participants	  learn	  the	  theory	  and	  techniques	  of	  Motivational	  
Interviewing	  (MI)	  and	  increase	  their	  understanding	  of	  how	  MI	  techniques	  can	  be	  
applied	  to	  management	  of	  chronic	  conditions.	  

• Essential	  Communication	  Skills:	  Participants	  learn	  engagement	  and	  communication	  
strategies	  including	  active	  listening,	  and	  personalized	  and	  reflective	  responding.	  	  

• Trauma-‐Informed	  Peer	  Support:	  Participants	  identify	  ways	  to	  counter	  the	  impact	  of	  
secondary	  trauma	  on	  people	  in	  recovery.	  The	  course	  will	  explore	  examples	  of	  traumatic	  
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events	  peers	  may	  encounter	  and	  how	  they	  should	  respond.	  
• Overview	  of	  Harm	  Reduction:	  Participants	  learn	  the	  basic	  principles	  of	  harm	  reduction	  

and	  examples	  of	  how	  to	  incorporate	  harm	  reduction	  into	  their	  work	  supporting	  clients.	  
Participants	  will	  analyze	  harm	  reduction	  examples	  and	  learn	  to	  use	  these	  techniques	  
with	  clients	  who	  exhibit	  risky	  behaviors	  impacting	  their	  treatment	  plan	  or	  recovery.	  

• Stigma,	  Self-‐Disclosure	  and	  Self	  Care:	  Participants	  learn	  how	  stigma	  and	  self-‐disclosure	  
impacts	  their	  relationship	  with	  clients,	  colleagues	  and	  supervisors.	  Since	  peers	  will	  be	  
called	  upon	  to	  be	  open	  about	  their	  experiences,	  this	  course	  will	  help	  them	  navigate	  the	  
process	  of	  self-‐disclosure.	  They	  will	  also	  learn	  techniques	  to	  stay	  healthy	  while	  working	  
and	  how	  to	  seek	  help	  if	  needed.	  

• Patient	  Rights	  and	  Confidentiality:	  Participants	  learn	  about	  state	  and	  federal	  laws	  
protecting	  patient	  privacy	  and	  information.	  Participants	  will	  analyze	  likely	  scenarios	  to	  
learn	  how	  to	  properly	  work	  with	  patients	  and	  handle	  their	  information.	  Specific	  
training	  will	  be	  provided	  about	  HIPAA,	  4CFR	  Part	  2,	  and	  the	  State’s	  HIV	  Privacy	  Laws.	  

• Cultural	  Competency:	  Participants	  learn	  techniques	  to	  provide	  culturally	  relevant	  
assistance	  to	  clients	  based	  on	  likely	  scenarios	  they	  will	  encounter	  in	  various	  healthcare	  
environments.	  

• Overview	  of	  Medical,	  Mental	  Illnesses	  and	  Substance	  Use:	  Since	  participants	  may	  work	  
in	  diverse	  healthcare	  settings	  and	  with	  co-‐morbid	  clients,	  participants	  learn	  basic	  
understanding	  of	  common	  medical,	  mental	  illnesses	  and	  substance	  use	  disorders.	  	  

	  
This	  list	  is	  not	  meant	  to	  be	  exhaustive,	  but	  meant	  to	  show	  some	  of	  the	  core	  training	  
components	  for	  all	  peer	  health	  navigators.	  Specific	  topics,	  in	  addition	  to	  the	  core	  topics,	  and	  
particularly	  related	  to	  specific	  peer	  services	  or	  job	  functions,	  can	  be	  included	  by	  the	  PPS.	  	  
	  
Internship	  &	  Full-‐time	  Employment:	  Upon	  completing	  the	  training	  and	  passing	  an	  exam,	  
peers	  will	  be	  placed	  in	  a	  paid	  internship	  at	  a	  hospital,	  clinic,	  Health	  Home	  or	  other	  
community-‐based	  setting	  within	  the	  PPS	  provider	  network	  to	  gain	  real	  life	  job	  experience.	  
Once	  the	  education	  and	  internship	  components	  are	  completed,	  peers	  will	  become	  
credentialed/certified	  and	  placed	  in	  a	  part-‐time	  or	  full-‐time	  position	  within	  the	  PPS	  
provider	  network.	  Salaries	  of	  peers	  will	  initially	  be	  paid	  by	  the	  PPS	  (through	  
implementation	  grants)	  but	  will	  become	  a	  billable	  service	  paid	  by	  Medicaid.	  PPSs	  may	  
submit	  regulatory	  waivers	  as	  needed,	  to	  ensure	  the	  continuation	  of	  the	  peer	  health	  
navigators’	  benefits	  when	  employed.	  Potential	  services	  provided	  by	  peers	  may	  include:	  

• Conducting	  outreach	  at	  “hot	  spot”	  areas,	  which	  may	  include	  emergency	  
departments,	  health	  centers	  or	  community	  locations	  such	  as	  food	  pantries,	  soup	  
kitchens,	  social	  welfare	  offices,	  etc.	  

• Assisting	  clients	  in	  connecting	  with	  a	  care	  team	  and	  assisting	  them	  to	  navigate	  
various	  health	  care	  environments,	  ensuring	  that	  patients	  understand	  their	  
treatment	  options	  and	  assisting	  with	  a	  “warm	  handoff”	  to	  providers.	  

• Providing	  health	  education	  or	  coaching	  focused	  on	  assisting	  clients	  to	  sustain	  
healthy	  behavior,	  improving	  their	  health	  and	  well-‐being,	  staying	  connected	  to	  their	  
care	  team,	  and	  accomplishing	  their	  health	  care	  and	  recovery	  goals.	  	  

• Supporting	  clients	  to	  overcome	  treatment	  obstacles	  and	  empowering	  clients	  to	  take	  
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charge	  of	  their	  health.	  	  
• Re-‐engaging	  clients	  who	  have	  fallen	  out	  care	  and	  acting	  as	  a	  bridge	  between	  the	  

client	  and	  their	  care	  team.	  	  
	  
This	  list	  of	  peer	  health	  navigation	  services	  can	  be	  tailored	  or	  expanded	  by	  the	  PPS	  to	  fit	  the	  
needs	  of	  its	  partners	  and	  patient	  populations.	  Peer	  health	  navigation	  services	  may	  be	  short-‐
term	  or	  sustained,	  long-‐term	  engagement	  with	  clients	  over	  the	  course	  of	  months	  to	  provide	  
broad-‐based	  support.	  The	  inherent	  strength	  of	  this	  recommendation	  is	  its	  flexibility	  that	  
allows	  PPSs	  to	  tailor	  the	  education	  and	  training	  curriculum,	  peer	  responsibilities	  and	  work	  
placement	  locations	  to	  meet	  the	  needs	  of	  their	  patient	  populations.	  
	  
Technical	  Assistance	  for	  Providers:	  Providers	  will	  receive	  resources,	  funding	  and	  
comprehensive	  training	  to	  integrate	  peer	  health	  navigators	  into	  their	  organizations.	  The	  
training	  component	  will	  utilize	  a	  team	  approach	  that	  collectively	  trains	  the	  management	  
and	  administrative	  team	  supervising	  the	  peer	  health	  navigation	  workforce.	  Topics	  include	  
boundaries,	  mutual	  expectations,	  and	  peers’	  proper	  roles	  and	  responsibilities	  within	  the	  
organizations.	  Once	  peer	  health	  navigators	  have	  started	  working	  within	  the	  PPS	  network,	  
continued	  training	  for	  both	  the	  peer	  health	  navigation	  workforce	  and	  the	  supervising	  staff	  
will	  be	  offered	  throughout	  the	  integration	  process.	  
	  
Comprehensive	  Support	  for	  Peers:	  Beyond	  the	  education	  and	  internship	  period,	  peers	  will	  
continue	  to	  receive	  skills	  development	  assistance,	  including	  employment	  coaching,	  peer	  
support	  groups,	  and	  other	  mechanisms	  to	  support	  peers.	  
	  

General	  Implementation	  Framework	  

	  
	  
	  
	  

TA	  for	  
Providers	  &	  
Supports	  for	  

Peers	  
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Evidence	  Base/Meaningful	  Impact	  
In	  2007,	  Medicaid	  deemed	  peer	  support	  services	  an	  evidence-‐based	  model	  of	  care	  for	  SMI	  
and	  SUD,	  reimbursable	  in	  states	  that	  choose	  to	  build	  these	  services	  into	  their	  state	  plans.95	  
There	  is	  a	  strong	  evidence	  base	  for	  peer	  services	  in	  the	  context	  of	  SMI.	  A	  systematic	  review	  
of	  the	  literature	  concluded	  that	  evidence	  for	  the	  effectiveness	  of	  peers	  added	  to	  traditional	  
services	  for	  persons	  with	  SMI	  showed	  improvements	  that	  include:	  reduced	  inpatient	  
service	  use;	  improved	  relationship	  with	  providers;	  better	  engagement	  with	  care;	  higher	  
levels	  of	  patient	  activation;	  and	  higher	  levels	  of	  hopefulness	  for	  recovery.96	  
	  
Many	  studies	  have	  identified	  health	  care	  cost-‐savings	  associated	  with	  community	  health	  
workers	  (CWH),	  including	  peers,	  who	  contribute	  to	  overall	  health	  system	  savings	  through	  
their	  impact	  on	  (1)	  improved	  prevention	  and	  chronic	  disease	  management,	  which	  reduces	  
costly	  inpatient	  and	  urgent	  care	  costs;	  (2)	  cost-‐shifting,	  with	  increased	  utilization	  of	  lower	  
cost	  health	  services;	  and	  (3)	  indirect	  savings	  associated	  with	  reallocation	  of	  expenditures	  
within	  the	  health	  care	  system.97	  Increasing	  attention	  is	  directed	  to	  peer	  support	  models	  as	  
especially	  promising	  for	  safety-‐net	  providers	  and	  for	  public	  health	  systems	  facing	  severe	  
resource	  constraints	  in	  the	  face	  of	  great	  needs	  among	  patients	  living	  with	  chronic	  
conditions.98	  
	  
Examination	  of	  6-‐month	  pre-‐	  and	  post-‐outcomes	  showed	  that	  New	  York	  City	  patients	  with	  
SMI	  who	  enrolled	  in	  a	  peer-‐based	  program	  experienced:	  a	  47.9%	  decrease	  in	  use	  of	  
inpatient	  services	  (92.6%	  to	  48.2%);	  a	  62.5%	  decrease	  in	  number	  of	  inpatient	  days	  (11.2	  
days	  to	  4.2);	  a	  28%	  increase	  in	  outpatient	  visits	  (8.5	  visits	  to	  11.8);	  and	  a	  47.1%	  decrease	  in	  
behavioral	  health	  costs	  (from	  $9,998.69	  to	  $5,291.59).99	  
	  
A	  recent	  evaluation	  of	  a	  peer	  mentor	  program	  for	  patients	  with	  a	  history	  of	  multiple	  
inpatient	  psychiatric	  hospitalization	  found	  that	  a	  group	  of	  patients	  who	  received	  peer	  
mentor	  services	  upon	  discharge	  from	  an	  inpatient	  stay	  had	  statistically	  significant	  fewer	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
95	  Baltimore	  Centers	  for	  Medicare	  and	  Medicaid	  Services.	  (August	  2007).	  State	  Medicaid	  Director	  Letter	  on	  
Peer	  Support	  Services.	  SMDL	  07-‐011.	  Retrieved	  from:	  www.cms.hhs.gov/SMDL/downloads/SMD081507A.pdf	  	  
96	  Chinman,	  M.,	  et	  al.	  (2014).	  Peer	  support	  services	  for	  individuals	  with	  serious	  mental	  illnesses:	  Assessing	  the	  
evidence.	  Psychiatric	  Services,	  65(4):	  429	  –	  441.	  See	  also,	  Pfeiffer,	  P.N.,	  et	  al.	  (2011).	  Efficacy	  of	  peer	  support	  
interventions	  for	  depression:	  a	  meta-‐analysis,	  General	  Hospital	  Psychiatry,	  33:	  29–36.	  
97	  Viswanathan,	  M.,	  et	  al.	  (2009).	  Outcomes	  and	  costs	  of	  community	  health	  worker	  interventions:	  a	  systematic	  
review.	  Med	  Care,	  48(9):	  792-‐808;	  Rosenthal,	  E.L.,	  et	  al.	  (2010).	  Community	  health	  workers:	  Part	  of	  the	  
solution.	  Health	  Affairs,	  29(7):	  1338-‐1342.	  
98	  Heisler,	  M.	  (2006).	  Building	  Peer	  Support	  Programs	  to	  Manage	  Chronic	  Disease:	  Seven	  Models	  for	  Success.	  
Prepared	  for	  the	  California	  HealthCare	  Foundation.	  Retrieved	  from:	  
http://www.chcf.org/~/media/MEDIA%20LIBRARY%20Files/PDF/B/PDF%20BuildingPeerSupportProgra
ms.pdf	  
99	  Results	  reported	  by	  Dr.	  Rebecca	  Cate,	  Research	  Scientist,	  Behavioral	  Health	  Sciences	  Department,	  Optum	  
Health.	  Presentation	  available	  upon	  request	  from	  Optum	  Health,	  https://www.optum.com.	  See	  also,	  
Bergeson,	  S.	  (2012).	  Cost	  effectiveness	  of	  using	  peers	  as	  providers.	  Available	  on	  the	  New	  York	  Association	  of	  
Psychiatric	  Rehabilitation	  Services	  website:	  http://www.nyaprs.org/e-‐news-‐bulletins/2011/2011-‐02-‐02-‐
Bergeson-‐Cost-‐Effectiveness-‐of-‐Using-‐Peers-‐as-‐Providers.cfm	  	  
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admissions	  (42%)	  than	  a	  control	  group	  over	  a	  9-‐month	  follow	  up	  period	  and	  significantly	  
fewer	  total	  hospital	  days	  of	  service	  (48%).100	  
	  
There	  is	  mounting	  evidence	  that	  peer	  services	  can	  also	  be	  highly	  effective	  in	  promoting	  
engagement,	  retention,	  and	  care	  coordination	  as	  part	  of	  physical	  health	  services.	  Over	  a	  12-‐
month	  period	  of	  care	  coordination,	  a	  CHW	  program	  in	  NYC	  reduced	  asthma-‐related	  ER	  
visits	  and	  hospitalization	  rates	  by	  more	  than	  50%	  and	  shortened	  hospital	  lengths	  of	  stay.101	  
Peer	  services	  have	  also	  been	  found	  to	  improve	  adherence	  to	  HIV	  medical	  care	  and	  
therapies.102	  	  
	  
Peer	  positions	  also	  provide	  meaningful	  work	  that	  enables	  transition	  back	  into	  the	  
workforce.	  Nationally,	  only	  2.1%	  of	  people	  served	  by	  state	  mental	  health	  authorities	  
receive	  supported	  employment	  services	  (79%	  are	  unemployed),	  despite	  evidence	  that	  
supported	  employment	  programs	  for	  persons	  with	  SMI	  place	  more	  than	  50	  percent	  of	  their	  
clients	  into	  paid	  employment	  and	  that	  participation	  can	  reduce	  health	  costs	  for	  high	  users	  
of	  mental	  health	  services.103	  Over	  the	  past	  20	  years,	  the	  Community	  Access	  Howie	  the	  Harp	  
Advocacy	  Center	  (HTH),	  a	  peer-‐run	  program	  that	  provides	  employment	  resources	  to	  
people	  with	  mental	  health	  conditions,	  has	  helped	  over	  1,000	  graduates	  gain	  the	  skills	  and	  
knowledge	  they	  need	  to	  find	  meaningful	  employment	  at	  over	  400	  agencies,	  including	  many	  
who	  pursue	  higher	  education	  opportunities.104	  The	  Housing	  Works	  Second	  Life	  job	  training	  
program	  for	  formerly	  homeless	  PWH	  has	  trained	  and	  employed	  over	  300	  graduates	  in	  the	  
past	  23	  years,	  moving	  them	  from	  public	  assistance	  into	  the	  economic	  mainstream	  at	  jobs	  
that	  pay	  a	  living	  wage	  and	  include	  health	  insurance	  and	  other	  employment	  benefits.105	  
Research	  findings	  show	  that	  employment	  is	  strongly	  related	  to	  better	  physical	  and	  mental	  
health	  quality	  of	  life	  for	  PWH	  after	  controlling	  for	  factors.106	  

NYS	  has	  a	  rich	  history	  of	  grant-‐funded	  peer	  services.	  AC’s	  Retention	  in	  Care	  Unit	  utilizes	  
peers	  to	  reach	  its	  most	  complex	  clients	  and	  re-‐connect	  them	  with	  their	  health	  care	  
providers.	  In	  2014,	  Community	  Health	  Outreach	  Workers	  (CHOWs),	  AC	  members	  working	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
100	  Sledge,	  et	  al	  (2011)	  Effectiveness	  of	  Peer	  Support	  in	  Reducing	  Readmissions	  of	  Persons	  With	  Multiple	  
Psychiatric	  Hospitalizations.	  Psychiatric	  Services,	  62(5):	  541–544.	  Retrieved	  from:	  	  
http://ps.psychiatryonline.org/doi/abs/10.1176/ps.62.5.pss6205_0541	  
101	  Peretz,	  P.,	  et	  al.	  (2012).	  Community	  health	  workers	  as	  drivers	  of	  a	  successful	  community-‐based	  disease	  
management	  initiative.	  Am	  J	  Pub	  Health,	  102(8):	  1443-‐1446.	  
102	  Broadhead,	  et	  al.	  (2002).	  Increasing	  drug	  users’	  adherence	  to	  HIV	  treatment:	  results	  of	  a	  peer-‐driven	  
intervention	  feasibility	  study.	  Social	  Sciences	  &	  Medicine,	  55(2):	  235-‐246).	  	  
103	  SAMSHA,	  2011,	  citing	  Cook,	  J.	  A.,	  et	  al.	  (2005).	  Results	  of	  a	  multisite	  randomized	  trial	  of	  supported	  
employment	  interventions	  for	  individuals	  with	  severe	  mental	  illness.	  Archives	  of	  General	  Psychiatry,	  62:	  505–
512.	  
104	  Community	  Access.	  What	  We	  Do.	  Accessed	  at	  http://www.communityaccess.org/what-‐we-‐do/hth-‐peer-‐
advocacy-‐ctr	  
105	  Personal	  communication	  with	  Linney	  Smith,	  Senior	  Vice	  President	  for	  Prevention	  &	  Services,	  Housing	  
Works.	  
106	  Rueda,	  S.,	  et	  al.	  (2011).	  Employment	  status	  is	  associated	  with	  both	  physical	  and	  mental	  health	  quality	  of	  
life	  in	  people	  living	  with	  HIV.	  AIDS	  Care,	  23(4):	  435-‐443.	  
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as	  peers,	  completed	  158	  new	  member	  orientations,	  138	  case	  management	  reassessments	  
and	  370	  Social	  Innovation	  Fund	  (SIF)	  surveys,	  all	  of	  which	  serve	  as	  tools	  to	  assist	  AC	  in	  
determining	  short	  and	  long-‐term	  needs	  of	  members	  and	  potential	  barriers	  to	  medical	  and	  
behavioral	  health	  care.	  This	  vital	  peer	  work	  allows	  the	  AC	  Integrated	  Care	  Teams	  to	  
develop	  care	  plans	  to	  help	  link	  members	  to	  and	  stay	  retained	  in	  care.	  In	  addition,	  AC	  
CHOWS	  also	  provide	  support	  by	  escorting	  members	  to	  primary	  care	  and	  social	  
service	  appointments.	  In	  2014,	  284	  members	  worked	  closely	  with	  AC	  peer	  staff	  to	  assist	  
with	  reengagement	  in	  care.	  AC	  recently	  piloted	  the	  Peer	  Training	  Institute	  (PTI)	  in	  
partnership	  with	  Housing	  Works,	  a	  6-‐week	  job	  training	  program.	  To	  date,	  2	  classes	  of	  AC	  
members	  have	  graduated	  and	  been	  placed	  in	  part-‐time	  peer	  positions.	  The	  PTI	  is	  designed	  
to	  afford	  clients	  an	  opportunity	  to	  develop	  marketable	  vocational	  and	  soft	  skills	  in	  
preparation	  for	  re-‐entering	  the	  workforce.107	  	  
	  
In	  addition	  to	  the	  activities	  outlined	  above,	  community-‐based	  Health	  Home	  and	  AIDS	  Adult	  
Day	  Health	  Care	  (ADHC)	  providers	  such	  as	  Housing	  Works,	  Harlem	  United,	  VIP	  Community	  
Services	  and	  AIDS	  Service	  Center	  also	  train	  and	  integrate	  peers	  into	  their	  outreach	  and	  
treatment	  programs.	  However,	  resources	  (grant	  or	  general	  operating	  funding)	  to	  support	  
peer	  health	  navigation	  services	  are	  extremely	  limited	  and	  insufficient	  to	  provide	  a	  living	  
wage.	  	  
	  
OMH	  and	  OASAS	  are	  currently	  implementing	  training	  and	  certification	  mechanisms	  to	  
enable	  peers	  to	  provide	  Medicaid-‐reimbursable	  services	  in	  OMH	  and	  OASAS	  facilities,	  and	  
once	  implemented,	  Medicaid	  HARP’s	  Home	  and	  Community	  Based	  Services	  will	  reimburse	  
for	  these	  peer	  services	  at	  a	  level	  that	  is	  anticipated	  to	  support	  a	  living	  wage.	  However,	  
these	  services	  will	  be	  limited	  to	  individuals	  with	  behavioral	  health	  conditions.	  	  
	  
The	  NYSDOH	  Medicaid	  Redesign	  Team	  (MRT)	  Social	  Determinants	  of	  Health	  Work	  Group	  
recently	  recommended	  steps	  to	  establish	  a	  similar	  program	  of	  Medicaid-‐reimbursable	  peer	  
specialist	  certification	  and	  to	  promote	  creation	  of	  peer	  positions	  for	  management	  of	  other	  
chronic	  conditions	  (in	  addition	  to	  SMI	  and	  SUD)	  as	  part	  of	  its	  recent	  recommendations	  for	  
employment-‐related	  strategies	  to	  decrease	  disparities	  in	  health	  access,	  utilization,	  and	  
outcomes.108	  Medicaid	  reimbursable	  peer	  specialist	  services	  would	  establish	  a	  funding	  
mechanism	  to	  support	  opportunity	  for	  full-‐time,	  sustainable	  employment	  as	  peer	  health	  
workers.	  Facilitating	  the	  training	  and	  credentialing	  of	  health	  care	  consumers	  as	  peer	  
specialists	  addresses	  multiple	  social	  determinants	  of	  health	  (including	  homelessness,	  
poverty,	  unemployment	  and	  inadequate	  social	  supports)	  to	  reduce	  health	  disparities	  both	  
for	  peer	  workers	  and	  the	  persons	  they	  serve.	  Such	  programs	  have	  the	  potential	  to	  enhance	  
quality	  of	  life	  and	  independence	  for	  consumers	  while	  promoting	  innovative	  peer-‐provided	  
services	  that	  have	  been	  demonstrated	  to	  support	  retention	  in	  care	  and	  improved	  health	  
outcomes.	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
107	  Personal	  communication	  with	  Wendy	  L.	  Carlson,	  Supervisor	  of	  Retention	  in	  Care	  Unit,	  Amida	  Care.	  	  
108	  NYSDOH	  MRT	  Social	  Determinants	  of	  Health	  Work	  Group.	  (October	  2014).	  Final	  Recommendations.	  
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Resource	  Availability	  
PPSs	  can	  draw	  upon	  diverse	  organizations	  and	  rich	  resources	  to	  design	  and	  implement	  its	  
peer	  health	  navigator	  program.	  Community-‐based	  Health	  Home	  and	  ADHC	  providers	  like	  
Housing	  Works,	  Harlem	  United,	  VIP	  Community	  Services	  and	  AIDS	  Service	  Center	  already	  
train	  and	  integrate	  peers	  into	  their	  outreach	  and	  treatment	  programs.	  Their	  expertise	  can	  
be	  used	  to	  design	  the	  peer	  health	  navigator	  curriculum,	  provide	  technical	  assistance	  at	  the	  
management	  and	  organization	  level,	  and	  provide	  behavioral,	  job	  placement	  and	  skills	  
development	  assistance	  directly	  to	  peers	  who	  are	  working	  part-‐	  or	  full-‐time.	  Further,	  OMH	  
and	  OASAS	  curricula	  and	  grantees’	  experience	  can	  be	  drawn	  upon	  to	  inform	  program	  
development.	  Other	  peer	  training	  programs	  such	  as	  HTH	  have	  over	  20	  years	  of	  experience	  
training	  and	  placing	  peers	  in	  health	  service	  positions.	  	  
	  
AC,	  a	  Medicaid	  Managed	  Care	  Organization,	  can	  also	  provide	  expertise	  and	  technical	  
assistance	  to	  PPSs	  based	  on	  its	  Retention	  to	  Care	  and	  Peer	  Training	  Institute.	  Through	  
these	  provider	  network-‐wide	  programs,	  AC	  coordinates	  peer-‐based	  training	  programs	  for	  
its	  clients.	  Its	  Retention	  to	  Care	  Unit	  utilizes	  peers	  to	  reach	  its	  most	  complex	  clients	  and	  re-‐
connect	  the	  clients	  to	  their	  providers.	  Both	  these	  programs	  provide	  AC	  with	  the	  technical	  
expertise	  of	  coordinating	  peer	  health	  navigation	  workforce	  programs	  among	  a	  network	  of	  
providers	  similar	  to	  a	  PPS.	  
	  
Both	  OMH	  and	  OASAS’s	  peer	  credentialing	  systems	  can	  act	  as	  models	  for	  peer	  health	  
navigator	  in	  NYSDOH-‐certified	  health	  facilities.	  The	  PPS	  can	  also	  integrate	  lessons	  and	  
training	  modules	  from	  the	  state	  agencies’	  peer	  programs	  to	  ensure	  that	  the	  peer	  health	  
navigators	  can	  work	  with	  co-‐morbid	  SMI	  or	  SUD	  clients	  in	  NYSDOH	  facilities.	  	  
	  
The	  NYSDOH	  AIDS	  Institute	  (AI)	  can	  be	  a	  critical	  partner	  in	  developing	  peer	  health	  
navigation	  services	  to	  support	  people	  with	  HIV.	  

Cost/Benefit	  Analysis	  
Estimates	  suggest	  that	  this	  initiative	  will	  yield	  a	  net	  annual	  operational	  savings	  of	  
approximately	  $300	  per	  person,	  comparing	  the	  costs	  of	  the	  outreach	  program	  with	  the	  
midpoint	  of	  the	  expected	  range	  of	  inpatient	  cost	  savings	  that	  will	  occur	  due	  to	  improved	  
health	  status.	  	  	  
	  
Development	  Costs:	  All	  cost	  components	  identified	  below	  are	  presumed	  to	  be	  one-‐time	  
investments	  that	  will	  be	  made	  using	  DSRIP	  funds	  to	  support	  the	  implementation	  of	  this	  
initiative.	  We	  estimate	  these	  up-‐front	  fixed	  costs	  to	  be	  approximately	  $330,000.	  	  

One	  key	  development	  task	  involves	  creating	  the	  program	  structure	  and	  related	  materials	  
for	  credentialing	  and	  training	  the	  peer	  health	  navigators.	  The	  staffing	  costs	  estimate	  three	  
months	  of	  initial	  “onboarding”	  for	  the	  navigators,	  their	  supervisor,	  and	  their	  service	  
coordinators.	  These	  costs	  also	  project	  six	  months	  of	  salary	  and	  benefits	  for	  the	  credentialer	  
to	  help	  put	  the	  program	  in	  place	  and	  conduct	  the	  training	  of	  the	  peer	  health	  navigators.	  	  	  
	  
	  

41



	  

	  

Fixed	  Cost	  Estimates	  
Costs	  of	  Developing	  the	  Program	   One-‐Time	  Cost	  	  

Create	  materials	  and	  processes	  for	  
identification/recruitment	  of	  navigator	  candidates	  

$25,000	  	  

Create	  credentialing	  program	  for	  peer	  health	  navigators	  –	  
application	  materials,	  candidate	  evaluation/verification	  
process,	  training	  and	  testing	  materials,	  training	  process,	  
field	  work	  requirement	  prior	  to	  "licensure,"	  etc.	  	  

$75,000	  	  

Initial	  salary/benefits	  for	  new	  staff	  (6	  months	  for	  
trainer/credentialer;	  3	  months	  for	  others)	  

$229,433	  	  

Total	  Development	  Cost	   $329,433	  	  
	  
Cost	  and	  Savings	  per	  Person:	  The	  ongoing	  operational	  impacts	  of	  the	  program	  will	  include	  a	  
combination	  of	  medical	  and	  non-‐medical	  components.	  These	  items	  and	  their	  projected	  
costs	  are	  listed	  below.	  
	  
The	  estimated	  program	  scale	  is	  that	  it	  will	  operate	  at	  caseload	  ratio	  of	  25	  patients	  per	  peer	  
health	  navigator.	  For	  an	  “average”	  PPS	  it	  is	  estimated	  that	  there	  will	  be	  600	  patient	  
participants	  and	  thus	  24	  FTE	  peer	  health	  navigator	  staff.	  To	  preserve	  the	  peer	  health	  
navigators’	  eligibility	  for	  public	  income	  support	  and	  health	  coverage	  programs,	  it	  is	  
envisioned	  that	  the	  peer	  health	  navigators	  will	  work	  only	  half	  time,	  thus,	  48	  individuals	  will	  
be	  employed	  to	  yield	  a	  labor	  effort	  of	  24	  FTEs.	  (The	  end	  goal	  is	  that	  peer	  health	  navigators	  
will	  eventually	  transition	  to	  full-‐time	  employment	  as	  they	  build	  their	  skills	  and/or	  changes	  
in	  regulations	  allow	  them	  to	  work	  full-‐time	  and	  maintain	  benefits.)	  The	  average	  caseload	  
per	  part-‐time	  navigator	  will	  therefore	  be	  approximately	  12.5	  per	  week.	  Peer	  navigators’	  
projected	  pay	  is	  the	  “minimum	  living	  wage”	  which	  has	  been	  estimated	  to	  be	  $12.75	  per	  
hour.	  
	  
One-‐half	  (.5)	  FTE	  is	  budgeted	  for	  training	  and	  credentialing	  of	  peer	  navigators,	  one	  (1)	  FTE	  
is	  budgeted	  for	  ongoing	  management	  of	  a	  PPS’s	  peer	  health	  navigator	  team,	  and	  an	  
additional	  (1)	  FTE	  is	  budgeted	  for	  a	  person	  to	  coordinate	  the	  efforts/activities	  of	  the	  peer	  
health	  navigators	  within	  the	  PPS.	  It	  is	  assumed	  that	  these	  individuals	  will	  receive	  benefits	  
and	  a	  full	  salary.	  By	  dividing	  the	  overall	  shown	  cost	  by	  1.25,	  the	  assumed	  salary	  levels	  
shown	  below	  can	  be	  derived.	  Minor	  costs	  are	  projected	  for	  MetroCards	  for	  the	  peer	  health	  
navigators	  to	  meet	  with	  beneficiaries.	  This	  is	  envisioned	  to	  be	  a	  “high-‐touch”	  model,	  as	  
suggested	  by	  the	  average	  caseload	  of	  only	  25	  patients.	  	  
	  
Collectively,	  the	  operational	  costs	  for	  the	  program,	  at	  a	  scale	  of	  600	  patient	  participants,	  
are	  estimated	  to	  be	  approximately	  $890,000.	  
	  
Annual	  Operating	  Costs	  

Costs	   Cost	  Per	  Person	   Annual	  Cost	  
Trainer/Credentialer	  for	  Peer	  Health	  Navigators	   $62,500	   $31,250	  
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Costs	   Cost	  Per	  Person	   Annual	  Cost	  
Peer	  Health	  Navigator	   $26,520	   $636,480	  
Program	  Manager/Supervisor	   $62,500	   $62,500	  
Program	  Coordinator	   $46,875	   $93,750	  
Outreach	  Costs	  (local	  transportation,	  etc.)	   	  	   $64,512	  
Total	  Annual	  Operating	  Costs	   	  	   $888,492	  
	  
The	  projected	  impacts	  on	  medical	  costs	  for	  the	  involved	  beneficiaries	  are	  presented	  below.	  
The	  initiative’s	  savings	  component	  is	  the	  inpatient	  cost	  reductions	  spurred	  by	  health	  status	  
improvements	  attributable	  to	  the	  peer	  health	  navigator	  team’s	  efforts.	  	  
	  
While	  this	  is	  an	  extremely	  challenging	  estimate	  to	  make	  in	  advance,	  the	  program’s	  impacts	  
can	  be	  quantified	  retrospectively	  via	  a	  thorough	  and	  objective	  evaluation	  effort	  once	  it	  is	  
operational.	  The	  projections	  for	  inpatient	  cost	  impact	  are	  driven	  by	  an	  assumption	  that	  the	  
peer	  health	  navigator	  outreach	  program	  can	  only	  be	  beneficial	  to	  the	  targeted	  beneficiaries’	  
health	  status	  and	  thus	  only	  have	  a	  favorable	  (lowering)	  impact	  on	  medical	  costs.	  The	  
overall	  average	  baseline	  inpatient	  cost	  is	  projected	  to	  $6,000	  per	  beneficiary,	  which	  
approximately	  represents	  one	  hospitalization	  every	  two	  years.	  This	  is	  below	  the	  inpatient	  
usage	  occurring	  for	  PWH	  in	  New	  York,	  as	  the	  target	  population	  also	  includes	  persons	  with	  
SMI	  and	  SUDs.	  	  
	  
Medical	  cost	  reductions	  of	  25%,	  30%,	  and	  35%	  are	  shown.	  These	  inpatient	  cost	  reduction	  
percentages	  are	  higher	  than	  the	  range	  projected	  for	  the	  viral	  load	  incentive	  program,	  as	  
this	  initiative	  entails	  a	  more	  intensive	  community-‐based	  outreach	  model,	  with	  substantial	  
face-‐to-‐face	  interactions	  envisioned	  between	  the	  peer	  health	  navigators	  and	  the	  targeted	  
patients.	  	  
	  	  
Projected	  Per	  Person	  Medical	  Cost	  Impact	  
Inpatient	  Cost	  Impacts	   Number	  of	  

Persons	  
Inpatient	  Cost	  Per	  
Person	  Per	  Year	  

Total	  Dollar	  
Cost	  (Savings)	  

Baseline	  Annual	  Cost	   	  600	  	   $6,000	  	   	  	  
at	  25%	  Reduction	   	  600	  	   $1,200	  	   -‐$720,000	  
at	  30%	  Reduction	   	  600	  	   $1,800	  	   -‐$1,080,000	  
at	  35%	  Reduction	   	  600	  	   $2,100	  	   -‐$1,260,000	  
	  
Overall	  Projected	  Impacts:	  The	  overall	  program	  impacts	  are	  summarized	  below	  at	  different	  
levels	  of	  PMPM	  inpatient	  cost	  reduction	  across	  the	  participating	  beneficiaries.	  Impacts	  are	  
shown	  on	  a	  per-‐participant	  basis	  and	  across	  the	  projected	  scale	  of	  600	  participants	  per	  
PPS.	  	  
	  
The	  program	  is	  projected	  to	  achieve	  a	  net	  operational	  savings	  throughout	  the	  range	  of	  
financial	  outcomes	  we	  believe	  are	  most	  likely	  to	  occur.	  A	  net	  cost	  of	  approximately	  $300	  
per	  participant	  is	  projected	  at	  the	  lower	  end	  of	  the	  range	  (where	  a	  25%	  inpatient	  cost	  
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reduction	  is	  projected).	  At	  the	  high	  end	  of	  the	  range	  (35%	  inpatient	  case	  reduction),	  annual	  
net	  savings	  of	  approximately	  $600	  per	  participant	  are	  projected	  to	  occur.	  	  
	  
Net	  Savings	  Projections	  
Projected	  Annual	  Operational	  Cost	  
(Savings)	  

Net	  Cost	  (Savings)	  
Per	  Person	  

Total	  Dollar	  Cost	  (Savings)	  

At	  25%	  PMPM	  Inpatient	  Reduction	   -‐$281	   -‐$168,492	  
At	  30%	  PMPM	  Inpatient	  Reduction	   -‐$319	   -‐$191,508	  
At	  35%	  PMPM	  Inpatient	  Reduction	   -‐$619	   -‐$371,508	  
	  

While	  the	  range	  of	  estimates	  above	  demonstrates	  our	  concern	  that	  medical	  cost	  impacts	  
are	  elusive	  to	  project	  in	  advance,	  the	  range	  used	  also	  indicates	  our	  expectation	  that	  this	  
initiative	  will	  likely	  yield	  a	  net	  savings.	  Our	  mid-‐point	  estimate	  is	  that	  an	  annual	  savings	  of	  
approximately	  $190,000	  would	  occur	  at	  a	  participant	  scale	  of	  600	  beneficiaries.	  This	  would	  
result	  in	  the	  initiative	  recouping	  its	  one-‐time	  investment	  costs	  in	  less	  than	  two	  years.	  

Potential	  Distorting	  Factors:	  Given	  the	  innovative	  nature	  of	  this	  project,	  experience	  data	  
does	  not	  exist.	  We	  have	  identified	  the	  assumptions	  made,	  and	  it	  is	  a	  straightforward	  
exercise	  to	  adjust	  any	  assumptions	  in	  order	  to	  better	  understand	  the	  sensitivity	  of	  the	  
estimates	  to	  these	  assumptions.	  	  
	  
We	  encourage	  that	  as	  part	  of	  program	  implementation,	  data	  be	  continually	  collected	  to	  
support	  an	  objective	  and	  thorough	  program	  evaluation	  effort.	  Notwithstanding	  these	  
limitations,	  we	  believe	  the	  cost-‐benefit	  framework	  we	  have	  developed	  in	  this	  analysis	  
provides	  an	  important	  starting	  point	  for	  discussions	  and	  evaluations	  of	  the	  potential	  
impact	  of	  this	  important	  project.	  
	  
We	  also	  want	  to	  emphasize	  that	  this	  innovation	  has	  benefits	  external	  to	  the	  target	  patient	  
population.	  For	  the	  peer	  health	  navigators,	  this	  initiative	  creates	  the	  option	  for	  full-‐time	  
employment,	  which	  can	  have	  significant	  positive	  ramifications	  for	  their	  own	  health	  and	  
quality	  of	  life.	  For	  the	  State,	  the	  employment	  likely	  moves	  peer	  health	  navigators	  from	  
Medicaid	  to	  private	  insurance	  (initially	  or	  over	  time	  as	  they	  move	  into	  full-‐time	  
employment	  with	  benefits),	  and	  the	  peer	  health	  navigator	  salaries	  also	  create	  a	  positive	  
contribution	  to	  the	  tax	  base.	  	  
	  
A	  further	  element	  of	  conservatism	  with	  regard	  to	  the	  cost	  savings	  estimates	  for	  this	  
initiative	  is	  that	  per	  person	  costs	  for	  deploying	  peer	  navigators	  are	  well	  below	  the	  costs	  of	  
utilizing	  clinically	  licensed	  personnel	  (e.g.,	  RN	  case	  managers,	  CSWs,	  etc.).	  	  Our	  projections	  
assume	  that	  the	  navigator	  costs	  will	  be	  additive	  when	  in	  many	  instances	  they	  may	  turn	  out	  
to	  be	  a	  substitution	  for	  costlier	  care	  management	  time.	  To	  the	  extent	  that	  the	  model	  proves	  
as	  effective	  as	  envisioned,	  peer	  navigators	  may	  be	  hired,	  trained	  and	  credentialed	  to	  
provide	  support	  to	  high-‐need	  persons	  that	  would	  reduce	  the	  amount	  of	  time	  clinically	  
licensed	  staff	  are	  used/needed.	  	  	  
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It	  is	  quite	  possible	  that	  these	  dynamics	  will	  lead	  to	  greater	  overall	  governmental	  financial	  
gains	  –	  both	  through	  increased	  tax	  revenues	  and	  decreased	  reliance	  on	  Medicaid	  –	  than	  the	  
program	  participant	  savings	  estimates	  projected	  herein.	  	  	  
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2.	  Viral	  Load	  Suppression	  Initiative	  
	  
PPSs	  can	  implement	  a	  viral	  load	  suppression	  initiative	  that	  employs	  a	  tiered	  set	  of	  
evidence-‐based	  HIV	  treatment	  adherence	  supports	  including	  financial	  incentives,	  
integrated	  case	  conferencing	  and	  linkage	  to	  wrap-‐around	  behavioral	  and	  social	  supports	  as	  
needed	  to	  achieve	  and	  sustain	  suppression	  of	  HIV	  viral	  load	  to	  an	  undetectable	  level.	  
	  
Supports	  the	  following	  DSRIP	  Project:	  
Project	  4.c.ii.	  Increase	  early	  access	  to,	  and	  retention	  in,	  HIV	  care	  

Justification	  of	  Need	  	  
New	  Yorkers	  living	  with	  HIV	  face	  a	  number	  of	  demonstrated	  barriers	  to	  antiretroviral	  
(ARV)	  adherence,	  including	  high	  rates	  of	  co-‐occurring	  behavioral	  health	  issues	  and	  
socioeconomic	  factors	  such	  as	  housing	  instability	  and	  food	  insecurity.	  The	  HIV	  epidemic	  in	  
New	  York	  disproportionately	  impacts	  the	  poorest	  and	  most	  vulnerable	  communities,	  
particularly	  racial	  and	  ethnic	  minorities	  (including	  women	  and	  young	  men	  who	  have	  sex	  
with	  men	  (MSM)	  of	  color).	  Other	  heavily	  impacted	  populations	  are	  MSM	  and	  transgender	  
people	  of	  all	  ages,	  immigrants	  or	  foreign-‐born	  people,	  and	  people	  aged	  50	  and	  over.	  Lower	  
income	  itself	  is	  associated	  with	  poorer	  HIV	  treatment	  adherence	  and	  higher	  rates	  of	  
advanced	  HIV	  disease;	  and	  two	  of	  New	  York	  City’s	  (NYC)	  highest-‐prevalence	  boroughs	  rank	  
nationally	  as	  the	  poorest	  urban	  county	  (the	  Bronx)	  and	  the	  county	  with	  the	  greatest	  
income	  disparity	  (Manhattan).	  For	  example,	  according	  to	  Community	  Health	  Survey	  data,	  
in	  the	  Highbridge/Morrisania	  neighborhood	  of	  the	  South	  Bronx	  (where	  42%	  of	  residents	  
live	  below	  the	  federal	  poverty	  line)	  individuals	  are	  4.5	  times	  more	  likely	  than	  residents	  of	  
other	  NYC	  neighborhoods	  to	  be	  hospitalized	  for	  HIV/AIDS.	  
	  
NYC	  surveillance	  data	  indicate	  that	  only	  41%	  of	  all	  persons	  infected	  with	  HIV	  and	  62%	  of	  
those	  diagnosed	  with	  HIV	  are	  receiving	  effective	  ARV	  therapy	  that	  suppresses	  viral	  load	  to	  
an	  undetectable	  level.	  Persons	  with	  HIV	  (PWH)	  who	  do	  not	  receive	  effective	  ARV	  therapy	  
drive	  increased	  Medicaid	  expenditures	  and	  hospitalization	  rates	  due	  to	  advanced	  HIV	  
disease	  and	  related	  behavioral	  health	  issues.	  In	  2007,	  9.4%	  of	  New	  York	  State’s	  Medicaid	  
recipients	  with	  HIV	  disease	  accounted	  for	  44.9%	  of	  total	  HIV/AIDS-‐related	  Medicaid	  costs.	  
Almost	  all	  (94%)	  high-‐cost	  Medicaid	  recipients	  (median	  annual	  expenditure	  =	  $157,209)	  
had	  co-‐occurring	  health	  and	  mental	  health	  issues,	  and	  the	  most	  expensive	  service	  category	  
for	  the	  high-‐cost	  group	  was	  hospital	  inpatient	  stays	  (50.2%	  of	  total	  costs)	  followed	  by	  
institutional	  long-‐term	  care	  (27.6%).109	  

Project	  Description	  
The	  proposed	  Viral	  Load	  Suppression	  Initiative	  (VLS)	  is	  based	  on	  The	  Undetectables	  
program	  at	  Housing	  Works	  –	  an	  individualized,	  stepped	  approach	  to	  ARV	  adherence	  
support	  that	  moves	  from	  the	  least	  intensive	  tools	  (adherence	  planning,	  case	  management	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
109	  Chesnut,	  T.J.,	  et	  al.	  (2011).	  An	  Expenditure	  Analysis	  of	  High-‐Cost	  Medicaid	  Recipients	  with	  HIV	  Disease	  in	  
New	  York	  State.	  Journal	  of	  Health	  Care	  for	  the	  Poor	  and	  Underserved,	  22:	  329–344.	  
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support,	  harm	  reduction	  recovery	  readiness	  and	  financial	  incentives	  for	  viral	  suppression)	  
to	  the	  most	  intensive	  (directly	  observed	  therapy	  [DOT]).	  This	  approach	  is	  based	  on	  the	  
assumption	  that	  a	  certain	  percentage	  of	  clients	  will	  require	  a	  higher	  level	  of	  support	  to	  
achieve	  or	  maintain	  viral	  suppression,	  and	  that	  a	  stepped	  system	  will	  ensure	  the	  most	  
efficient	  and	  cost-‐effective	  use	  of	  available	  resources.110	  Participating	  providers	  in	  the	  PPS	  
will	  pair	  eligible	  clients	  with	  a	  case	  manager	  or	  care	  coordinator	  who	  will	  work	  with	  the	  
primary	  care	  provider	  and	  the	  client	  to	  create	  and	  implement	  an	  individualized	  adherence	  
plan	  and	  coordinate	  behavioral	  health	  services	  and	  other	  adherence	  supports,	  or	  “tools”	  as	  
needed.	  	  
	  
Key	  components	  of	  the	  intervention	  include	  motivational	  interviewing	  (MI),	  cognitive	  
behavioral	  therapy	  (CBT)	  groups	  and	  financial	  incentives.	  Other	  intervention	  components	  
are	  as	  follows:	  
• Incentives	  for	  Achieving	  and	  Maintaining	  Viral	  Suppression:	  Clients	  will	  receive	  a	  

quarterly	  financial	  incentive	  for	  each	  lab	  report	  demonstrating	  an	  undetectable	  viral	  
load.	  

• ARV	  Adherence	  Plan:	  Clients	  will	  be	  connected	  with	  a	  case	  manager	  or	  care	  coordinator	  
who	  will	  coordinate	  integrated	  case	  conferencing	  with	  the	  medical	  provider	  and	  client	  
to	  create	  an	  individualized	  ARV	  adherence	  plan	  and	  make	  appropriate	  referrals.	  As	  part	  
of	  this	  process,	  the	  client	  will	  be	  screened	  for	  possible	  barriers	  to	  adherence,	  such	  as	  
behavioral	  health	  conditions.	  	  

• Other	  Evidence-‐Based	  Adherence	  Supports:	  Clients	  will	  have	  access	  a	  range	  of	  
adherence	  tools,	  including	  adherence-‐based	  MI,	  assistance	  to	  meet	  basic	  subsistence	  
needs,	  referral	  to	  behavioral	  health	  specialists,	  CBT	  adherence	  groups,	  adherence	  
devices	  such	  as	  pill-‐boxing	  or	  text	  reminders,	  and	  DOT	  (traditional	  and	  mobile-‐based).	  

• Peer	  Supports:	  The	  care	  coordination	  and	  support	  team	  will	  include	  peers.	  These	  peers	  
will	  be	  clients	  who	  have	  already	  achieved	  viral	  load	  suppression.	  Peers	  will	  co-‐facilitate	  
adherence	  support	  groups,	  assist	  with	  education	  and	  outreach,	  and	  act	  as	  escorts	  to	  
appointments.	  Peers	  may	  include	  credentialed/certified	  peer	  health	  navigators	  (Project	  
2.c.i)	  whose	  services	  are	  Medicaid	  reimbursable.	  

• Retention	  to	  Care	  Unit:	  Outreach	  teams	  comprised	  of	  peer	  workers	  will	  coordinate	  with	  
case	  managers	  to	  identify	  and	  reach	  participating	  clients	  who	  have	  not	  achieved	  or	  
maintained	  viral	  suppression.	  

• Broad-‐based	  Education	  Campaigns:	  Marketing	  campaigns	  explaining	  the	  program	  and	  
the	  positive	  impact	  of	  viral	  load	  suppression	  will	  be	  implemented	  at	  the	  individual	  and	  
community	  level.	  

• Training:	  Ongoing	  training	  in	  adherence-‐focused	  MI	  and	  CBT	  for	  case	  managers,	  care	  
coordinators,	  group	  facilitators	  and	  peers.	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
110	  Personal	  communication	  with	  Michael	  Clarke,	  Senior	  Vice	  President,	  Health	  Homes,	  ADHC	  and	  Community	  
Partnerships,	  Housing	  Works.	  
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The	  project	  addresses	  the	  following	  4.c.ii	  sector	  projects:	  
4.c.ii	  Sector	  Project	  Components	   Connection	  to	  VLS	  

Decrease	  HIV	  and	  STD	  morbidity	  and	  
disparities;	  increase	  early	  access	  to	  and	  
retention	  in	  HIV	  care	  

Specifically	  targets	  high-‐risk	  populations	  
who	  are	  already	  linked	  to	  services	  with	  PPS	  
provider.	  Viral	  load	  suppression	  in	  high-‐risk	  
populations	  would	  decrease	  morbidity	  and	  
disparities.	  

Increase	  peer-‐led	  interventions	  around	  HIV	  
care	  navigation,	  testing,	  and	  other	  services	  

Peer-‐led	  interventions	  are	  proven	  tools	  to	  
link	  and	  retain	  clients	  in	  care.	  Peer	  workers	  
with	  undetectable	  viral	  loads	  will	  support	  
the	  VLS	  program.	  

Design	  all	  HIV	  interventions	  to	  address	  at	  
least	  two	  co-‐factors	  that	  drive	  the	  virus,	  such	  
as	  homelessness,	  substance	  use,	  history	  of	  
incarceration	  and	  mental	  health	  

VLS	  will	  use	  a	  tiered	  intervention	  model	  to	  
address	  the	  needs	  of	  clients	  with	  co-‐
behavioral	  or	  substance	  use	  morbidities	  
and	  who	  have	  difficulty	  adhering	  to	  their	  
treatment	  plan.	  	  

Assure	  cultural	  competency	  training	  for	  
providers,	  including	  gender	  identify	  and	  
disability	  issues	  

The	  PPS	  lead	  organization	  will	  coordinate	  
efforts	  to	  train	  PPS	  network	  staff.	  

Empower	  people	  living	  with	  HIV/AIDS	  to	  
help	  themselves	  and	  others	  around	  issues	  
related	  to	  prevention	  and	  care	  

Individualized	  ARV	  treatment	  plans	  are	  
created	  and	  approved	  by	  the	  client	  and	  
his/her	  case	  manager	  or	  care	  coordinator.	  
The	  plan	  can	  be	  modified	  as	  needed	  based	  

Most	  Intensive	  
Services	  

Least	  Intensive	  
Services	  

Stepped	  Approach	  to	  ARV	  Adherence	  Support	  

Note:	  Adherence	  support	  tools	  can	  be	  utilized	  interchangeably	  and	  simultaneously.	  Least	  
intensive	  services	  are	  used	  by	  a	  larger	  percentage	  of	  clients	  enrolled	  in	  VLS.	  
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4.c.ii	  Sector	  Project	  Components	   Connection	  to	  VLS	  
on	  the	  needs	  of	  the	  client.	  Virally	  
suppressed	  peer	  workers	  will	  also	  serve	  as	  
the	  chief	  advocate	  and	  support	  system	  for	  
clients.	  

Promote	  interventions	  directed	  at	  high-‐risk	  
individuals	  patient,	  such	  as	  therapy	  for	  
depression	  

All	  co-‐factors	  impacting	  adherence	  will	  be	  
addressed	  and	  any	  additional	  services	  will	  
be	  offered	  in	  the	  PPS	  network.	  

Promote	  group	  or	  behavioral	  change	  
strategies	  in	  conjunction	  with	  HIV/STD	  
efforts	  

Clients	  and	  peers	  in	  the	  VLS	  program	  are	  
urged	  to	  educate	  and	  recruit	  their	  peers,	  
creating	  a	  movement	  around	  the	  
Undetectables	  initiative.	  

Evidence	  Base/Meaningful	  Impact	  
Durable	  VL	  suppression,	  achieved	  by	  initiation	  of	  highly	  active	  ARV	  therapy	  and	  
engagement	  in	  regular	  HIV-‐medical	  care,	  is	  necessary	  to	  restore	  immune	  status,	  increase	  
survival,	  and	  reduce	  risk	  of	  transmission	  to	  HIV-‐uninfected	  partners.	  In	  a	  study	  comparing	  
PWH	  in	  NYC	  with	  durably	  suppressed	  VL	  (DSVL)	  to	  those	  with	  sustained	  high	  VL	  (SHVL),	  
PWH	  with	  SHVL	  were	  more	  likely	  to	  be	  younger,	  black	  and	  have	  a	  history	  of	  injection	  drug	  
use	  (IDU),	  and	  were	  significantly	  more	  likely	  to	  die	  prematurely.	  111	  	  
	  
As	  described	  above,	  PWH	  in	  NYC	  face	  a	  number	  of	  demonstrated	  barriers	  to	  ARV	  
adherence,	  including	  high	  rates	  of	  co-‐occurring	  behavioral	  health	  issues	  and	  socioeconomic	  
factors	  such	  as	  housing	  instability	  and	  food	  insecurity.	  Among	  CHAIN	  participants	  ARV	  
non-‐adherence	  is	  associated	  with	  poor	  mental	  health,	  recent	  substance	  use	  and	  
homelessness,	  and	  the	  lowest	  rates	  of	  ARV	  adherence	  are	  reported	  among	  with	  recent	  
homelessness	  (38%),	  recent	  substance	  use	  (38%),	  and	  no	  comprehensive	  primary	  care	  
(46%).112	  	  
	  
Increasing	  attention	  is	  focused	  on	  interventions	  to	  improve	  ARV	  access	  and	  overcome	  
barriers	  to	  adherence	  in	  order	  to	  improve	  the	  health	  of	  PWH	  and	  reduce	  new	  HIV	  
infections.	  There	  is	  growing	  evidence	  that	  comprehensive	  care	  coordination	  can	  improve	  
engagement	  in	  care	  and	  viral	  load	  suppression	  for	  vulnerable	  populations	  with	  HIV,	  
including	  recently	  released	  results	  from	  a	  2-‐year	  NYC	  Ryan	  White	  Part	  A	  HIV	  Care	  
Coordination	  initiative	  that	  included	  patient	  navigation	  and	  ARV	  adherence	  supports.113	  
Encouraging	  research	  evidence	  shows	  that	  financial	  incentives	  of	  sufficient	  value	  can	  be	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
111	  Terzian,	  A.S.,	  et	  al.	  (2012).	  Novel	  Use	  of	  Surveillance	  Data	  to	  Detect	  HIV-‐Infected	  Persons	  with	  Sustained	  
High	  Viral	  Load	  and	  Durable	  Virologic	  Suppression	  in	  New	  York	  City.	  PLoS	  ONE	  7(1):	  e29679.	  
112	  Messeri	  P	  &	  Sorgi	  A.	  (2011).	  Determinants	  of	  HAART	  Use	  and	  Adherence.	  CHAIN	  2011-‐4	  Brief	  Report.	  
113	  Irvine,	  M.K.,	  et	  al.	  (2014).	  Improvements	  in	  HIV	  Care	  Engagement	  and	  Viral	  Load	  Suppression	  Following	  
Enrollment	  in	  a	  Comprehensive	  HIV	  Care	  Coordination	  Program.	  	  Clin	  Infect	  Dis.,	  doi:	  10.1093/cid/ciu783,	  
published	  online:	  October	  9,	  2014.	  	  
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extremely	  effective	  as	  a	  support	  for	  medication	  adherence.114	  Findings	  from	  an	  ongoing	  
Veterans	  Administrative	  study	  indicate	  that	  it	  is	  feasible	  to	  use	  financial	  incentives	  to	  
reward	  ARV	  adherence,	  and	  that	  a	  $100	  quarterly	  incentive	  is	  likely	  cost-‐neutral,	  with	  
intervention	  costs	  offset	  by	  downstream	  savings	  from	  averted	  infections.115	  Qualitative	  
findings	  from	  the	  HIV	  Prevention	  Trials	  Network	  (HTPN)	  O65	  study	  of	  financial	  incentives	  
for	  VL	  suppression	  included	  unexpected	  program	  benefits	  such	  as	  better	  engagement	  in	  
care,	  improved	  patient-‐provider	  relationships	  and	  a	  real	  financial	  benefit	  to	  low-‐income	  
participants	  who	  used	  the	  $70	  quarterly	  incentive	  to	  pay	  for	  basic	  necessities	  including	  
medication	  co-‐payments.116,	  117	  Cognitive	  behavioral	  therapy	  is	  also	  a	  proven	  ARV	  
adherence	  strategy	  for	  patients	  managing	  multiple	  challenges	  including	  HIV,	  depression	  
and	  substance	  dependence.118	  	  
	  
ARV	  adherence	  interventions	  with	  moderate	  efficacy	  costing	  ≤$100/month	  have	  been	  
estimated	  to	  meet	  a	  cost-‐effectiveness	  threshold	  that	  is	  generally	  accepted	  in	  the	  US.119	  
Even	  intensive	  ARV	  adherence	  supports	  have	  been	  associated	  with	  significant	  decreases	  in	  
hospital	  days	  and	  found	  to	  be	  cost	  saving	  when	  adherence	  program	  costs	  were	  compared	  
to	  savings	  in	  health	  care	  utilization.120	  
	  
The	  Undetectables	  VLS	  initiative	  launched	  by	  Housing	  Works	  in	  March	  2014	  employs	  a	  
tiered	  set	  of	  such	  evidence-‐based	  adherence	  interventions	  that	  include	  a	  quarterly	  financial	  
incentive	  to	  reward	  clients	  for	  viral	  suppression.	  The	  project	  is	  designed	  to	  incentivize	  both	  
achieving	  and	  maintaining	  viral	  suppression	  over	  time,	  since	  rates	  of	  virologic	  failure	  or	  
rebound	  are	  quite	  high	  among	  persons	  who	  face	  significant	  barriers	  to	  ongoing	  adherence	  
(27%	  over	  2	  years	  in	  one	  study).121	  The	  project	  employs	  an	  individualized,	  stepped	  
approach	  to	  ARV	  adherence	  support	  that	  moves	  from	  the	  least	  intensive	  tools	  to	  more	  
intensive	  interventions,	  as	  described	  previously.	  This	  approach	  is	  the	  most	  efficient	  and	  
cost-‐effective	  use	  of	  resources.122	  A	  rigorous	  evaluation	  of	  the	  Undetectables	  intervention	  
by	  Housing	  Works’	  academic	  partners	  at	  the	  University	  of	  Pennsylvania	  is	  examining	  the	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
114	  DeFulioa,	  A.	  &	  Silvermana,	  K.	  (2012).	  The	  use	  of	  incentives	  to	  reinforce	  medication	  adherence.	  Preventive	  
Med,	  55(Suppl):	  S86–S94.	  
115	  Farber,	  et	  al.	  (2013).	  A	  Study	  of	  Financial	  Incentives	  to	  Reduce	  Plasma	  HIV	  RNA	  Among	  Patients	  in	  Care.	  
AIDS	  &	  Behavior,	  17:	  2293–2300.	  
116	  Pack,	  A.,	  et	  al.	  (2014).	  Unanticipated	  Impact	  of	  Financial	  Incentives	  on	  HIV	  Patients	  and	  Providers:	  Findings	  
from	  a	  Qualitative	  Sub-‐study	  (HPTN	  065).	  Poster	  presentation	  at	  the	  HIV	  Research	  for	  Prevention	  conference,	  
Cape	  Town,	  October,	  2014.	  Available	  at:	  http://www.epostersonline.com/hivr4p2014/node/930	  	  	  
117	  HPTN	  065	  outcomes,	  including	  the	  impact	  of	  financial	  incentives	  on	  linkage	  to	  care	  and	  viral	  load	  
suppression,	  are	  expected	  in	  2015.	  
118	  Safren,	  S.A.,	  et	  al.	  (2012).	  Cognitive	  behavioral	  therapy	  for	  adherence	  and	  depression	  (CBT-‐AD)	  in	  HIV-‐
infected	  injection	  drug	  users:	  a	  randomized	  controlled	  trial.	  J	  Consult	  Clin	  Psychol.,	  80(3):	  404-‐15.	  
119	  Schackman,	  B.R.,	  et	  al.	  (2005).	  The	  cost	  of	  HIV	  medication	  adherence	  support	  interventions:	  results	  of	  a	  
cross-‐site	  evaluation.	  AIDS	  Care,	  17(8):	  927-‐37.	  
120	  Sansom,	  S.L.,	  et	  al.	  (2008).	  The	  costs	  of	  HIV	  antiretroviral	  therapy	  adherence	  programs	  and	  impact	  on	  
health	  care	  utilization.	  AIDS	  Patient	  Care	  STDS,	  22(2):	  131-‐38.	  	  
121	  Robbins,	  G.K.,	  et	  al.	  (2010).	  Predicting	  Virologic	  Failure	  in	  an	  HIV	  Clinic,	  Clin	  Infect	  Dis,	  50	  (5):	  779-‐786.	  
122	  Personal	  communication	  with	  Michael	  Clarke,	  Senior	  Vice	  President,	  Health	  Homes,	  ADHC	  and	  Community	  
Partnerships,	  Housing	  Works.	  

50



	  

	  

impact	  and	  cost-‐effectiveness	  of	  the	  program.	  Preliminary	  results	  at	  6	  months	  indicate	  a	  
statistically	  significant	  increase	  pre-‐	  to	  post-‐enrollment	  in	  the	  proportion	  of	  participants	  
virally	  suppressed	  at	  all	  time	  points.123	  

Resource	  Availability	  
The	  project	  will	  leverage	  Housing	  Works’	  knowledge	  in	  developing	  the	  model;	  and	  Housing	  
Works	  staff	  can	  be	  utilized	  to	  develop	  and	  expand	  the	  program.	  The	  program	  can	  be	  easily	  
implemented	  in	  other	  parts	  of	  the	  well-‐established	  NYC	  HIV/AIDS	  infrastructure.	  It	  will	  
also	  build	  on	  the	  tremendous	  energy	  created	  by	  the	  Governor’s	  EtE	  Task	  Force,	  which	  is	  
looking	  towards	  PPSs’	  leadership	  to	  advance	  ending	  the	  AIDS	  epidemic	  in	  New	  York	  by	  the	  
year	  2020.	  The	  NYC	  Department	  of	  Health	  and	  Mental	  Hygiene	  offers	  medical	  provider	  
training	  to	  improve	  provider	  cultural	  competency	  and	  technical	  assistance,	  which	  can	  be	  
utilized	  in	  the	  implementation	  of	  the	  project.	  	  

Cost/Benefit	  Analysis	  
Our	  estimates	  suggest	  that	  this	  initiative	  will	  yield	  a	  net	  annual	  operational	  savings	  of	  
approximately	  $700-‐$1,400	  per	  person,	  comparing	  the	  incentive	  payment	  outlays	  and	  the	  
administrative	  costs	  of	  the	  initiative	  with	  the	  expected	  range	  of	  inpatient	  hospital	  cost	  
savings	  that	  will	  occur	  due	  to	  improved	  health	  status	  (and	  due	  to	  maintaining	  a	  favorable	  
health	  status).	  	  	  	  	  
	  
Development	  Costs:	  All	  cost	  components	  identified	  below	  are	  presumed	  to	  be	  one-‐time	  
investments	  that	  will	  be	  made	  using	  DSRIP	  funds	  to	  support	  the	  implementation	  of	  this	  
HIV-‐focused	  initiative.	  We	  estimate	  these	  up-‐front	  fixed	  costs	  to	  be	  approximately	  
$120,000.	  	  
	  
One	  key	  development	  task	  involves	  setting	  up	  a	  data	  structure	  to	  track	  participants’	  viral	  
load	  and	  incentive	  payment	  trajectories,	  as	  well	  as	  to	  track	  the	  outreach	  activities	  that	  have	  
occurred.	  This	  data	  set	  can	  then	  facilitate	  a	  sound	  evaluation	  of	  the	  program’s	  impacts	  in	  
relation	  to	  the	  intervention	  and	  education	  activities	  the	  PPS	  has	  implemented.	  	  
	  
The	  initiative’s	  design	  also	  anticipates	  hiring	  one	  (1)	  FTE	  Program	  Coordinator	  at	  each	  
participating	  PPS.	  This	  individual	  will	  be	  responsible	  for	  ensuring	  that	  existing	  case	  
management	  services	  and	  clinical	  providers’	  efforts	  are	  well-‐coordinated	  across	  the	  PPS	  to	  
optimally	  serve	  the	  program	  participants.	  The	  Program	  Coordinator	  is	  not	  expected	  to	  
interact	  with	  the	  participating	  beneficiaries.	  An	  Administrative	  Assistant	  is	  also	  budgeted	  
to	  support	  the	  Program	  Coordinator.	  The	  staffing	  costs	  estimate	  three	  months	  of	  initial	  
training	  for	  these	  personnel.	  
	  
	  
	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
123	  King,	  C.,	  et	  al.	  (2014).	  The	  Undetectables	  Project.	  Presentation	  at	  the	  U.S.	  Conference	  on	  AIDS,	  October	  4,	  
2014,	  San	  Diego,	  CA.	  	  
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Fixed	  Cost	  Estimates	  
Cost	  of	  Developing	  the	  Intervention	   One-‐Time	  Cost	  

Create	  criteria	  for	  PPS	  to	  identify	  persons	  eligible	  for	  program	   $5,000	  

Create	  protocols	  for	  PPS	  to	  appropriately	  notify	  persons	  about	  
incentive	  program	  

$5,000	  

Establish	  process	  and	  tools	  for	  assessing	  persons’	  ARV	  
adherence	  and	  creating	  individualized	  ARV	  adherence	  plan	  

$30,000	  

Recruit	  Program	  Coordinator	  and	  Administrative	  Assistant	   $25,000	  

Initial	  salary/benefits	  for	  new	  staff	  (3	  months)	   $37,500	  

Create	  educational	  materials	  about	  program	   $15,000	  

Total	  Fixed	  Costs	   $117,500	  

	  
Costs	  and	  Savings	  per	  Person:	  The	  ongoing	  operational	  impacts	  of	  the	  program	  will	  include	  
a	  combination	  of	  medical	  and	  non-‐medical	  components.	  The	  non-‐medical	  components,	  
which	  include	  but	  are	  not	  limited	  to	  providing	  the	  incentive	  payments,	  are	  listed	  in	  below.	  
	  
The	  estimated	  program	  scale	  is	  that,	  at	  an	  “average	  PPS,”	  1,500	  patients	  will	  participate	  in	  
the	  program.	  Minor	  costs	  are	  projected	  for	  the	  dissemination	  of	  pill	  boxes	  to	  support	  
medication	  adherence.	  
	  
Seventy-‐five	  percent	  (75%)	  of	  the	  program	  participants	  (1,125)	  are	  projected	  to	  earn	  the	  
$100	  quarterly	  incentive	  payment.	  An	  annual	  cost	  of	  $50,000	  is	  projected	  for	  general	  
administration	  of	  the	  incentive	  payments	  –	  tracking	  persons’	  viral	  load	  progression,	  
processing	  the	  incentive	  payments,	  etc.	  	  
	  
Collectively,	  the	  operational	  costs	  for	  the	  program,	  at	  a	  scale	  of	  1,500	  patient	  participants,	  
are	  estimated	  to	  be	  approximately	  $660,000.	  
	  
Non-‐Medical	  Variable	  Costs	  Per	  Beneficiary	  

Annual	  Operation	  Costs	   #	  
Persons	  

Annual	  Cost	  
Per	  Person	  

Total	  
Cost	  

Program	  Coordinator	   1	   $100,000	   $100,000	  
Administrative	  Assistant	   1	   $50,000	   $50,000	  
Adherence	  Devises	  (e.g.	  pill	  boxes)	   1,500	   $5	   $7,500	  
Persons	  Qualifying	  for	  Incentive	  per	  Quarter	   1,125	   $400	   $450,000	  
General	  Administration	  (maintain	  registry	  of	  
program	  participants	  and	  contact	  information,	  
administer	  incentive	  payments,	  etc.)	  

	   	   $50,000	  

Annual	  Operating	  Costs	  and	  Incentive	  Payments	   	   	   $657,500	  
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Projected	  medical	  cost	  impacts	  for	  the	  involved	  beneficiaries	  are	  presented	  in	  the	  chart	  
below.	  The	  initiative’s	  savings	  component	  is	  the	  medical	  cost	  reductions	  spurred	  by	  health	  
status	  improvements	  attributable	  to	  the	  financial	  incentive	  program	  and	  the	  HIV	  Care	  
Team’s	  efforts.	  	  
	  
While	  this	  is	  an	  extremely	  challenging	  estimate	  to	  make	  in	  advance,	  the	  program’s	  impacts	  
can	  be	  quantified	  through	  a	  thorough	  and	  objective	  evaluation	  effort	  once	  it	  is	  operational.	  
The	  medical	  cost	  impact	  projections	  below	  are	  driven	  by	  an	  assumption	  that	  the	  incentive	  
program	  can	  only	  be	  beneficial	  to	  an	  HIV-‐positive	  individual’s	  health	  status	  and	  thus	  only	  
have	  a	  favorable	  (lowering)	  impact	  on	  medical	  costs.	  Annual	  Medicaid	  inpatient	  costs	  for	  
PWH	  currently	  average	  approximately	  $6,000	  in	  a	  well-‐managed	  setting.	  A	  baseline	  annual	  
cost	  of	  $7,500	  is	  assumed	  with	  medical	  cost	  reductions	  of	  15%,	  20%	  and	  25%	  shown.	  
	  
Projected	  Per	  Person	  Medical	  Cost	  Impacts	  
Medical	  Cost	  Impacts	   Type	  of	  

Unit	  
Number	  of	  
Persons	  

Medical	  Cost	  Per	  
Person	  Per	  Year	  

Total	  Dollar	  Cost	  
(Savings)	  

Baseline	  Annual	  Cost	   Inpatient	  
PMPY	  Cost	  

1,500	   $7,500	   	  

15%	  Reduction	   	   1,500	   $1,125	   -‐$1,687,500	  
20%	  Reduction	   	   1,500	   $1,500	   -‐$2,250,000	  
25%	  Reduction	   	   1,500	   $1,875	   -‐$2,812,500	  
	  
Overall	  Projected	  Impacts:	  The	  overall	  program	  impacts	  are	  summarized	  at	  different	  levels	  
of	  inpatient	  hospital	  cost	  reduction	  across	  the	  participating	  beneficiaries.	  Impacts	  are	  
shown	  on	  a	  per-‐participant	  basis	  and	  across	  the	  projected	  scale	  of	  1,500	  participants	  per	  
PPS.	  	  
	  
The	  program	  is	  projected	  to	  achieve	  a	  modest	  net	  operational	  savings	  of	  approximately	  
$690	  per	  participant	  per	  year	  if	  a	  15%	  inpatient	  cost	  reduction	  occurs	  across	  the	  
participating	  beneficiaries.	  Higher	  levels	  of	  inpatient	  cost	  reductions	  would	  thus	  yield	  
considerable	  net	  savings.	  On	  a	  per	  participant	  basis,	  a	  20%	  inpatient	  cost	  reduction	  is	  
projected	  to	  yield	  a	  net	  annual	  savings	  of	  approximately	  $1,060	  per	  participant;	  a	  25%	  
inpatient	  cost	  reduction	  would	  yield	  a	  net	  annual	  savings	  of	  approximately	  $1,440	  per	  
participant.	  	  
	  
Net	  Saving	  Projections	  
Projected	  Annual	  Operational	  Cost	  	  

(Savings)	  
Net	  Costs	  (Savings)	  

Per	  Person	  
Total	  Dollar	  Cost	  

(Savings)	  
At	  15%	  PMPM	  Inpatient	  Reduction	   -‐$687	   -‐$1,030,000	  
At	  20%	  PMPM	  Inpatient	  Reduction	   -‐$1,062	   -‐$1,592,500	  
At	  25%	  PMPM	  Inpatient	  Reduction	   -‐$1,437	   -‐$2,155,000	  
	  
The	  program’s	  expected	  savings	  are	  also	  expected	  to	  quickly	  offset	  the	  initial	  one-‐time	  set-‐
up	  costs	  (projected	  at	  $117,500	  per	  PPS).	  	  
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Potential	  Distorting	  Factors:	  Given	  the	  innovative	  nature	  of	  this	  project,	  experience	  data	  
does	  not	  exist.	  We	  have	  identified	  the	  assumptions	  made	  regarding	  the	  volume	  and	  price	  of	  
each	  cost	  (or	  savings)	  component	  of	  the	  projection.	  It	  is	  a	  straightforward	  exercise	  to	  
adjust	  any	  assumptions	  in	  order	  to	  better	  understand	  the	  sensitivity	  of	  the	  estimates	  to	  
these	  assumptions.	  We	  would	  strongly	  suggest	  that	  as	  part	  of	  program	  implementation,	  
data	  be	  continually	  collected	  to	  support	  an	  objective	  and	  thorough	  program	  evaluation	  
effort.	  We	  further	  encourage	  that	  the	  evaluation	  be	  designed	  not	  only	  to	  assess	  overall	  
financial	  savings	  impacts,	  but	  to	  assess	  component	  impacts	  (e.g.,	  which	  types	  of	  persons	  are	  
benefiting	  from	  the	  program	  in	  terms	  of	  achieving	  health	  status	  improvements).	  	  	  
	  
Notwithstanding	  these	  limitations,	  we	  believe	  the	  cost-‐benefit	  framework	  used	  in	  this	  
analysis	  provides	  an	  important	  starting	  point	  for	  discussions	  and	  evaluations	  of	  the	  
potential	  impact	  of	  this	  important	  project.	  
	  
Three	  key	  issues	  that	  can	  create	  different	  savings	  levels	  relative	  to	  the	  above	  projections	  
include:	  	  
• First,	  some	  persons	  who	  receive	  the	  incentive	  payment	  for	  securing/maintaining	  an	  

undetectable	  viral	  load	  would	  have	  achieved	  the	  improved	  viral	  load	  outcome	  anyway	  
(without	  the	  incentive	  program	  and/or	  without	  the	  HIV	  Care	  Team’s	  involvement),	  
due	  to	  the	  effectiveness	  of	  the	  health	  care	  services	  they	  receive	  and	  their	  own	  
behavior	  and	  decision-‐making.	  	  For	  these	  persons,	  the	  initiative	  will	  entail	  a	  cost	  with	  
no	  corresponding	  benefit.	  	  	  	  	  

	  
• Second,	  some	  persons	  will	  improve	  clinically	  and	  behaviorally	  due	  to	  the	  HIV	  Care	  

Team’s	  involvement	  and	  the	  motivation	  of	  the	  financial	  incentives,	  but	  they	  will	  
nonetheless	  not	  achieve	  an	  undetectable	  viral	  load.	  These	  persons’	  improvements	  
should	  lead	  to	  lower	  medical	  costs,	  although	  the	  program	  will	  not	  make	  any	  incentive	  
payments	  for	  this	  subgroup.	  	  	  

	  
• Third,	  when	  persons	  transition	  from	  having	  a	  detectable	  viral	  load	  to	  an	  undetectable	  

level,	  the	  risk	  of	  transmitting	  HIV	  to	  others	  is	  reduced/eliminated.	  Considerable	  cost	  
savings	  occur	  for	  each	  averted	  HIV	  infection—the	  CDC	  projects	  that	  the	  lifetime	  
treatment	  costs	  associated	  with	  HIV	  infection	  are	  nearly	  $400,000.	  For	  every	  one	  
percent	  of	  the	  persons	  earning	  the	  incentive	  payment	  who,	  as	  a	  result	  of	  this	  initiative	  
avoid	  infecting	  one	  other	  individual,	  11	  new	  infections	  would	  be	  averted.	  	  This	  would	  
create	  a	  lifetime	  savings	  of	  approximately	  $4.5	  million.	  	  If	  10%	  of	  the	  incentive	  
earners	  avoid	  infecting	  one	  additional	  person,	  the	  lifetime	  savings	  impact	  would	  be	  
roughly	  $45	  million.	  	  	  	  	  	  	  	  

	  
The	  fact	  that	  the	  first	  potential	  distorting	  factor	  would	  lower	  the	  program’s	  savings	  
potential,	  and	  the	  second	  and	  third	  factors	  would	  increase	  the	  program’s	  savings,	  is	  
encouraging.	  It	  is	  possible	  that	  these	  dynamics	  will	  essentially	  offset	  one	  another,	  and	  not	  
cause	  actual	  savings	  outcomes	  to	  significantly	  vary	  from	  those	  projected	  herein.
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3.	  Crisis	  Diversion	  
	  
PPSs	  can	  contract	  with	  community-‐based	  supportive	  housing	  providers	  to	  develop	  a	  pool	  
of	  temporary	  crisis	  housing	  units.	  The	  units	  will	  be	  staffed	  with	  experienced	  clinical	  
professionals,	  providing	  intensive	  crisis	  residential	  services,	  and	  will	  be	  available	  24	  hours	  
a	  day,	  7	  days	  a	  week,	  for	  a	  maximum	  of	  28	  days.	  
	  
Supports	  the	  following	  DSRIP	  Project:	  
Project	  2.b.vi	  Transitional	  Supportive	  Housing	  Services	  

Justification	  of	  Need	  	  
Currently	  over	  58,000	  persons	  use	  New	  York	  City	  (NYC)	  shelters	  each	  night;	  and	  users	  of	  
NYC	  shelters	  have	  higher	  rates	  of	  hospitalization,	  prolonged	  length	  of	  stay	  and	  
substantially	  higher	  death	  rates	  relative	  to	  the	  general	  population.	  From	  2001-‐2003,	  
homeless	  adults	  made	  up	  less	  than	  1%	  of	  adult	  New	  Yorkers	  but	  accounted	  for	  1.6%	  of	  
adult	  hospitalizations.	  There	  currently	  exists	  a	  lack	  of	  residential	  crisis	  services	  in	  the	  
community	  for	  high	  utilizers	  of	  Medicaid	  services	  who	  experience	  reoccurring	  behavioral,	  
emotional,	  substance	  use	  or	  psychiatric	  crises.	  Only	  two	  medical	  respite	  programs	  serve	  
homeless	  persons	  in	  NYC,	  providing	  10	  beds	  (Comunilife)	  for	  persons	  leaving	  
hospitalization	  and	  24	  beds	  (BRC)	  as	  an	  alternative	  to	  inpatient	  care.	  
	  
At	  the	  same	  time,	  a	  significant	  number	  of	  individuals	  with	  severe	  behavioral	  health	  
conditions	  undergo	  crisis	  trigger	  events	  and	  present	  themselves	  at	  emergency	  departments	  
(EDs).	  They	  are	  often	  admitted	  for	  inpatient	  care	  in	  the	  hospital,	  when,	  such	  crisis	  events	  
could	  have	  been	  stabilized	  with	  short-‐term,	  recovery-‐based	  care	  in	  community	  residences.	  	  
	  
There	  is	  a	  critical	  need	  to	  develop	  safe,	  transitional	  housing	  for	  individuals	  experiencing	  
an	  emotional	  crisis,	  who	  are	  at-‐risk	  of	  an	  escalation	  of	  symptoms	  that	  cannot	  be	  managed	  
without	  intensive	  onsite	  supports.	  Developing	  short-‐term	  crisis	  residences	  will	  not	  only	  
provide	  for	  more	  appropriate	  care,	  but	  will	  help	  to	  prevent	  future	  crisis	  episodes	  that	  
would	  result	  in	  high-‐use	  of	  EDs	  and	  hospital	  admissions/	  readmissions	  if	  no	  interventions	  
are	  implemented.	  

Project	  Description	  
The	  units	  will	  create	  pathways	  for	  hospital	  diversion	  and	  avert	  unnecessary	  use	  of	  ED	  
services	  for	  acute	  behavioral	  health	  conditions	  that	  result	  in	  preventable	  hospital	  
admissions.	  The	  short-‐term	  residences	  will	  provide	  a	  safe	  place	  for	  up	  to	  28	  days,	  and	  will	  
provide	  crisis	  intervention,	  assessment,	  supportive	  counseling,	  clinical	  monitoring,	  and	  
connection	  or	  reconnection	  to	  other	  behavioral	  health	  services,	  peer	  support,	  wellness	  
education	  and	  skill	  building.	  Upon	  stabilization,	  consumers	  will	  be	  connected	  to	  the	  
community-‐based	  treatment	  programs	  and	  supports	  that	  they	  need	  to	  maintain	  long-‐term	  
recovery	  and	  rehabilitation.	  This	  will	  include	  referrals	  to	  more	  long-‐term	  transitional	  and	  
permanent	  supportive	  housing	  programs	  funded	  through	  the	  New	  York	  State	  (NYS)	  Office	  
of	  Mental	  Health	  (OMH),	  Office	  of	  Alcoholism	  and	  Substance	  Abuse	  Services	  (OASAS),	  and	  
the	  Department	  of	  Health	  (DOH),	  and	  the	  NYC	  Department	  of	  Health	  &	  Mental	  Hygiene	  
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(DOHMH)	  and	  HIV/AIDS	  Services	  Administration	  (HASA),	  among	  others.	  	  
	  
Project	  activities	  include:	  

• Contracts	  with	  Community-‐based	  Supportive	  Housing	  Providers:	  Providers	  will	  
develop	  and	  operate	  short-‐term	  residential	  units	  specifically	  designed	  for	  crisis	  
diversion	  services.	  For	  example,	  a	  community	  provider	  may	  have	  existing	  or	  unused	  
space	  in	  a	  congregate	  setting	  that	  can	  be	  utilized	  for	  this	  purpose.	  Memoranda	  of	  
Understanding	  and	  other	  service	  agreements	  will	  be	  established	  to	  ensure	  that	  units	  
are	  funded	  and	  made	  available	  24	  hours,	  7	  days	  a	  week.	  

• Identify	  High-‐utilizers	  of	  ED	  and	  Inpatient	  Services:	  PPSs	  will	  partner	  with	  hospitals	  
and	  housing	  providers	  to	  identify	  individuals	  in	  need	  of	  services,	  incurred	  from	  
crisis	  episodes,	  which	  will	  begin	  the	  process	  of	  forming	  long-‐term	  relationships	  with	  
service	  providers	  in	  the	  community.	  	  

• Referrals:	  Clients	  who	  are	  experiencing	  a	  behavioral	  health	  crisis	  will	  be	  assessed	  in	  
EDs,	  and	  if	  deemed	  clinically	  appropriate,	  referred	  for	  intensive	  crisis	  treatment	  in	  
short-‐term	  community-‐based	  residences.	  Referrals	  may	  also	  come	  from	  community-‐
based	  providers	  that	  identify	  people	  in	  crisis	  and	  wish	  to	  avoid	  the	  ED.	  

• Protocols:	  Protocols	  for	  diversion	  from	  emergency	  room	  to	  community-‐based	  
treatment	  will	  be	  established,	  and	  will	  include:	  staffing	  procedures,	  consent	  forms,	  
timely	  sharing	  of	  medical	  records	  and	  patient	  information,	  benefits	  screening,	  safe	  
transportation,	  etc.	  	  

• Staffing	  &	  Service	  Planning:	  A	  robust	  staffing	  and	  service	  plan	  will	  be	  designed	  to	  
treat	  individuals	  experiencing	  a	  crisis	  in	  temporary	  community-‐based	  residences.	  
The	  staffing	  plan	  should	  include	  licensed	  professionals,	  such	  as	  medical	  doctors,	  
nurse	  practitioners,	  and	  social	  workers,	  as	  well	  as	  certified	  peers.	  	  

• Behavioral	  Health	  Services:	  Clients	  will	  receive	  person-‐centered,	  intensive	  
behavioral	  health	  services	  to	  stabilize	  and	  reduce	  crisis	  situations	  including,	  but	  not	  
limited	  to	  crisis	  intervention,	  supportive	  counseling,	  clinical	  monitoring,	  ambulatory	  
detox,	  harm	  reduction,	  case	  management,	  and	  peer	  services.	  Critical	  Time	  
Intervention	  (CTI)	  services	  should	  be	  used	  to	  further	  stabilize	  people	  in	  the	  
transition	  process.	  

• Community	  Partnerships:	  Temporary	  residence	  staff	  will	  collaborate	  with	  
community-‐based	  providers,	  including	  Health	  Home	  care	  coordinators	  and	  
managed	  care	  companies	  to	  ensure	  that	  clients	  are	  able	  to	  receive	  recovery-‐based	  
services	  and	  ensure	  that	  these	  services	  are	  covered.	  	  

• Transitional	  Services:	  Temporary	  residence	  staff	  will	  work	  with	  clients	  and	  their	  
next	  housing	  provider	  during	  their	  stay	  in	  the	  temporary	  residence,	  and	  then	  for	  a	  
15-‐day	  follow-‐up	  period	  to	  facilitate	  transition	  to	  the	  new	  residence.	  

• Strengthen	  Long-‐Term	  Supports:	  Clients	  will	  receive	  support	  to	  develop	  and	  
strengthen	  their	  long-‐term	  support	  structures,	  including	  social,	  family	  and	  
community	  supports.	  Clients	  will	  be	  connected	  or	  reconnected	  to	  health	  and	  
behavioral	  health	  services	  in	  the	  community.	  

• Relapse	  Prevention:	  Clients	  will	  be	  provided	  services	  to	  build	  their	  skills	  and	  
identify	  tools	  needed	  to	  avoid	  future	  crisis	  episodes.	  A	  relapse	  prevention	  plan	  will	  
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be	  developed	  as	  part	  of	  wellness	  self-‐management	  program,	  and	  will	  include	  
informal	  caregivers.	  

Evidence	  Base/Meaningful	  Impact	  
Emergency	  psychiatric	  services	  are	  often	  costly	  and	  distressing	  to	  individuals	  and	  families	  
affected	  by	  a	  serious	  mental	  illness.	  Alternative	  services,	  however,	  such	  as	  crisis	  respites,	  
hospital	  diversion,	  and	  step-‐down	  programs	  can	  prevent	  or	  lessen	  the	  length	  of	  time	  spent	  
in	  the	  ED	  and	  hospital.	  Such	  models	  of	  enriched	  crisis	  and	  transitional	  housing	  offer	  
voluntary,	  time-‐limited,	  intensive	  residential	  support	  services	  to	  those	  experiencing	  a	  
psychiatric	  crisis.	  Development	  of	  crisis	  respite	  centers	  that	  offer	  an	  alternative	  to	  
hospitalization	  is	  a	  priority	  for	  NYC.124	  
	  
Research	  shows	  that	  even	  brief	  stays	  in	  behavioral	  respite	  decrease	  hospitalization,	  reduce	  
readmission	  and	  reduce	  overall	  medical	  costs.	  This	  program	  will	  improve	  the	  diversion	  
process	  to	  more	  appropriate	  community	  settings,	  and	  decrease	  the	  use	  of	  inappropriate	  ED	  
services	  and	  hospital	  admissions/readmissions	  and	  associated	  costs.	  Connection	  of	  
individuals	  with	  long-‐term	  community	  supports	  to	  foster	  long-‐term	  rehabilitation	  and	  
recovery,	  and	  break	  the	  cycle	  of	  emergency	  department	  use	  and	  hospital	  readmissions.	  
Overall	  quality	  of	  care	  and	  health	  outcomes	  will	  be	  improved	  by	  reintegrating	  people	  back	  
into	  their	  communities.	  
	  
Parachute	  NYC,	  a	  new	  DOHMH	  project,	  provides	  a	  community-‐based	  alternative	  to	  
emergency	  hospitalization	  for	  individuals	  aged	  18	  to	  65	  who	  are	  experiencing	  psychiatric	  
crises,	  including	  four	  new	  crisis	  respite	  centers.	  The	  NYC	  DOHMH	  reports	  that	  Parachute	  
NYC	  results	  to	  date	  show	  that,	  compared	  to	  a	  control	  group,	  every	  night	  in	  respite	  saves	  
$650	  in	  avoided	  Medicaid	  costs.	  However,	  respite	  center	  guests	  must	  have	  stable	  housing	  
to	  return	  to	  after	  their	  respite	  stay.125	  
	  
In	  2012-‐2013,	  the	  NYS	  Medicaid	  Redesign	  Team	  (MRT)	  recognized	  the	  importance	  of	  
supportive	  housing	  services	  and	  set	  aside	  $75	  million	  to	  expand	  access	  to	  supportive	  
housing	  initiatives	  for	  high-‐need	  and	  high-‐cost	  Medicaid	  recipients.	  The	  amount	  of	  funds	  
set	  aside	  in	  budget	  year	  2013-‐2014	  increased	  to	  $86	  million.126	  In	  2013,	  on	  the	  
recommendation	  of	  the	  MRT	  Affordable	  Housing	  Workgroup,	  the	  MRT	  transferred	  $4	  
million	  of	  the	  Medicaid	  budget	  to	  the	  OMH	  to	  fund	  an	  enriched	  Crisis	  and	  Transitional	  
Housing	  Pilot	  Initiative.	  The	  Initiative	  will	  include	  up	  to	  36	  units	  statewide	  to	  fill	  a	  critical	  
gap	  in	  New	  York	  State’s	  service	  delivery	  system	  by	  providing	  enriched	  housing	  as	  an	  
alternative	  to	  psychiatric	  EDs	  and	  hospitals,	  by	  diverting	  individuals	  in	  crisis	  from	  use	  of	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
124	  NYS	  OHM.	  Statewide	  Comprehensive	  Plan	  Interim	  Report,	  July	  2014.	  Retrieved	  from:	  
https://www.omh.ny.gov/omhweb/planning/statewide_plan/2013_to_2017/2014-‐interim-‐
report/report.pdf	  
125	  Kunins,	  H.,	  Marsik,	  T.,	  &	  Tom,	  L.	  DSRIP	  and	  Behavioral	  Health.	  Presentation	  on	  August	  6,	  2014.	  
126NYS	  Medicaid	  Redesign	  Team	  Affordable	  Housing	  Work	  Group.	  Accessed	  at	  
http://www.health.ny.gov/health_care/medicaid/redesign/affordable_housing_workgroup.htm	  	  
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such	  services,	  and	  by	  providing	  a	  transitional	  step-‐down	  program	  following	  psychiatric	  
hospitalization.127	  	  

Cost/Benefit	  Analysis	  
Our	  estimates	  suggest	  that	  this	  initiative	  would	  save	  a	  PPS	  approximately	  $1,500	  per	  
person,	  comparing	  the	  operational	  costs	  of	  its	  implementation	  with	  the	  cost	  savings	  of	  
reduced	  hospital	  usage.	  These	  per	  person	  savings	  will	  need	  to	  be	  balanced	  against	  the	  up-‐
front	  costs	  of	  securing	  additional	  housing	  capacity	  and	  developing	  program	  tools,	  to	  
determine	  the	  patient	  volume	  needed	  for	  the	  initiative	  to	  achieve	  overall	  financial	  break-‐
even	  (and	  ongoing	  net	  savings	  thereafter).	  
	  
Development	  Costs:	  Several	  cost	  components	  identified	  are	  presumed	  to	  be	  one-‐time	  
investments	  that	  will	  be	  made	  using	  DSRIP	  funds	  to	  support	  the	  implementation	  of	  this	  
crisis	  housing	  initiative.	  We	  estimate	  these	  up-‐front	  fixed	  costs	  to	  be	  approximately	  
$150,000.	  
	  	  
Fixed	  Cost	  Estimates	  

	  
The	  table	  below	  estimates	  the	  unit	  costs	  of	  renovating	  the	  acquired	  housing	  capacity	  to	  
support	  the	  crisis	  housing	  program.	  We	  estimate	  that	  on	  average	  five	  units	  of	  housing	  
would	  be	  acquired	  to	  support	  a	  given	  PPS’	  early	  discharge	  program.	  A	  unit	  cost	  of	  $28,000	  
is	  used	  for	  renovating	  housing	  capacity,	  based	  on	  information	  in	  a	  recent	  RFP	  prepared	  by	  
the	  Office	  of	  Mental	  Health	  and	  the	  Medicaid	  Redesign	  Team.	  There	  may	  be	  opportunities	  
to	  share	  these	  costs	  across	  other	  initiatives	  within	  the	  PPS	  or	  with	  other	  PPSs	  developing	  
similar	  programs.	  For	  example,	  the	  housing	  capacity	  and	  staffing	  costs	  are	  assumed	  to	  be	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
127	  NYS	  OMH	  Request	  for	  Proposals.	  (March	  7,	  2014).	  MRT	  Enriched	  Crisis	  and	  Transitional	  Housing	  Services	  
Pilot	  Initiative	  for	  Adults	  with	  Serious	  Mental	  Illness.	  Retrieved	  from:	  
http://www.omh.ny.gov/omhweb/rfp/2014/enriched-‐crisis/	  

Costs	  of	  Developing	  the	  Intervention	   Cost	  
Develop	  contracts	  between	  PPS	  and	  housing	  providers	   $15,000	  
Establish	  protocols	  for	  diversion	  –	  staffing	  procedures,	  consent	  forms,	  etc.	   $15,000	  
Prepare	  training	  materials	  for	  ED	  staff	   $20,000	  
Periodic	  presentations	  to	  ED	  staff	   $10,000	  
Identify	  persons	  with	  low	  acuity	  admissions	  and/or	  housing	  insufficiency	  
(working	  with	  each	  hospital's	  data)	  and	  create	  system	  flag	  when	  they	  
present	  in	  ED	  (work	  with	  each	  facility's	  data)	  

$20,000	  

Initial	  housing	  cost	  per	  unit	  (3	  months	  of	  pre-‐program	  set-‐up	  cost	  assumed	  
for	  5	  units)	  

$35,000	  

Initial	  salary/benefits	  for	  new	  staff	  (3	  months)	   $32,500	  
Total	  Fixed	  Cost	   $147,500	  

58



	  

	  

allocated	  in	  full	  to	  this	  Crisis	  Housing	  Support	  Initiative,	  but	  there	  are	  potential	  economies	  
of	  scale	  if	  these	  costs	  were	  shared	  with	  the	  Early	  Discharge	  Initiative.	  	  
Per	  Unit	  Cost	  of	  New	  Housing	  Capacity	  &	  Staff	  

	  
Cost	  and	  Savings	  Per	  Person:	  The	  ongoing	  operational	  impacts	  of	  the	  program	  will	  include	  a	  
combination	  of	  medical	  and	  non-‐medical	  components.	  The	  non-‐medical	  components,	  which	  
include	  but	  are	  not	  limited	  to	  providing	  the	  housing	  support,	  are	  listed	  below.	  Staff	  time	  at	  
the	  ED	  will	  be	  needed	  to	  evaluate	  the	  presenting	  patient’s	  housing	  stability	  (as	  part	  of	  the	  
intake	  assessment),	  and	  when	  the	  admission	  can	  be	  averted,	  work	  to	  line	  up	  appropriate	  
crisis	  housing	  support.	  	  
	  
An	  average	  of	  21	  days	  of	  housing	  support	  is	  projected.	  The	  initiative	  is	  structured	  to	  
provide	  up	  to	  28	  days	  of	  housing.	  The	  projections	  anticipate	  that	  the	  average	  amount	  of	  
housing	  support	  for	  program	  participants	  will	  be	  substantial,	  but	  that	  many	  participants	  
will	  require	  far	  less	  than	  the	  maximum	  28	  day	  allotment.	  	  
	  
Substantial	  transition	  support	  is	  also	  budgeted	  during	  the	  crisis	  housing	  stay,	  to	  help	  the	  
individual	  remain	  stable,	  safely	  housed,	  and	  connected	  to	  community	  resources.	  The	  model	  
also	  budgets	  for	  follow-‐up	  with	  the	  patient	  after	  being	  transitioned	  from	  crisis	  housing,	  to	  
check	  in	  on	  the	  individual’s	  well-‐being	  and	  re-‐establish	  linkages	  to	  community	  and	  medical	  
resources	  as	  needed.	  Note	  that	  if	  a	  patient	  is	  hospitalized,	  some	  transition	  support	  will	  be	  
provided	  at	  the	  point	  of	  discharge.	  However,	  the	  transition	  support	  delivered	  through	  the	  
crisis	  housing	  initiative	  is	  projected	  to	  be	  considerably	  more	  extensive	  than	  the	  inpatient	  
discharge	  transition	  process.	  The	  costs	  projected	  below	  are	  estimated	  to	  be	  additive	  to	  
what	  would	  occur	  as	  part	  of	  a	  hospital	  discharge	  transition.	  
	  
Non-‐Medical	  Variable	  Costs	  Per	  Beneficiary	  
Non-‐Medical	  Costs	  Per	  Person	   Type	  of	  Unit	   Number	  

of	  Units	  
Cost	  Per	  
Unit	  

Total	  
Dollar	  

Conduct	  housing	  assessment	  when	  a	  
flagged	  person	  presents	  at	  ED	  

ED	  Intake	  Staff	  
time	  (hours)	  

0.2	   $75	  	   $15	  

Line	  up	  housing	  support	   ED	  Intake	  Staff	  
time	  (hours)	  

1	   $75	  	   $75	  

Crisis	  Housing	  Support	  	  	  
Amortization	  of	  licensed	  staff	  on-‐
site	  

Day	  of	  FTE/5	  
residents	  

21	   $49	   $1,023	  

Housing	  rental	  costs/	  amortization	  
of	  purchase	  

Per	  diem	  housing	  
cost	  

21	   $85	   $1,790	  

Food	   Cost/day	  for	  3	  
meals	  

21	   $9	   $184	  

Cost	  of	  New	  Housing	  Capacity	  &	  Staff	   Type	  of	  Unit	   Number	  
of	  Units	  

Cost	  Per	  
Unit	  

Reconfiguration	  of	  Additional	  Housing	  
Capacity	  

One	  Person	  
Living	  Unit	  	  

5	   $28,000	  
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Non-‐Medical	  Costs	  Per	  Person	   Type	  of	  Unit	   Number	  
of	  Units	  

Cost	  Per	  
Unit	  

Total	  
Dollar	  

Other	  misc.	  crisis	  housing	  support	  
costs	  

Cost/day	   21	   $7	   $153	  

Transportation	  from	  ED	  to	  housing	  
location	  

Taxi	  fare	   1	   $20	  	   $20	  

Transition	  support	  for	  return	  to	  
community	  

Clinical	  Social	  
Worker	  hour	  

6	   $150	  	   $900	  

Follow-‐up	  support	  upon	  return	  to	  
community	  

Clinical	  Social	  
Worker	  hour	  

6	   $150	  	   $900	  

Total	  Non-‐Medical	  Costs	   	  	   	  	   	  	   $5,060	  
	  

Projected	  medical	  cost	  impacts	  for	  the	  involved	  beneficiaries	  are	  presented	  below.	  The	  
initiative’s	  savings	  component	  is	  the	  inpatient	  admission	  that	  is	  averted.	  The	  dollar	  value	  of	  
this	  admission	  is	  estimated	  at	  80%	  of	  a	  NYC	  Medicaid	  health	  plan’s	  average	  payment	  for	  
medical/surgical	  admissions	  (reflecting	  the	  expectation	  that	  if	  the	  admission	  is	  “avoidable”	  
the	  patient’s	  clinical	  acuity	  is	  likely	  tied	  to	  a	  below-‐average	  DRG	  payment	  rate).	  At	  the	  same	  
time,	  if	  the	  patient	  was	  on	  the	  verge	  of	  being	  admitted	  there	  are	  clearly	  significant	  clinical	  
concerns	  that	  remain	  in	  need	  of	  attention	  during	  the	  crisis	  housing	  stay.	  The	  model	  
assumes	  multiple	  home,	  physical	  and	  behavioral	  health	  visits	  during	  the	  crisis	  housing	  stay,	  
as	  well	  as	  some	  diagnostic	  tests,	  medications,	  and	  transportation	  to	  and	  from	  care.	  Taken	  
together,	  medical	  cost	  impacts	  are	  projected	  to	  be	  a	  savings	  of	  roughly	  $6,600	  per	  
beneficiary.	  	  
	  
Projected	  Per	  Person	  Medical	  Cost	  Impacts	  
Medical	  Cost	  Impacts	  Per	  Person	   Type	  of	  Unit	   #	  of	  

Units	  
Cost	  Per	  
Unit	  

Total	  
Dollar	  

Inpatient	  Costs	  (reduction)	   Admission	   1	   ($8,867)	   ($8,867)	  

Home	  Health	  Visits	   House	  Visit	   10.5	   $125	  	   $1,313	  

Physician/Clinic	  Services	  (increase)	   Outpatient	  
Visit	  

2	   $130	  	   $260	  

Behavioral	  Health	  Counseling	  (increase)	   Outpatient	  
Visit	  

4	   $70	  	   $280	  

Diagnostic	  Services	  (increase)	   Procedure	   4	   $30	  	   $120	  

Pharmacy	  (increase)	   Script	   2	   $45	  	   $90	  

Transportation	  to/from	  outpatient	  care	   Taxi	  Fare	   10	   $20	  	   $200	  

Total	  Medical	  Cost	  Impacts	   	  	   	  	   	  	   -‐$6,605	  

	  
Overall	  Projected	  Impacts:	  The	  overall	  per	  person	  impacts	  are	  summarized	  below,	  along	  
with	  savings	  estimates	  at	  different	  levels	  of	  beneficiary	  participation.	  A	  net	  savings	  of	  
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approximately	  $1,500	  per	  person	  is	  projected.	  These	  savings	  are	  “per	  event”	  figures	  (rather	  
than	  per	  year	  figures—a	  person	  could	  receive	  crisis	  housing	  support	  more	  than	  once	  in	  a	  
given	  12	  month	  period).	  	  
	  
Net	  Savings	  Projections	  

Annual	  Cost	  Impacts,	  Crisis	  
Housing	  Support	  

Per	  Person	   Per	  200	  
Persons	  

Per	  500	  
Persons	  

Total	  Variable	  Costs	   $5,060	   $1,012,000	   $2,530,000	  	  

Per	  Case	  Costs	  (Savings)	   -‐$6,605	   -‐$1,320,940	   -‐$3,302,350	  

Net	  Costs	  (Savings)	  From	  Initiative	   -‐$1,545	   -‐$308,940	   -‐$772,350	  

	  
Potential	  Distorting	  Factors:	  Given	  the	  innovative	  nature	  of	  this	  project,	  experience	  data	  
does	  not	  exist.	  We	  have	  identified	  the	  assumptions	  made	  regarding	  the	  volume	  and	  price	  of	  
each	  cost	  (or	  savings)	  component	  of	  the	  projection.	  It	  is	  a	  straightforward	  exercise	  to	  
adjust	  any	  assumptions	  in	  order	  to	  better	  understand	  the	  sensitivity	  of	  the	  estimates	  to	  
these	  assumptions.	  We	  would	  strongly	  suggest	  that	  as	  part	  of	  program	  implementation,	  
data	  be	  continually	  collected	  to	  support	  an	  objective	  and	  thorough	  program	  evaluation	  
effort.	  Notwithstanding	  these	  limitations,	  we	  believe	  the	  cost-‐benefit	  framework	  we	  have	  
developed	  in	  this	  analysis	  provides	  an	  important	  starting	  point	  for	  discussions	  and	  
evaluations	  of	  the	  potential	  impact	  of	  this	  important	  project.	  
	  
Two	  key	  issues	  that	  can	  distort	  the	  projections	  in	  this	  initiative	  are	  as	  follows:	  

• First,	  the	  potential	  exists	  that	  persons	  presenting	  in	  the	  hospital	  ED	  will	  be	  referred	  
into	  the	  crisis	  housing	  program,	  but	  would	  not	  have	  been	  hospitalized	  in	  the	  
absence	  of	  this	  program.	  For	  these	  persons,	  the	  introduction	  of	  the	  housing	  supports	  
would	  constitute	  a	  cost	  that	  has	  little	  offsetting	  medical	  savings	  benefits	  (since	  no	  
hospitalization	  would	  have	  occurred).	  It	  will	  be	  important	  for	  the	  program	  to	  
predominantly	  refer	  persons	  into	  the	  crisis	  housing	  who	  would	  in	  fact	  be	  admitted	  
to	  the	  hospital,	  for	  this	  initiative	  to	  yield	  a	  net	  savings.	  	  

	  
• Second,	  the	  ancillary	  support	  provided	  during	  the	  crisis	  housing	  stay—the	  linkages	  

to	  behavioral	  health	  therapy,	  education	  regarding	  adherence	  to	  medication	  
regimens,	  connections	  with	  community	  resources,	  and	  the	  transition	  supports—all	  
create	  a	  meaningful	  potential	  for	  the	  person	  to	  achieve	  and	  maintain	  more	  stable	  
health	  status	  than	  if	  he/she	  were	  simply	  stabilized	  and	  discharged	  through	  an	  
inpatient	  hospital	  stay.	  No	  longer-‐term	  medical	  savings	  have	  been	  built	  into	  the	  
model,	  but	  it	  seems	  likely	  that	  the	  program	  will	  have	  a	  favorable	  impact	  on	  reducing	  
future	  use	  of	  inpatient	  and	  outpatient	  hospital	  services.	  	  

	  
The	  fact	  that	  the	  first	  potential	  distorting	  factor	  would	  lower	  the	  program’s	  savings	  
potential,	  and	  the	  second	  factor	  would	  increase	  the	  program’s	  savings,	  is	  encouraging.	  It	  is	  
possible	  that	  these	  two	  dynamics	  will	  roughly	  offset	  one	  another,	  and	  not	  cause	  actual	  
savings	  outcomes	  to	  significantly	  vary	  from	  those	  projected	  herein.	  	  
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4.	  Hospital	  Step-‐Down	  Services	  
	  
PPSs	  can	  contract	  with	  community-‐based	  supportive	  housing	  providers	  to	  develop	  a	  pool	  
of	  transitional	  housing	  units	  to	  safely	  discharge	  high-‐risk	  individuals	  from	  hospitals	  to	  
community	  settings.	  These	  transitional	  housing	  units	  will	  be	  available	  24	  hours	  a	  day,	  7	  
days	  a	  week,	  for	  a	  maximum	  of	  28	  days;	  and	  will	  be	  staffed	  with	  experienced	  clinical	  
professionals	  and	  intensive	  residential	  services	  to	  create	  pathways	  for	  step-‐down	  services	  
and	  respite	  care.	  	  
	  
Supports	  the	  following	  DSRIP	  Project:	  
Project	  2.b.vi	  Transitional	  Supportive	  Housing	  Services	  

Justification	  of	  Need	  	  
A	  significant	  number	  of	  people	  with	  chronic	  health	  and	  behavioral	  health	  conditions	  use	  a	  
high	  volume	  of	  hospital	  inpatient	  services.	  These	  populations	  could	  be	  transitioned	  out	  of	  
the	  hospital	  and	  prevented	  from	  returning	  if	  they	  had	  an	  appropriate	  level	  of	  care	  and	  
services	  in	  place	  at	  discharge	  to	  manage	  their	  long-‐term	  issues.	  Behavioral	  health	  
conditions	  make	  it	  difficult	  to	  manage	  primary	  health	  care	  needs.	  Further,	  the	  transitional	  
period	  after	  a	  hospital	  discharge	  is	  often	  beset	  with	  challenges	  for	  high-‐risk	  individuals	  to	  
establish	  secure	  housing	  arrangements.	  Currently	  over	  58,000	  persons	  use	  New	  York	  City	  
(NYC)	  shelters	  each	  night;	  and	  users	  of	  NYC	  shelters	  have	  higher	  rates	  of	  hospitalization,	  
prolonged	  length	  of	  stay	  and	  substantially	  higher	  death	  rates	  relative	  to	  the	  general	  
population.	  
	  
A	  critical	  need	  exists	  to	  develop	  safe,	  transitional	  and	  step-‐down	  housing	  services	  for	  
people	  who	  are	  medically	  cleared	  for	  discharge	  but	  do	  not	  have	  the	  necessary	  level	  of	  
health	  and	  behavioral	  health	  supports	  in	  place	  to	  fully	  return	  to	  the	  community.	  A	  
published	  comparison	  with	  usual	  care	  found	  that	  temporary	  step	  down	  reduced	  hospital	  
admissions	  by	  49%,	  with	  the	  most	  significant	  reduction	  among	  people	  who	  are	  homeless.	  
In	  a	  temporary	  supportive	  housing	  program	  based	  in	  NYC	  (Comunilife),	  only	  23%	  of	  
clients	  were	  readmitted	  for	  medical	  reasons	  within	  30	  days	  of	  discharge	  from	  temporary	  
supportive	  housing.	  By	  utilizing	  resources	  allocated	  for	  existing	  hospital	  beds	  to	  develop	  
time-‐limited,	  intensive	  residential	  units,	  hospitals,	  in	  partnership	  with	  community	  housing	  
providers	  can	  meet	  the	  needs	  of	  people	  who	  have	  difficultly	  returning	  to	  the	  community.	  
Together,	  they	  can	  prevent	  crisis	  and	  emergency	  incidents	  from	  reoccurring,	  which	  are	  
often	  related	  to	  unstable	  or	  inappropriate	  housing,	  and	  result	  in	  emergency	  department	  
(ED)	  visits	  and	  hospital	  admissions/readmissions.	  

Project	  Description	  
Hospitals	  and	  community-‐based	  providers	  will	  work	  together	  to	  provide	  for	  an	  
intermediate	  housing	  option	  for	  individuals	  ready	  for	  discharge	  but	  lacking	  the	  appropriate	  
support	  to	  reintegrate	  back	  into	  the	  community.	  The	  temporary,	  step-‐down	  residential	  
units	  will	  be	  available	  to	  individuals	  who	  require	  a	  short-‐term	  period	  (up	  to	  28	  days)	  of	  
intensive	  residential	  supports	  in	  the	  community	  to	  adequately	  address	  their	  mental	  health,	  
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substance	  use	  and	  medical	  conditions,	  and	  connect	  them	  to	  the	  services	  that	  can	  meet	  their	  
long-‐term	  recovery	  and	  rehabilitation	  needs.	  
	  
Project	  activities	  include:	  

• Contracts	  with	  Community-‐based	  Supportive	  Housing	  Providers:	  Providers	  will	  
develop	  and	  operate	  step-‐down	  and	  respite	  care	  units	  to	  ease	  transition	  back	  to	  the	  
community.	  For	  example,	  a	  community	  provider	  may	  have	  existing	  or	  unused	  space	  
in	  a	  congregate	  setting	  that	  can	  be	  utilized	  for	  this	  purpose.	  Memoranda	  of	  
Understanding	  and	  other	  service	  agreements	  will	  be	  established	  to	  ensure	  that	  units	  
are	  funded	  and	  made	  available	  24	  hours,	  7	  days	  a	  week.	  

• Identify	  High-‐utilizers	  of	  ED	  and	  Inpatient	  Services:	  PPSs	  will	  partner	  with	  hospitals	  
and	  housing	  providers	  to	  identify	  individuals	  who	  could	  be	  cleared	  for	  discharge	  
with	  appropriate	  community-‐based	  behavioral	  and	  medical	  supports	  in	  place.	  This	  
will	  begin	  the	  process	  for	  forming	  long-‐term	  relationships	  with	  service	  providers	  in	  
the	  community.	  	  

• Referrals:	  Clients	  who	  are	  deemed	  eligible	  for	  services	  will	  be	  assessed	  and	  
discharge-‐planning	  requirements	  will	  be	  fulfilled.	  If	  deemed	  clinically	  appropriate,	  
patients	  will	  be	  referred	  to	  step-‐down	  and	  respite	  care	  treatment	  in	  short-‐term	  
community-‐based	  residences.	  

• Protocols:	  Protocols	  for	  diversion	  from	  emergency	  room	  to	  community-‐based	  
treatment	  will	  be	  established,	  and	  will	  include:	  staffing	  procedures,	  consent	  forms,	  
timely	  sharing	  of	  medical	  records	  and	  patient	  information,	  benefits	  screening,	  safe	  
transportation,	  etc.	  	  

• Staffing	  &	  Service	  Planning:	  A	  robust	  staffing	  and	  service	  plan	  will	  be	  designed	  to	  
support	  individuals	  ready	  to	  transition	  to	  care	  in	  temporary	  community-‐based	  
residences.	  The	  staffing	  plan	  should	  include	  licensed	  professionals,	  such	  as	  medical	  
doctors,	  nurse	  practitioners,	  social	  workers,	  as	  well	  as	  certified	  peers.	  	  

• Behavioral	  Health	  Services:	  Clients	  will	  receive	  person-‐centered,	  intensive	  
behavioral	  health	  services	  to	  bridge	  the	  transition	  back	  to	  the	  community:	  attention	  
to	  urgent	  health	  and	  behavioral	  health	  care	  needs,	  including	  psychiatric	  services,	  
mental	  health	  and	  substance	  use	  assessments,	  intensive	  case	  management,	  
medication	  management,	  supportive	  counseling,	  wellness	  self-‐management,	  
transportation	  to	  and	  from	  appointments,	  etc.	  Critical	  Time	  Intervention	  (CTI)	  
services	  should	  be	  used	  to	  further	  stabilize	  people	  transitioning	  back	  to	  the	  
community.	  

• Community	  Partnerships:	  Temporary	  residence	  staff	  will	  collaborate	  with	  
community-‐based	  providers,	  including	  Health	  Home	  care	  coordinators	  and	  
managed	  care	  companies	  to	  ensure	  that	  clients	  are	  able	  to	  receive	  recovery-‐based	  
services	  and	  ensure	  that	  these	  services	  are	  covered.	  	  

• Transitional	  Services:	  Temporary	  residence	  staff	  will	  work	  with	  clients	  and	  their	  
next	  housing	  provider	  during	  their	  stay	  in	  the	  temporary	  residence,	  and	  then	  for	  a	  
15-‐day	  follow-‐up	  period	  to	  facilitate	  transition	  to	  the	  new	  residence.	  

• Strengthen	  Long-‐Term	  Supports:	  Clients	  will	  receive	  support	  to	  develop	  and	  
strengthen	  their	  long-‐term	  support	  structures,	  including	  social,	  family	  and	  
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community	  supports.	  Clients	  will	  be	  connected	  or	  reconnected	  to	  health	  and	  
behavioral	  health	  services	  in	  the	  community.	  

• Relapse	  Prevention:	  Clients	  will	  be	  provided	  services	  to	  build	  their	  skills	  and	  
identify	  tools	  needed	  to	  avoid	  future	  crisis	  episodes.	  A	  relapse	  prevention	  plan	  will	  
be	  developed	  as	  part	  of	  wellness	  self-‐management	  program,	  and	  will	  include	  
informal	  caregivers.	  

• Homeless	  Services:	  PPS	  will	  collaborate	  with	  homeless	  outreach	  teams	  in	  each	  
borough	  for	  people	  who	  are	  homeless	  to	  ensure	  timely	  referral	  to	  
transitional/permanent	  housing.	  

• Decommission	  Unused	  Hospital	  Beds:	  The	  PPS	  should	  decommission	  hospital	  beds,	  
which	  will	  be	  freed-‐up	  as	  a	  result	  of	  this	  initiative.	  

Meaningful	  Impact/Evidence	  Base	  
As	  described	  above,	  homeless	  adults	  are	  hospitalized	  more	  frequently	  than	  those	  in	  the	  
general	  population	  and	  often	  require	  longer	  inpatient	  stays;	  however,	  their	  lack	  of	  a	  stable	  
home	  environment	  diminishes	  the	  long-‐term	  effectiveness	  of	  their	  hospital	  care.	  Living	  on	  
the	  streets	  after	  hospital	  discharge	  creates	  competing	  priorities	  for	  homeless	  patients.	  
Challenges	  such	  as	  obtaining	  healthy	  food,	  accessing	  transportation,	  and	  finding	  a	  safe	  and	  
clean	  place	  to	  rest	  can	  compromise	  adherence	  to	  medications,	  other	  physician	  instructions,	  
and	  follow-‐up	  appointments,	  thus	  increasing	  the	  probability	  of	  future	  hospitalizations.128	  
	  
A	  growing	  body	  of	  research	  demonstrates	  that	  homeless	  patients	  who	  are	  discharged	  to	  
medical	  respite	  programs	  have	  fewer	  hospitalizations	  and	  reduced	  hospital	  readmissions	  
than	  homeless	  patients	  who	  are	  discharged	  to	  their	  own	  care.	  Even	  brief	  stays	  in	  a	  medical	  
respite	  program	  have	  been	  found	  to	  decrease	  hospitalization,	  reduce	  readmissions,	  and	  
reduce	  costs	  for	  hospitals	  and	  the	  health	  care	  system.129	  Data	  collected	  over	  three	  years	  in	  
Boston	  compared	  90-‐day	  hospital	  readmission	  among	  patients	  discharged	  to	  respite	  versus	  
other	  settings,	  adjusting	  for	  differences	  in	  patient	  characteristics,	  including	  burden	  of	  
illness,	  and	  found	  release	  to	  respite	  care	  significantly	  reduced	  the	  odds	  of	  hospital	  
readmission.130	  A	  Chicago	  study	  found	  that	  homeless	  patients	  discharged	  from	  inpatient	  
care	  to	  a	  respite	  center	  had	  49%	  less	  hospital	  days	  in	  the	  following	  12	  months	  than	  similar	  
patients	  discharged	  to	  usual	  care.131	  
	  
According	  to	  the	  National	  Health	  Care	  for	  the	  Homeless	  Council,	  there	  are	  currently	  72	  
medical	  respite	  care	  programs,	  also	  known	  as	  recuperative	  care,	  operating	  in	  the	  U.S.,	  but	  
only	  two	  medical	  respite	  programs	  serve	  homeless	  persons	  in	  NYC,	  providing	  10	  beds	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
128	  Garcia	  P.	  (2006).	  The	  effects	  of	  respite	  care	  for	  homeless	  patients:	  A	  cohort	  study.	  Am	  J	  Pub	  Health,	  96(7):	  
1278-‐1281.	  
129	  Zerger,	  S.	  (2006).	  An	  evaluation	  of	  the	  respite	  pilot	  initiative:	  Final	  report,	  2006.	  Available	  at:	  
http://www.nhchc.org/wp-‐content/uploads/2011/09/RespiteRpt0306.pdf	  	  
130	  Kertesz,	  et	  al.	  (2009).	  Post-‐Hospital	  Medical	  Respite	  Care	  and	  Hospital	  Readmission	  of	  Homeless	  Persons.	  J	  
Prev	  Interv	  Community,	  37(2):	  129–142.	  
131	  Buchanan	  D,	  et	  al.	  The	  effects	  of	  respite	  care	  for	  homeless	  patients:	  A	  cohort	  study.	  Am	  J	  Pub	  Health,	  96(7):	  
1278–1281.	  	  
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(established	  by	  Comunilife	  in	  2011)	  for	  persons	  leaving	  hospitalization	  and	  24	  beds	  
(operated	  since	  2001	  by	  Bowery	  Residence	  Committee	  (BRC))	  as	  an	  alternative	  to	  
inpatient	  care.132	  
	  
The	  BRC	  Medical	  Respite	  program	  offers	  a	  primary	  care	  environment	  for	  homeless	  people	  
who	  have	  severe	  chronic	  health	  problems	  but	  do	  not	  require	  an	  inpatient	  hospitalization	  
stay.	  Co-‐located	  within	  BRC’s	  Chemical	  Dependency	  Crisis	  Center	  (CDCC),	  participants	  
must	  meet	  the	  CDCC	  admission	  criteria	  (active	  substance	  abuse	  or	  at-‐risk	  for	  relapse).133	  
	  
Comunilife	  partners	  with	  Montefiore	  Hospital	  Care	  Management	  Organization	  and	  Bronx	  
Lebanon	  Hospital	  on	  its	  Medical	  Respite	  program,	  developed	  in	  2011	  to	  provide	  safe,	  
transitional	  housing	  available	  for	  patients	  who	  are	  medically	  cleared	  and	  do	  not	  require	  
hospitalization	  but	  cannot	  be	  discharged	  to	  a	  stable	  home	  or	  shelter.	  The	  program	  aims	  to	  
reduce	  the	  hospitals’	  financial	  burden	  by	  providing	  temporary	  residential	  care	  that	  enables	  
clients	  to	  be	  medically	  discharged	  from	  the	  hospital	  into	  a	  safe,	  temporary	  environment	  
where	  they	  can	  access	  medical	  care	  and	  other	  supportive	  services	  and	  housing.134	  Among	  
the	  initial	  52	  clients	  discharged	  from	  inpatient	  stays	  to	  the	  program,	  Comunilife	  reports	  
that	  only	  23%	  of	  clients	  were	  readmitted	  to	  the	  hospital	  and	  only	  13%	  visited	  an	  ED	  in	  the	  
30	  days	  following	  discharge.135	  

Cost/Benefit	  Analysis	  
Our	  estimates	  suggest	  that	  this	  initiative	  would	  save	  a	  PPS	  approximately	  $400	  per	  person,	  
comparing	  the	  operational	  costs	  of	  its	  implementation	  with	  the	  cost	  savings	  of	  reduced	  
hospital	  usage	  through	  reductions	  in	  future	  inpatient	  admissions.	  It	  is	  assumed	  that	  the	  
savings	  associated	  with	  the	  early	  discharge	  on	  the	  original	  admission	  are	  unlikely	  to	  flow	  to	  
the	  PPS	  under	  New	  York’s	  underlying	  DRG	  payment	  structure	  for	  inpatient	  care.	  
	  
Development	  Costs:	  Several	  of	  the	  cost	  components	  identified	  below	  are	  presumed	  to	  be	  
one-‐time	  investments	  that	  will	  be	  made	  using	  DSRIP	  funds	  to	  support	  the	  implementation	  
of	  this	  housing	  initiative.	  We	  estimate	  these	  up-‐front	  fixed	  costs	  to	  be	  approximately	  
$150,000.	  
	  
	  
	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
132	  National	  Health	  Care	  for	  the	  Homeless	  Council	  (NHCHC).	  (2014).	  2014	  Medical	  Respite	  Program	  Directory:	  
Descriptions	  of	  Medical	  Respite	  Programs	  in	  the	  United	  States.	  Retrieved	  from	  
http://www.nhchc.org/resources/clinical/medical-‐respite/tool-‐kit/medical-‐respite-‐programs-‐united-‐
states/.	  NHCHC	  hosts	  the	  Respite	  Care	  Providers	  Network,	  whose	  mission	  is	  to	  improve	  the	  health	  status	  of	  
individuals	  who	  are	  homeless	  by	  supporting	  programs	  that	  provide	  medical	  respite	  and	  related	  services.	  For	  
more	  information	  about	  medical	  respite	  care,	  there	  is	  a	  wealth	  of	  information	  Retrieved	  from:	  
www.nhchc.org/respite/	  
133	  Ibid.	  
134	  Ibid.	  
135	  Gill,	  R.M.	  Medical	  Respite	  in	  New	  York	  City.	  Presentation	  at	  the	  New	  York	  State	  Supportive	  Housing	  
Conference,	  June	  2014.	  
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Fixed	  Cost	  Estimates	  

	  
The	  table	  below	  estimates	  the	  unit	  costs	  of	  renovating	  the	  additional	  housing	  capacity	  and	  
adding	  oversight	  staff	  to	  support	  the	  housing	  program.	  We	  estimate	  that	  on	  average	  five	  
units	  of	  housing	  would	  be	  acquired	  to	  support	  a	  given	  PPS’	  early	  discharge	  program,	  with	  
these	  units	  being	  acquired	  at	  least	  three	  months	  prior	  to	  program	  implementation.	  	  
	  
Per	  Unit	  Cost	  of	  New	  Housing	  Capacity	  and	  Staff	  

	  
A	  unit	  cost	  of	  $28,000	  is	  used	  for	  renovating	  housing	  capacity,	  based	  on	  information	  in	  a	  
recent	  RFP	  prepared	  by	  the	  Office	  of	  Mental	  Health	  and	  the	  Medicaid	  Redesign	  Team.	  There	  
may	  be	  opportunities	  to	  share	  these	  costs	  across	  other	  initiatives	  within	  the	  PPS	  or	  with	  
other	  PPSs	  developing	  similar	  programs.	  For	  example,	  we	  assume	  that	  the	  housing	  capacity	  
and	  staffing	  costs	  are	  allocated	  in	  full	  to	  this	  Crisis	  Housing	  Support	  Initiative,	  but	  there	  are	  
potential	  economies	  of	  scale	  if	  these	  costs	  were	  shared	  with	  the	  Crisis	  Housing	  Support	  
Initiative.	  	  
	  
Costs	  and	  Savings	  Per	  Person:	  The	  ongoing	  operational	  impacts	  of	  the	  program	  will	  include	  
a	  combination	  of	  medical	  and	  non-‐medical	  components.	  The	  non-‐medical	  components,	  
which	  include	  but	  are	  not	  limited	  to	  providing	  the	  housing	  support,	  are	  listed	  below.	  Staff	  
time	  during	  the	  hospital	  admission	  process	  will	  be	  needed	  to	  evaluate	  the	  patient’s	  housing	  

Costs	  of	  Developing	  Intervention	   One-‐Time	  
Cost	  

Develop	  contracts	  between	  PPS	  and	  housing	  providers	   $15,000	  
Establish	  protocols	  for	  diversion–staffing	  procedures,	  consent	  forms,	  etc.	   $15,000	  

Prepare	  materials	  for	  hospital	  staff	  educating	  them	  about	  earlier	  
discharge	  opportunity	  

$20,000	  

Periodic	  presentations	  to	  hospital	  staff	   $10,000	  
Data	  analyses	  in	  partnership	  with	  hospital	  to	  identify	  persons	  in	  prior	  
years	  whose	  LOS	  was	  longer	  than	  necessary	  due	  to	  housing	  insufficiency	  

$20,000	  

Initial	  Housing	  Cost	  Per	  Unit	  (3	  months	  of	  pre-‐program	  set-‐up	  cost	  
assumed	  for	  5	  units)	  

$35,000	  

Initial	  Salary	  /	  Benefits	  for	  New	  Staff	  (3	  months):	  	  Per	  PPS	  assumptions	  
include	  0.5	  Project	  Manager	  at	  annual	  cost	  per	  FTE	  of	  $100,000	  and	  1	  
Case	  Manager	  at	  annual	  cost	  per	  FTE	  of	  $80,000	  

$32,500	  

Total	  Fixed	  Cost	   $147,500	  

Cost	  of	  New	  Housing	  Capacity	  
and	  Staff	  

Type	  of	  Unit	   Number	  
of	  Units	  

Cost	  Per	  
Unit	  

Total	  
Dollar	  

Reconfiguration	  of	  Additional	  
Housing	  Capacity	  

Living	  Unit	  for	  
One	  Person	  

5	   $28,000	   $140,000	  
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stability	  (as	  part	  of	  the	  intake	  assessment),	  and	  to	  line	  up	  appropriate	  transitional	  housing	  
support	  once	  the	  patient	  is	  medically	  ready	  for	  discharge.	  	  
	  	  
An	  average	  of	  15	  days	  of	  housing	  support	  is	  projected.	  The	  initiative	  is	  structured	  to	  
provide	  up	  to	  28	  days	  of	  housing.	  The	  projections	  anticipate	  that	  the	  average	  amount	  of	  
housing	  support	  for	  program	  participants	  will	  be	  substantial,	  but	  that	  given	  the	  time	  
already	  spent	  as	  an	  inpatient,	  many	  participants	  will	  require	  far	  less	  than	  the	  maximum	  28-‐
day	  allotment.	  	  
	  
Substantial	  transition	  support	  is	  also	  budgeted	  during	  the	  housing	  stay,	  to	  help	  the	  
individual	  remain	  stable,	  safely	  housed,	  and	  connected	  to	  community	  resources.	  The	  model	  
also	  budgets	  for	  follow-‐up	  with	  the	  patient	  after	  being	  transitioned	  from	  the	  housing,	  to	  
check	  in	  on	  the	  individual’s	  well-‐being	  and	  re-‐establish	  linkages	  to	  community	  and	  medical	  
resources	  as	  needed.	  Note	  that	  if	  a	  patient	  remains	  hospitalized,	  some	  transition	  support	  
will	  be	  provided	  at	  the	  point	  of	  discharge.	  However,	  the	  transition	  support	  delivered	  
through	  the	  housing	  initiative	  is	  projected	  to	  be	  considerably	  more	  extensive	  than	  the	  
inpatient	  discharge	  transition	  process.	  The	  costs	  projected	  are	  estimated	  to	  be	  additive	  to	  
what	  would	  occur	  as	  part	  of	  a	  hospital	  discharge	  transition.	  
	  
Non-‐Medical	  Variable	  Costs	  Per	  Beneficiary	  

	  
Projected	  medical	  cost	  impacts	  for	  the	  involved	  beneficiaries	  are	  presented	  in	  the	  chart	  
below.	  The	  initiative’s	  two	  savings	  components	  both	  involve	  reductions	  in	  inpatient	  costs.	  

Non-‐Medical	  Costs	  Per	  Person	   Type	  of	  Unit	   Number	  
of	  Units	  

Cost	  Per	  
Unit	  

Total	  
Dollar	  

Identify	  persons	  with	  housing	  insufficiency	  
upon	  admission	  (include	  in	  assessment)	  

Intake	  staff	  
time	  (hours)	  

0.2	   $75	  	   $15	  

Lining	  up	  housing	  support	   Staff	  time	  
(hours)	  

2	   $75	  	   $150	  

Crisis	  Housing	  Support	   	   	  	   	  	   	  	  
Amortization	  of	  licensed	  staff	  on-‐site	   Day	  of	  FTE/5	  

residents	  
15	   $49	   $731	  

Housing	  rental	  costs/amortization	  of	  
purchase	  

Per	  diem	  
housing	  cost	  

15	   $85	   $1,279	  

Food	   Cost/day	  for	  3	  
meals	  

15	   $9	   $131	  

Other	  misc.	  crisis	  housing	  support	  costs	   Cost/day	   15	   $7	   $110	  
Transportation	  from	  hospital	  to	  housing	  
location	  

Taxi	  fare	   1	   $20	  	   $20	  

Transition	  support	  for	  return	  to	  
community	  

Clinical	  Social	  
Worker	  hour	  

4	   $150	  	   $600	  

Follow-‐up	  support	  upon	  return	  to	  
community	  

Clinical	  Social	  
Worker	  hour	  

4	   $150	  	   $600	  

Total	  Non-‐Medical	  Costs	   	  	   	  	   	  	   $3,635	  
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First,	  the	  initial	  early	  discharge	  may	  create	  a	  savings	  due	  to	  the	  inpatient	  hospital	  days	  that	  
are	  averted.	  The	  dollar	  value	  of	  the	  decreased	  hospital	  days	  is	  estimated	  at	  $5,500,	  based	  
on	  a	  50%	  reduction	  in	  average	  length	  of	  stay	  and	  the	  average	  payment	  per	  day	  for	  a	  NYC	  
Medicaid	  health	  plan.	  In	  weighing	  the	  ultimate	  cost/benefits	  of	  this	  initiative	  for	  an	  
individual	  PPS,	  it	  will	  be	  important	  to	  consider	  which	  entity	  actually	  captures	  these	  
hospital	  savings	  under	  a	  DRG	  payment	  system.	  	  
	  
The	  second	  inpatient	  savings	  reduction	  involves	  an	  assumption	  that	  future	  hospital	  use	  will	  
be	  reduced	  by	  0.5	  admissions,	  due	  to	  the	  efforts	  made	  to	  ensure	  a	  successful	  initial	  
transition	  to	  the	  community	  (from	  the	  temporary	  housing)	  as	  well	  as	  ongoing	  efforts	  
thereafter	  to	  support	  the	  individual	  in	  remaining	  safe	  and	  stable.	  
	  
The	  model	  assumes	  multiple	  home,	  physical	  and	  behavioral	  health	  visits	  during	  the	  crisis	  
housing	  stay,	  as	  well	  as	  some	  diagnostic	  tests,	  medications,	  and	  transportation	  to	  and	  from	  
care.	  Taken	  together,	  medical	  cost	  impacts	  are	  projected	  to	  be	  a	  savings	  of	  roughly	  $9,600	  
per	  beneficiary.	  These	  medical	  savings	  would	  be	  reduced	  by	  over	  half—to	  approximately	  
$4,000	  per	  person—if	  the	  DRG	  payment	  model	  negates	  inpatient	  savings	  from	  the	  initial	  
earlier	  discharge	  to	  the	  housing	  facility.	  	  
	  
Projected	  Per	  Person	  Medical	  Cost	  Impacts	  

	  
Overall	  Projected	  Impacts:	  The	  overall	  per	  person	  impacts	  are	  summarized	  in	  the	  chart	  
below,	  along	  with	  savings	  estimates	  at	  different	  levels	  of	  beneficiary	  participation.	  A	  net	  
savings	  of	  approximately	  $6,000	  is	  projected	  if	  the	  initial	  inpatient	  length-‐of-‐stay	  reduction	  
yields	  lower	  hospital	  costs.	  If	  the	  DRG	  payment	  structure	  prevents	  this	  savings	  component	  

Medical	  Costs	  Per	  Person	   Type	  of	  
Unit	  

Number	  
of	  Units	  

Cost	  Per	  
Unit	  

Total	  
Dollar	  

Immediate	  inpatient	  costs	  (reduction)	   Day	   2.67	   ($2,075)	   -‐$5,540	  

Future	  inpatient	  admissions	  (reduction)	   Admission	   0.5	   ($11,084)	   -‐$5,542	  

Home	  health	  visits	   House	  
visit	  

5	   $125	  	   $625	  

Physician/clinic	  services	  (increase)	   Visit	   2	   $130	  	   $260	  

Diagnostic	  services	  (increase)	   Procedure	   2	   $30	  	   $60	  

Behavioral	  health	  counseling	  (increase)	   Visit	   4	   $70	  	   $280	  

Pharmacy	  (increase)	   Script	   2	   $45	  	   $90	  

Transportation	  to/from	  outpatient	  care	   Taxi	  fare	   4	   $20	  	   $80	  

Total	  Medical	  Cost	  Impacts	   	  	   	  	   	  	   -‐$9,687	  

Medical	  Cost	  Impacts	  if	  Initial	  Hospitalization	  LOS	  Reduction	  Yields	  No	  
Savings	  Due	  to	  DRG	  Payment	  Model	  

-‐$4,022	  
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from	  occurring,	  a	  net	  savings	  of	  approximately	  $400	  per	  case	  is	  projected	  to	  occur—a	  much	  
smaller	  gain	  but	  still	  a	  net	  savings.	  
	  
Net	  Savings	  Projections	  

Annual	  Cost	  Impacts,	  Early	  Discharge	  
Housing	  

Per	  Person	   Per	  200	  
Persons	  

Per	  500	  
Persons	  

Non-‐Medical	  Costs	   $3,635	   $727,000	   $1,817,500	  	  
Medical	  Costs	  (Savings)	   -‐$9,687	   -‐$1,937,450	   -‐$4,843,625	  
Net	  Costs	  (Savings)	  From	  Initiative	   -‐$6,052	   -‐$1,210,450	   -‐$3,026,125	  
Net	  Costs	  (Savings)	  if	  no	  immediate	  reduction	  
in	  inpatient	  costs	  due	  to	  DRG	  payment	  
structure	  

-‐$512	   -‐$102,400	   -‐$256,000	  

	  
Potential	  Distorting	  Factors:	  Given	  the	  innovative	  nature	  of	  this	  project,	  experience	  data	  
does	  not	  exist.	  We	  have	  identified	  the	  assumptions	  made	  regarding	  the	  volume	  and	  price	  of	  
each	  cost	  (or	  savings)	  component	  of	  the	  projection.	  It	  is	  a	  straightforward	  exercise	  to	  
adjust	  any	  assumptions	  in	  order	  to	  better	  understand	  the	  sensitivity	  of	  the	  estimates	  to	  
these	  assumptions.	  We	  would	  strongly	  suggest	  that	  as	  part	  of	  program	  implementation,	  
data	  be	  continually	  collected	  to	  support	  an	  objective	  and	  thorough	  program	  evaluation	  
effort.	  Notwithstanding	  these	  limitations	  we	  believe	  the	  cost-‐benefit	  framework	  we	  have	  
developed	  in	  this	  analysis	  provides	  an	  important	  starting	  point	  for	  discussions	  and	  
evaluations	  of	  the	  potential	  impact	  of	  this	  important	  project.	  
	  
One	  concern	  is	  that	  some	  persons,	  who	  would	  not	  have	  been	  kept	  in	  the	  hospital	  in	  the	  
absence	  of	  this	  program,	  may	  be	  discharged	  to	  the	  transitional	  housing	  program.	  For	  these	  
persons,	  the	  introduction	  of	  the	  housing	  supports	  would	  constitute	  a	  cost	  that	  has	  little	  
immediate	  offsetting	  medical	  savings	  benefits	  (since	  no	  additional	  hospital	  days	  would	  
have	  occurred).	  It	  will	  be	  important	  for	  the	  program	  to	  predominantly	  refer	  persons	  into	  
the	  transitional	  housing	  who	  would	  in	  fact	  be	  otherwise	  kept	  in	  the	  hospital,	  for	  this	  
initiative	  to	  yield	  a	  net	  savings.	  	  

However,	  savings	  can	  still	  occur	  for	  these	  patients	  depending	  on	  the	  degree	  to	  which	  the	  
housing	  and	  related	  supports	  lower	  the	  volume	  of	  future	  hospitalizations.	  The	  ancillary	  
support	  provided	  during	  the	  step-‐down	  housing	  stay	  –	  the	  linkages	  to	  behavioral	  health	  
therapy,	  education	  regarding	  adherence	  to	  medication	  regimens,	  connections	  with	  
community	  resources,	  and	  the	  transition	  supports	  –	  all	  create	  a	  meaningful	  potential	  for	  
the	  person	  to	  achieve	  and	  maintain	  more	  stable	  health	  status	  than	  if	  he/she	  were	  simply	  
stabilized	  and	  discharged	  through	  an	  inpatient	  hospital	  stay	  only.	  	  

The	  availability	  of	  housing	  in	  any	  given	  patient	  situation	  must	  also	  be	  assessed.	  If	  expanded	  
housing	  capacity	  is	  typically	  fully	  utilized	  for	  other	  programs,	  few	  early	  discharge	  
opportunities	  will	  exist.	  Conversely,	  if	  the	  additional	  housing	  is	  not	  fully	  utilized,	  the	  fixed	  
costs	  of	  the	  new	  housing	  resources	  will	  need	  to	  be	  spread	  over	  a	  smaller	  patient	  population	  
of	  persons	  who	  receive	  housing	  support.	  There	  could	  also	  be	  selection	  issues	  in	  which	  the	  
housing	  program	  receives	  patients	  with	  more	  complicated	  social	  barriers	  (requiring	  more	  
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intensive	  services)	  because	  they	  are	  better	  equipped	  to	  deal	  with	  them	  than	  the	  hospital’s	  
non-‐acute	  facilities.	  These	  issues,	  while	  elusive	  to	  quantify,	  should	  be	  considered	  as	  this	  
initiative	  is	  developed,	  and	  should	  be	  included	  in	  the	  evaluation	  effort	  once	  the	  initiative	  is	  
implemented.	  	  
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5.	  Care	  Integration	  Learning	  Collaboratives	  
	  

PPSs	  can	  implement	  two	  models	  of	  Learning	  Collaboratives	  to	  promote	  care	  integration—
one	  for	  smaller	  community-‐based	  agencies	  (Model	  A)	  that	  need	  to	  build	  capacity	  to	  
integrate	  services	  and	  one	  for	  agencies	  with	  two	  or	  more	  New	  York	  State	  (NYS)	  licenses	  
(Article	  28,	  31,	  and/or	  32)	  but	  not	  yet	  fully-‐integrating	  services	  (Model	  B)—to	  support	  and	  
build	  the	  infrastructure	  necessary	  to	  integrate	  primary	  and	  behavioral	  health	  services	  for	  
serious	  mental	  illness	  (SMI)	  and	  substance	  use	  disorder	  (SUD)	  populations.	  The	  Learning	  
Collaboratives	  will	  assist	  community-‐based	  organizations	  critical	  to	  providing	  distinct	  
cultural	  and	  linguistic	  services	  in	  becoming	  financially	  viable,	  providing	  integrated	  
behavioral	  health/primary	  care	  services	  to	  their	  patients,	  improving	  clinical	  outcomes	  and	  
reducing	  avoidable	  hospital	  and	  emergency	  room	  use.	  	  
	  
Supports	  the	  following	  DSRIP	  Project:	  
Project	  3.a.i	  Integration	  of	  Behavioral	  Health	  and	  Primary	  Care	  

Justification	  of	  Need	  
The	  network	  of	  small	  mental	  health,	  substance	  use	  and	  primary	  care	  organizations	  serving	  
Medicaid	  and	  uninsured	  consumers	  with	  SMI,	  SUD	  and	  primary	  care	  needs/chronic	  
conditions	  is	  crucial	  to	  building	  the	  capacity	  of	  NYS	  DSRIP	  Performing	  Provider	  Systems	  
(PPS).	  Many	  of	  these	  smaller,	  not-‐for-‐profit	  organizations	  will	  require	  additional	  support	  to	  
become	  effective	  participants	  in	  fully	  integrated	  delivery	  systems.	  These	  organizations	  
often	  face	  two	  significant	  challenges:	  a	  lack	  of	  experience	  integrating	  services	  and	  a	  
struggle	  for	  financial	  stability.	  At	  the	  same	  time,	  these	  organizations	  currently	  serve	  the	  
health	  care	  needs	  of	  some	  of	  the	  most	  frequent	  and	  costliest	  users	  of	  service	  and	  they	  add	  
essential	  capacity	  to	  the	  Medicaid	  “safety	  net,”	  often	  due	  to	  their	  innovative	  models	  of	  care,	  
patient	  populations	  served,	  as	  well	  as	  their	  linguistic	  and	  cultural	  competence.	  	  
	  
The	  NYS	  Office	  of	  Mental	  Health	  (OMH)	  serves	  more	  than	  700,000	  individuals	  annually.	  The	  
majority	  of	  services	  are	  delivered	  to	  individuals	  with	  a	  SMI,	  or	  to	  children	  and	  adolescents	  
with	  Serious	  Emotional	  Disorder.	  The	  NYS	  Office	  on	  Alcohol	  and	  Substance	  Abuse	  Services	  
(OASAS)	  serves	  some	  100,000	  individuals	  on	  any	  given	  day	  and	  245,000	  unique	  individuals	  
annually.	  At	  least	  50%	  of	  individuals	  with	  a	  mental	  health	  diagnosis	  also	  have	  a	  co-‐
occurring	  substance	  use	  diagnosis.	  Patients	  with	  SMI	  and	  SUD	  are	  often	  high	  utilizers	  of	  
emergency	  departments	  for	  chronic	  disease	  and	  medical	  reasons.	  The	  relationship	  
between	  mental	  health	  and	  chronic	  disease	  is	  clear,	  and	  appears	  to	  be	  bi-‐directional,	  with	  
chronic	  conditions	  of	  one	  type	  increasing	  vulnerability	  and	  complicating	  treatment	  for	  
other	  conditions.	  Fifty-‐two	  percent	  (52%)	  of	  persons	  who	  receive	  public	  mental	  health	  
services	  in	  NYC	  have	  at	  least	  one	  diagnosed	  chronic	  medical	  condition.136	  Nearly	  50%	  of	  a	  
large	  sample	  of	  PWH	  receiving	  care	  in	  the	  U.S.	  screened	  positive	  for	  a	  psychiatric	  disorder,	  
nearly	  40%	  reported	  using	  an	  illicit	  drug	  other	  than	  marijuana,	  and	  more	  than	  12%	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
136	  NYS	  OMH.	  Patient	  Characteristics	  Survey	  DataPortal,	  NYC	  Region,	  2013.	  Accessed	  December	  2014	  at	  
https://www.omh.ny.gov/omhweb/statistics/pcs-‐message.htm	  	  
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screened	  positive	  for	  SUD	  during	  the	  previous	  12	  months.137,138	  Depression	  is	  found	  to	  co-‐
occur	  in	  17%	  of	  cardiovascular	  cases,	  23%	  of	  cerebrovascular	  cases,	  27%	  of	  diabetes	  
patients	  and	  more	  than	  40%	  of	  individuals	  with	  cancer.139	  People	  with	  depression	  are	  1.3	  
times	  more	  likely	  to	  develop	  diabetes.140	  AC	  findings	  show	  close	  to	  60%	  of	  members	  have	  a	  
co-‐morbid	  mental	  health	  diagnosis.	  Over	  80%	  of	  AC	  members	  have	  a	  history	  of	  substance	  
use/abuse,	  with	  somewhere	  between	  30-‐40%	  actively	  using.	  Behavioral	  health	  consumers	  
may	  have	  relationships	  with	  a	  behavioral	  health	  provider	  or	  a	  primary	  care	  provider	  but	  
the	  care	  may	  not	  be	  comprehensive	  and	  integrated	  in	  ways	  that	  meet	  their	  complex	  needs.	  
Fragmented	  care	  results	  in	  costs	  for	  treating	  people	  with	  both	  medical	  and	  mental	  
conditions	  that	  are	  two-‐to-‐three	  times	  higher	  than	  costs	  for	  those	  with	  physical	  health	  
conditions	  only.	  This	  leads	  to	  poorer	  health	  outcomes,	  avoidable	  hospital	  admissions,	  and	  
further	  complications	  that	  drain	  resources	  from	  the	  wider	  health	  system.	  
	  
Furthermore,	  agencies	  that	  operate	  Article	  31,	  32	  and	  28	  clinics	  are	  facing	  a	  series	  of	  
events	  that	  threaten	  their	  viability:	  inadequate	  reimbursement,	  declining	  philanthropy,	  as	  
well	  as	  government	  mandates	  that	  require	  programmatic	  restructuring,	  radically	  different	  
rate	  methodology	  and	  more	  complex	  administrative	  functions	  (required	  billing	  systems,	  
Health	  Information	  Technology	  (HIT)	  and	  Health	  Information	  Exchange	  connectivity).	  For	  
years,	  the	  business	  models	  and	  reimbursement	  rates	  have	  meant	  that	  these	  clinics	  have	  
struggled	  with	  financial	  stability.	  Until	  recently,	  not-‐for-‐profit	  agencies	  have	  subsidized	  
their	  clinic	  services	  with	  foundation	  grants	  and	  private	  donations,	  underwriting	  from	  10-‐
20%	  of	  their	  operating	  budget,	  depending	  on	  their	  payer	  mix.	  With	  private	  donations	  
plummeting	  and	  foundations	  reducing	  their	  grant	  funding	  and	  redirecting	  priorities,	  Article	  
31,	  32	  and	  28	  clinics	  are	  facing	  an	  unprecedented	  crisis:	  the	  gap	  between	  revenues	  and	  
expenses	  has	  reached	  an	  unsustainable	  level.	  Low	  patient	  volumes	  at	  smaller	  organizations	  
further	  complicate	  matters.	  Consequently,	  many	  agencies	  have	  closed	  clinics,	  or	  taken	  
measures	  to	  reduce	  capacity,	  such	  as	  placing	  limits	  on	  individuals	  with	  commercial	  
insurance,	  or	  not	  accepting	  commercial	  insurance	  at	  all.	  The	  Coalition	  of	  Behavioral	  Health	  
Agencies	  (The	  Coalition)	  is	  aware	  of	  dozens	  of	  Article	  31	  and	  32	  clinics	  in	  NYC	  that	  have	  
recently	  closed	  due	  to	  these	  financial	  and	  operational	  pressures.	  However,	  integrating	  
primary	  care	  and	  behavioral	  health	  services	  and	  systems	  can	  increase	  patient	  volume	  by	  
creating	  a	  single	  access	  point	  for	  current	  and	  potential	  clients	  who	  will	  benefit	  from	  the	  
broader	  range	  of	  services,	  as	  well	  as	  the	  ability	  for	  providers	  to	  bill	  for	  multiple	  services.	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
137	  Bing,	  E.G.,	  et	  al.	  (2001).	  Psychiatric	  disorders	  and	  drug	  use	  among	  human	  immunodeficiency	  virus-‐infected	  
adults	  in	  the	  United	  States.	  Archives	  of	  General	  Psychiatry,	  5(8	  ):	  721-‐728.	  
138	  HRSA	  HIV/AIDS	  Bureau.	  (May	  2009).	  HRSA	  Care	  Action:	  Mental	  Health	  Matters.	  Accessed	  at	  
http://hab.hrsa.gov/newspublications/careactionnewsletter/may2009.pdf	  	  
139	  National	  Center	  for	  Chronic	  Disease	  Prevention	  and	  Health	  Promotion.	  Mental	  Health	  and	  Chronic	  Disease	  
Brief.	  Accessed	  at	  http://www.cdc.gov/nationalhealthyworksite/docs/issue-‐brief-‐no-‐2-‐mental-‐health-‐and-‐
chronic-‐disease.pdf	  	  
140	  Rotella,	  F.	  &	  Mannucci,	  E.	  (2013).	  Depression	  as	  a	  risk	  factor	  for	  diabetes:	  a	  meta-‐analysis	  of	  longitudinal	  
studies.	  J	  Clin	  Psychiatry,	  74(1):31-‐7.	  
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Project	  Description	  
We	  are	  at	  a	  critical	  point	  where	  the	  failure	  to	  integrate	  behavioral	  and	  physical	  health	  care	  
results	  in	  suboptimal	  outcomes.	  People	  with	  serious	  mental	  illness	  die	  15-‐25	  years	  earlier	  
on	  average	  than	  the	  rest	  of	  the	  population.	  The	  leading	  contributors	  to	  this	  disparity	  are	  
chronic,	  co-‐occurring	  physical	  illnesses,	  which	  are	  not	  prevented	  or	  are	  not	  being	  treated	  
adequately.141	  Some	  of	  the	  small	  primary	  care,	  substance	  use	  and	  mental	  health	  providers	  
currently	  serving	  this	  patient	  population	  are	  not	  yet	  ready	  to	  deliver	  fully	  integrated,	  
patient-‐centered	  care,	  a	  necessary	  element	  of	  NCQA	  Patient	  Centered	  Medical	  Home	  
(PCMH)	  2014	  recognition	  and	  a	  requirement	  of	  DSRIP.	  Supporting	  and	  building	  the	  
infrastructure	  to	  integrate	  these	  providers	  is	  crucial	  to	  ensuring	  that	  PPS	  networks	  have	  
adequate	  capacity	  to	  deliver	  better	  care	  and	  improve	  the	  health	  of	  SMI/SUD	  populations.	  
	  
The	  programs	  described	  below	  (Model	  A	  and	  B)	  address	  these	  important	  issues	  by	  
enabling	  the	  organizations	  to	  become	  financially	  viable,	  provide	  integrated	  behavioral	  
health/primary	  care	  services	  to	  their	  patients,	  improve	  clinical	  outcomes	  and	  reduce	  
avoidable	  hospital	  and	  emergency	  room	  use.	  The	  recommended	  projects	  are	  powerful	  in	  
part	  because	  they	  rely	  on	  both	  technical	  assistance	  and	  a	  Learning	  Collaborative	  approach	  
to	  help	  targeted	  organizations	  move	  through	  a	  set	  of	  shared	  challenges	  that,	  once	  
addressed,	  will	  enable	  them	  to	  better	  meet	  consumers’	  needs,	  achieve	  DSRIP	  goals	  and	  
become	  more	  robust	  organizations.	  	  
	  
The	  Learning	  Collaborative	  approach,	  originally	  developed	  by	  the	  Institute	  for	  Healthcare	  
Improvement	  (IHI),	  is	  a	  short-‐term	  learning	  system	  that	  brings	  together	  project	  teams	  to	  
seek	  improvement	  on	  specific	  areas	  of	  operations.	  Learning	  Collaboratives	  have	  been	  
effectively	  used	  with	  organizations	  transforming	  into	  PCMHs,	  addressing	  issues	  of	  access	  
and	  capacity,	  implementing	  the	  chronic	  care	  model	  for	  specific	  clinical	  conditions	  
(HIV/AIDS,	  Diabetes,	  Cardiovascular	  disease,	  etc.),	  and	  integrating	  behavioral	  health	  and	  
primary	  care	  services.	  The	  Learning	  Collaboratives	  described	  below	  involve	  a	  combination	  
of	  in-‐person	  learning	  sessions,	  customized	  technical	  assistance	  and	  supporting	  virtual	  
training	  designed	  to	  “meet	  the	  practices	  where	  they	  are”	  and	  help	  them	  to	  reach	  behavioral	  
health	  and	  primary	  care	  integration	  goals.	  
	  
AC,	  The	  Coalition	  and	  the	  Primary	  Care	  Development	  Corporation	  (PCDC)	  partnered	  to	  
develop	  these	  model	  projects	  for	  customization	  and	  implementation	  across	  the	  network	  of	  
NYS	  PPSs.	  The	  Coalition	  and	  PCDC,	  with	  their	  respective	  expertise	  in	  behavioral	  health	  and	  
primary	  care,	  have	  years	  of	  experience	  implementing	  successful	  learning	  collaboratives.	  
Both	  organizations	  may	  be	  available	  to	  provide	  technical	  assistance	  to	  the	  organizations	  
implementing	  the	  PPS’s	  Learning	  Collaborative.	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
141	  Colton,	  C.W.,	  Manderscheid,	  R.W.	  (2006).	  Congruencies	  in	  increased	  mortality	  rates,	  years	  of	  potential	  life	  
lost,	  and	  causes	  of	  death	  among	  public	  mental	  health	  clients	  in	  eight	  states.	  Prev	  Chronic	  Dis	  [serial	  online].	  
Accessed	  at	  http://www.cdc.gov/pcd/issues/2006/apr/05_0180.htm	  
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Model	  A:	  Developing	  New	  Models	  of	  Community-‐based	  Integrated	  Care	  Delivery	  	  
This	  will	  emphasize	  the	  development	  of	  robust	  collaborative	  service	  agreements	  and	  
mergers	  among	  small	  organizations	  serving	  consumers	  with	  SMI,	  SUD	  and	  physical	  health	  
care	  needs.	  The	  project	  will	  involve	  a	  period	  of	  “matchmaking”	  among	  primary	  care	  
providers	  and	  behavioral	  health	  providers	  followed	  by	  the	  development	  of	  business	  plans	  
for	  each	  participating	  organization,	  which	  may	  start	  with	  shared	  agreements	  or	  even	  
merger	  possibilities.	  A	  learning	  collaborative	  (as	  described	  below)	  will	  support	  the	  
integration	  of	  primary	  care	  and	  behavioral	  health	  services.	  By	  partnering	  or	  merging,	  both	  
the	  behavioral	  health	  organizations	  and	  the	  primary	  care	  practices	  will	  access	  new	  
patients,	  grow	  their	  operations,	  and	  strengthen	  their	  revenue	  streams	  so	  they	  can	  better	  
serve	  their	  patients	  and	  achieve	  DSRIP	  goals.	  
	  
Target	  Organizations.	  This	  project	  is	  designed	  for	  small	  agencies	  within	  a	  PPS	  or	  across	  
multiple	  PPSs	  within	  a	  geographic	  area	  serving	  SMI	  and/or	  SUD	  population(s).	  These	  
organizations	  serve	  key	  subpopulations	  and	  are	  essential	  community	  assets	  that	  provide	  
critical	  culturally	  and	  linguistically	  appropriate	  services.	  The	  Learning	  Collaborative	  will	  
assist	  PPS	  Leads	  in	  identifying	  agencies	  operating	  Article	  31,	  32	  and	  28	  clinics	  with	  the	  
infrastructure,	  willingness	  and	  time	  to	  participate	  and	  who	  express	  strong	  commitment	  to	  
the	  project	  goals.	  It	  will	  be	  made	  clear	  to	  the	  potential	  participants	  that	  executive	  and	  
senior	  staff	  leadership	  must	  take	  part	  in	  the	  business	  planning	  process.	  
	  
Project	  Phases	  and	  Timeline.	  This	  project	  will	  be	  implemented	  over	  the	  5	  years	  of	  DSRIP	  
and	  will	  assist	  agencies	  in	  achieving	  their	  organizational	  goals	  and	  moving	  to	  an	  integrated	  
model	  of	  care	  that	  is	  consistent	  with	  PCMH	  and	  DSRIP	  goals.	  The	  four	  phases	  of	  this	  project	  
are	  described	  briefly	  below:	  	  
	  
Phase	  1	  –	  (DSRIP	  Year	  1:	  4	  months)	  With	  the	  support	  of	  the	  Learning	  Collaborative,	  the	  PPS	  
leads	  will	  assess	  capacity	  and	  needs,	  determine	  criteria	  for	  participation,	  and	  engage	  
appropriate	  organizations	  for	  participation	  in	  this	  project.	  The	  eligibility	  criteria	  will	  
account	  for	  PPS	  needs	  and	  recognize	  the	  need	  to	  support	  agencies	  based	  on	  size,	  
population	  served,	  financial	  model	  and	  commitment	  to	  participation.	  	  
	  
Phase	  2	  –	  (DSRIP	  Year	  1:	  5	  months)	  This	  period	  will	  involve	  collaborative	  learning	  to	  
explore	  models	  of	  integration	  and	  potential	  partnership	  relationships.	  Participants	  will	  
explore	  and	  identify	  promising	  practice	  models	  for	  shared	  and	  3rd	  party	  provision	  of	  
administrative	  services.	  In	  addition,	  the	  Learning	  Collaborative	  will	  offer	  targeted	  business	  
planning	  consultations	  to	  the	  selected	  participants	  providing	  the	  agency	  specific	  cost	  
benefit	  and	  qualitative	  analysis	  for	  outsourcing	  some	  or	  all	  of	  their	  administrative	  
functions.	  Agency-‐specific	  analysis	  will	  make	  it	  easier	  for	  participating	  agencies	  to	  pinpoint	  
the	  most	  fruitful	  initial	  changes,	  and	  to	  quickly	  educate	  their	  Boards	  and	  staff	  about	  the	  
necessity	  for	  timely	  action.	  The	  end	  product	  will	  be	  a	  business	  plan	  detailing	  the	  options	  for	  
and	  benefits	  of	  a	  more	  efficient	  business	  model.	  Topics	  to	  be	  addressed	  by	  agency	  teams	  
during	  this	  phase	  will	  include:	  structure	  for	  integration	  including	  governance,	  memoranda	  
of	  understanding,	  financial	  feasibility	  and	  meeting	  regulatory	  requirements.	  By	  the	  end	  of	  
this	  period,	  participating	  agency	  teams	  (SMI,	  SUD	  and	  primary	  care)	  will	  have	  articulated	  
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their	  preferred	  strategic	  model	  (collaboration,	  shared	  services,	  merger,	  etc.)	  and	  will	  have	  
written	  formal	  agreements	  between	  partner	  organizations.	  
	  
In	  addition	  to	  working	  with	  participant	  teams	  to	  develop	  a	  business	  plan,	  this	  period	  will	  
also	  involve	  reaching	  out	  to	  agency	  Boards	  of	  Directors	  to	  ensure	  they	  understand	  the	  
business	  plan	  and	  accept	  the	  proposed	  new	  strategic	  model	  (collaboration,	  shared	  services,	  
merger,	  etc.).	  
	  
Phase	  3	  –	  (DSRIP	  Year	  2)	  Teams	  will	  use	  the	  Learning	  Collaborative	  approach	  to	  implement	  
their	  desired	  model	  of	  integration.	  The	  Learning	  Collaborative	  will	  leverage	  expertise	  in	  the	  
field	  as	  well	  as	  participant	  site’s	  experiences.	  It	  will	  provide	  a	  platform	  for	  sharing	  
successes	  and	  lessons	  learned	  across	  organizations.	  	  
	  
Working	  from	  the	  Business	  Plan,	  and	  through	  the	  Learning	  Collaborative,	  agencies	  will	  
begin	  to	  develop	  options	  that	  will	  have	  an	  immediate	  and	  measurable	  impact	  on	  
administrative	  cost	  savings	  and	  more	  efficient	  operations	  of	  the	  clinics,	  most	  likely	  focusing	  
on	  claims	  and	  billing,	  appointment	  scheduling,	  documentation	  of	  services	  and	  outcomes,	  
and	  IT	  services.	  This	  phase	  will	  culminate	  in	  the	  launching	  of	  one	  or	  several	  options	  for	  
sharing	  and/or	  outsourcing	  certain	  administrative	  functions/	  systems,	  and	  will	  lead	  to	  
access	  of	  more	  sophisticated	  software	  systems,	  financial/billing	  expertise,	  more	  efficient	  
appointment	  scheduling	  systems	  and	  more.	  Topics	  to	  be	  addressed	  by	  agency	  teams	  during	  
this	  implementation	  phase	  will	  include:	  	  

• Co-‐location	  of	  primary	  care	  and	  behavioral	  health	  services	  	  
• Integrated	  evidence-‐based	  standards	  of	  care	  including	  medication	  management	  and	  

care	  engagement	  processes	  	  
• Documenting	  in	  electronic	  health	  records	  (EHRs)/health	  information	  exchange,	  the	  

quality	  and	  outcome	  goals	  and	  transitions	  of	  care	  between	  providers.	  Special	  
attention	  will	  be	  paid	  to	  making	  effective	  use	  of	  HIT	  to	  support	  these	  efforts.	  	  

	  
HIT	  is	  still	  in	  its	  early	  stages	  with	  respect	  to	  integrating	  primary	  care	  and	  behavioral	  health.	  
The	  project	  will	  seek	  partnerships	  with	  vendors	  to	  explore	  the	  feasibility	  of	  included	  
shared	  medical	  records,	  data	  exchange,	  and	  care	  plans	  for	  targeted	  patients.	  This	  phase	  of	  
the	  project	  will	  also	  involve	  two	  check-‐in	  sessions	  with	  agency	  leadership	  to	  discuss	  
progress	  on	  merger,	  collaboration	  and	  shared	  services.	  
	  
Phase	  4	  –	  (DSRIP	  Year	  3-‐5):	  In	  DSRIP	  Year	  3,	  the	  Learning	  Collaborative	  approach	  will	  be	  
used	  to	  assist	  all	  of	  the	  (now	  integrated)	  organizations	  to	  transform	  their	  primary	  care	  
practices	  to	  NCQA	  PCMH	  2014	  level	  3.	  DSRIP	  Years	  4-‐5	  will	  focus	  on	  continuous	  quality	  
improvement,	  sharing	  best	  practices	  and	  supporting	  the	  organizations	  to	  achieve	  outcome	  
goals	  and	  reduce	  avoidable	  hospitalizations	  by	  25%.	  

Model	  B:	  Optimization	  of	  Multi-‐Licensed	  Providers	  	  
This	  project	  is	  intended	  for	  agencies	  within	  a	  PPS	  holding	  at	  least	  two	  relevant	  NYS	  licenses	  
(Department	  of	  Health	  (DOH),	  OASAS,	  OMH)	  but	  are	  not	  currently	  operating	  as	  a	  fully	  
integrated	  provider	  of	  behavioral	  health	  and	  primary	  care	  services.	  This	  could	  be	  occurring	  
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because	  licenses	  do	  not	  allow	  for	  the	  delivery	  of	  multiple	  services	  in	  the	  same	  facility,	  or	  
that	  regulations	  act	  as	  an	  impediment	  to	  achieving	  full	  integration.	  This	  project	  will	  
support	  such	  agencies	  to	  build	  their	  internal	  capacity	  and	  work	  with	  the	  state	  to	  obtain	  
waivers	  to	  provide	  more	  integrated	  services	  to	  their	  current	  and	  potential	  new	  patient	  
populations.	  	  
	  
Although	  these	  agencies	  provide	  critical	  services	  to	  consumers	  with	  complex	  behavioral	  
and	  physical	  disorders:	  failure	  to	  truly	  integrate	  care,	  results	  in	  consumers	  frequenting	  
emergency	  rooms/departments	  (ER/Ds)	  and	  hospitals	  unnecessarily.	  The	  State’s	  
Integrated	  Licensure	  Project	  recognized	  the	  potential	  benefits	  of	  fully	  optimized,	  multi-‐
licensed	  providers	  serving	  SMI/SUD	  populations	  with	  concomitant	  physical	  disorders,	  like	  
diabetes,	  heart	  disease,	  high	  blood	  pressure,	  etc.	  Consumers	  with	  serious	  SMI/SUD	  are	  also	  
too	  often	  re-‐hospitalized	  for	  their	  physical	  illnesses.	  These	  populations	  would	  be	  best	  
served	  by	  a	  single,	  integrated,	  point	  of	  access	  for	  all	  of	  their	  required	  services.	  This	  project	  
was	  implemented	  in	  nine	  hospitals,	  but	  in	  order	  to	  reach	  DSRIP	  goals,	  integrated	  licensure	  
and	  services	  must	  also	  be	  prioritized	  in	  local	  communities	  by	  fully	  integrating	  community-‐
based	  providers	  into	  the	  healthcare	  delivery	  system.	  Assistance	  in	  developing	  integrated	  
treatment	  plans,	  improving	  the	  exchange	  of	  clinical	  information,	  enhancing	  care	  through	  
Health	  Home	  optimization,	  engagement	  and	  linkage	  across	  the	  system	  can	  be	  achieved	  
through	  the	  Learning	  Collaborative.	  With	  optimized	  licensures,	  additional	  care	  
coordination	  resources	  and	  training,	  multi-‐licensed	  providers	  can	  ensure	  comprehensive	  
services,	  an	  integrated	  treatment	  plan	  and	  clinical	  record	  system,	  better	  care	  coordination	  
and	  outcomes,	  consumer	  education	  and	  ultimately	  a	  reduction	  in	  avoidable	  hospital	  use.	  	  
	  
Target	  Organizations.	  This	  project	  is	  designed	  for	  small-‐	  or	  medium-‐sized	  agencies	  within	  a	  
PPS	  or	  across	  multiple	  PPS’s	  with	  at	  least	  two	  licenses	  seeking	  either	  to	  add	  an	  additional	  
license	  or	  to	  more	  fully	  integrate	  the	  multiple	  licenses	  that	  they	  already	  have	  in	  place.	  The	  
optimization	  of	  multi-‐licensed	  providers	  will	  ultimately	  result	  in	  reduced	  administrative	  
costs,	  a	  single	  point	  of	  access	  for	  consumers	  with	  multiple	  service	  needs	  and	  long-‐term	  
reduction	  in	  avoidable	  hospital	  use.	  
	  
Project	  Phases	  and	  Timeline.	  This	  project	  will	  be	  implemented	  over	  the	  5	  years	  of	  DSRIP	  
and	  will	  assist	  agencies	  in	  achieving	  their	  organizational	  goals	  and	  moving	  to	  an	  integrated	  
model	  of	  care	  that	  is	  consistent	  with	  PCMH	  and	  DSRIP	  goals.	  The	  four	  phases	  of	  this	  project	  
are	  described	  briefly	  below:	  	  
	  
Phase	  1	  –	  (DSRIP	  Year	  1	  –	  3	  months)	  PPS	  leads,	  with	  technical	  assistance	  from	  PCDC	  and	  
The	  Coalition	  will	  define	  criteria	  and	  select	  sites	  to	  be	  included	  in	  the	  Learning	  
Collaborative.	  Agencies	  selected	  must	  be	  committed	  to	  working	  on	  optimizing	  licenses	  to	  
provide	  consumers	  with	  a	  single	  point	  of	  access,	  streamlined	  operations	  and	  a	  new	  model	  
of	  integrated	  care	  to	  better	  serve	  their	  patients	  comprehensive	  health	  needs.	  
	  
Phase	  2	  –	  (DSRIP	  Year	  1	  –	  6	  months)	  This	  is	  the	  re-‐engineering	  and	  redesign	  phase.	  
Participating	  sites	  will	  use	  the	  Learning	  Collaborative	  modality,	  to	  design	  their	  new	  model	  
of	  integrated	  care,	  develop	  a	  detailed	  project	  plan,	  apply	  for	  new	  licenses	  required	  and	  
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define	  the	  resources	  required	  to	  implement	  their	  redesign	  plans.	  There	  will	  be	  a	  specific	  
focus	  during	  this	  phase	  on	  redesigning	  organizations	  so	  that	  they	  are	  able	  to	  serve	  as	  a	  
single	  point	  of	  access	  to	  the	  health	  care	  system	  for	  their	  consumers.	  Participating	  sites	  will	  
complete	  detailed	  project	  implementation	  plans	  during	  this	  phase	  of	  the	  Learning	  
Collaborative.	  
	  
Phase	  3	  –	  (DSRIP	  Year	  2)	  During	  this	  phase	  the	  sites	  will	  begin	  to	  launch	  the	  plans	  they	  
developed	  during	  Phase	  2	  of	  this	  Learning	  Collaborative.	  Teams	  will	  use	  the	  Learning	  
Collaborative	  approach	  to	  work	  through	  the	  challenges	  of	  implementing	  their	  desired	  
model	  of	  integration.	  The	  Learning	  Collaborative	  will	  draw	  out	  individual	  participant	  site’s	  
experiences	  and	  provide	  a	  platform	  for	  sharing	  best	  practices	  across	  teams.	  Topics	  to	  be	  
addressed	  by	  agency	  teams	  during	  this	  implementation	  phase	  will	  include:	  co-‐location	  of	  
primary	  care	  and	  behavioral	  health	  services,	  collaborative	  evidence-‐based	  standards	  of	  
care	  including	  medication	  management	  and	  care	  engagement	  processes,	  documenting	  in	  
EHRs,	  quality	  and	  outcome	  goals.	  PPS	  participants	  will	  be	  supported	  by	  the	  Learning	  
Collaborative	  to	  navigate	  the	  regulatory	  environment	  applicable	  to	  providing	  such	  services.	  
	  
The	  technical	  assistance	  offered	  through	  the	  Learning	  Collaborative	  will	  identify	  
opportunities	  for	  participants	  to	  contract	  for	  administrative	  services,	  and/or	  provide	  
support	  for	  development	  of	  collaborative	  member	  partnerships.	  The	  Learning	  
Collaborative	  will	  offer	  participants	  at	  least	  six	  months	  of	  staff/consultant	  business	  
planning/technical	  assistance	  for	  their	  specific	  projects.	  This	  phase	  will	  culminate	  in	  the	  
launching	  of	  one	  or	  several	  options	  for:	  

• Merging,	  sharing	  and/or	  outsourcing	  certain	  administrative	  functions/systems	  
• Access	  to	  more	  sophisticated	  software	  systems	  
• Access	  to	  financial/billing	  expertise,	  more	  efficient	  appointment	  scheduling	  systems	  

and	  more	  	  
	  
The	  result	  of	  this	  phase	  of	  Learning	  Collaborative	  work	  will	  be	  more	  integrated	  
organizations,	  optimizing	  all	  of	  their	  licensure	  to	  provide	  their	  consumers	  with	  more	  
comprehensive	  services	  to	  meet	  their	  needs.	  
	  
Phase	  4	  –	  (DSRIP	  Year	  3-‐5)	  In	  DSRIP	  Year	  3,	  the	  Learning	  Collaborative	  approach	  will	  be	  
used	  to	  assist	  all	  of	  the	  more	  fully	  integrated	  organizations	  to	  transform	  to	  NCQA	  PCMH	  
2014	  level	  3.	  Years	  4-‐5	  will	  focus	  on	  continuous	  quality	  improvement	  of	  systems,	  care	  
planning,	  electronic	  medical	  records,	  sharing	  best	  practices	  and	  supporting	  the	  
organizations	  to	  achieve	  outcome	  goals	  and	  reducing	  avoidable	  hospitalizations	  by	  25%.	  
	  
The	  following	  chart	  summarizes	  the	  program	  components	  and	  general	  timeline	  of	  both	  
Learning	  Collaboratives:	  
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Meaningful	  Impact/Evidence	  Base	  
State	  Medicaid	  agencies	  across	  the	  country	  are	  seeking	  to	  make	  administrative,	  purchasing,	  
and	  regulatory	  reforms	  in	  order	  to	  promote	  integrated	  care	  for	  Medicaid	  beneficiaries	  with	  
comorbid	  physical	  and	  behavioral	  health	  needs.142	  Health	  care	  providers	  and	  payers	  are	  
exploring	  a	  range	  of	  promising	  approaches	  to	  better	  integrate	  physical	  and	  behavioral	  
health	  care	  for	  Medicaid	  beneficiaries,	  from	  relatively	  modest	  steps	  to	  coordinate	  care	  
between	  the	  two	  systems,	  to	  more	  ambitious	  efforts	  to	  implement	  a	  single	  integrated	  
system	  of	  care.143	  Colocation	  of	  general	  medical	  and	  mental	  health	  services	  is	  one	  modal	  
that	  has	  been	  associated	  with	  significantly	  fewer	  preventable	  hospitalizations.144	  	  
	  
A	  recent	  analysis	  commissioned	  by	  the	  American	  Psychiatric	  Association	  (APA)	  found	  that	  
health	  care	  spending	  for	  patients	  with	  comorbid	  behavioral	  health	  conditions	  is	  2.5	  to	  3.5	  
times	  higher	  than	  for	  those	  without	  such	  problems,	  with	  most	  of	  the	  increased	  spending	  
attributable	  to	  treatment	  of	  medical	  conditions,	  creating	  a	  large	  opportunity	  for	  savings	  
through	  integration	  of	  behavioral	  and	  medical	  services.145	  The	  authors	  of	  the	  review	  
estimate	  that	  9-‐16%	  of	  this	  total	  additional	  spending	  could	  be	  saved	  through	  effective	  
integration	  of	  care.146	  Collaborative	  care	  programs	  have	  been	  found	  to	  be	  at	  least	  cost	  
neutral,	  with	  most	  studies	  indicating	  savings,	  including	  one	  comparison	  of	  clinics	  practicing	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
142	  D.	  Bachrach,	  et	  al.	  (2014).	  State	  Strategies	  for	  Integrating	  Physical	  and	  Behavioral	  Health	  Services	  in	  a	  
Changing	  Medicaid	  Environment.	  The	  Commonwealth	  Fund,	  New	  York,	  NY.	  
143	  Kaiser	  Family	  Foundation.	  (2014).	  Integrating	  Physical	  and	  Behavioral	  Health	  Care:	  Promising	  Medicaid	  
Models.	  February	  2014	  Issue	  Brief.	  Retrieved	  from:	  http://kff.org/medicaid/issue-‐brief/integrating-‐physical-‐
and-‐behavioral-‐health-‐care-‐promising-‐medicaid-‐models/	  	  
144	  Pirraglia,	  P.A.,	  et	  al.	  (2011).	  Co-‐located	  general	  medical	  care	  and	  preventable	  hospital	  admissions	  for	  
veterans	  with	  serious	  mental	  illness.	  Psychiatric	  Services,	  62:	  554–557.	  
145	  Melek,	  S.P.,	  et	  al.	  (2014).	  Economic	  impact	  of	  integrated	  medical-‐behavioral	  healthcare:	  Implications	  for	  
psychiatry.	  Report	  prepared	  by	  Milliman,	  Inc.	  for	  the	  American	  Psychiatric	  Association.	  Retrieved	  from:	  
http://www.psychiatry.org/practice/professional-‐interests/integrated-‐care/integrated-‐care-‐reconnecting-‐
the-‐brain-‐and-‐the-‐body	  
146	  Ibid.	  

DSRIP	  Timeline	   Model	  A:	  Develop	  New	  Models	  
of	  Integrated	  Care	  

Model	  B:	  Optimization	  of	  
Multi-‐Licensed	  Providers	  

Phase	  1	  	  
(Year	  1,	  3	  months)	  

Recruit	  eligible	  providers	  and	  access	  their	  capacity	  and	  needs	  

Phase	  2	  	  
(Year	  1,	  6	  months)	  

Create	  plans	  to	  integrate	  
services	  and	  increase	  operating	  
efficiency	  between	  providers	  

Create	  plans	  to	  optimize	  
integration	  and	  increase	  
operating	  efficiency	  within	  the	  
organization	  

Phase	  3	  	  
(Year	  2)	  

Begin	  integrating	  services	  
and/or	  facilitating	  mergers	  
between	  providers	  

Begin	  implementing	  integration	  
plans	  towards	  achieving	  single	  
point	  of	  access	  for	  clients	  

Phase	  4	  	  
(Year	  3-‐5)	  

Achieve	  NCQA	  PCMHM	  2014	  Level	  3	  and	  conduct	  continuous	  
quality	  improvement	  of	  systems	  to	  reduce	  avoidable	  

hospitalizations	  
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collaborative	  and	  usual	  care	  that	  found	  collaborative	  care	  patients	  were	  54%	  less	  likely	  to	  
use	  the	  emergency	  department,	  and	  49%	  less	  likely	  to	  use	  inpatient	  psychiatric	  care.147	  	  
	  
AC’s	  own	  approach	  to	  integrated	  care	  –	  working	  with	  physicians	  and	  community-‐based	  
providers	  to	  address	  medical,	  behavioral,	  psychosocial,	  care	  management	  and	  housing	  
needs	  –	  has	  significantly	  decreased	  health	  care	  expenses,	  including	  a	  74%	  reduction	  in	  
inpatient	  admissions/re-‐admissions	  and	  a	  63%	  reduction	  in	  ED	  visits	  during	  the	  period	  
2008-‐2011.148	  This	  integrated	  care	  approach	  appears	  to	  support	  VL	  suppression	  for	  PWH:	  
among	  adult	  PWH	  enrolled	  in	  all	  SNPs	  in	  2012,	  71%	  of	  all	  patients	  and	  83%	  of	  patients	  
prescribed	  ARVs	  were	  virally	  suppressed	  at	  last	  viral	  load	  test.149	  
	  
Additionally	  there	  is	  growing	  concern	  that	  small,	  community-‐based	  providers	  are	  unable	  to	  
remain	  financially	  solvent	  in	  the	  rapidly	  changing	  healthcare	  environment.	  The	  Coalition	  of	  
Behavioral	  Health	  Agencies,	  which	  served	  on	  AC’s	  PAC	  and	  as	  a	  consultant	  to	  the	  Integrated	  
Care	  subcommittee,	  reported	  dozens	  of	  its	  members	  closing	  their	  doors	  in	  the	  last	  five	  
years.	  Since	  2010	  over	  15	  member	  organizations	  either	  closed	  down	  completely	  or	  rapidly	  
scaled	  back	  their	  services.	  For	  example,	  South	  Bronx	  Mental	  Health	  Services	  shut	  down	  its	  
operations	  after	  45	  years	  in	  the	  community.150	  
	  
Even	  if	  new	  organizations	  and	  clinics	  open	  and	  replace	  the	  ones	  that	  closed,	  the	  loss	  of	  
organizations	  that	  provided	  culturally	  competent	  and	  linguistically	  correct	  services	  
throughout	  the	  city	  is	  a	  major	  concern.	  With	  the	  ACA	  and	  as	  more	  individuals	  enroll	  into	  
Medicaid,	  there	  is	  growing	  need	  to	  maintain	  and	  strengthen	  the	  niche,	  community-‐based	  
providers	  vital	  to	  the	  provision	  of	  integrated,	  culturally-‐relevant	  care	  and	  also	  the	  
successful	  implementation	  of	  DSRIP.	  

Cost/Benefit	  Analysis	  
Creation	  and	  operation	  of	  the	  Learning	  Collaborative	  is	  a	  valuable	  –	  if	  not	  critical	  –	  stepping	  
stone	  in	  fulfilling	  the	  DSRIP	  goal	  of	  achieving	  more	  widespread	  and	  more	  effective	  
integration	  of	  behavioral	  health	  and	  physical	  health	  services	  and	  fostering	  a	  successful	  
future	  for	  small	  safety	  net	  providers.	  The	  costs	  of	  operating	  the	  Learning	  Collaborative	  are	  
estimated	  to	  total	  $1	  million	  per	  PPS	  over	  a	  five-‐year	  period.	  The	  distribution	  of	  these	  costs	  
by	  task	  area	  and	  by	  year	  is	  summarized	  in	  the	  chart	  below.	  
	  
Note	  that	  as	  these	  integrated	  partnerships	  take	  form,	  additional	  capital	  cost	  requirements	  
may	  emerge	  (such	  as	  investments	  in	  enhanced	  information	  systems	  technologies).	  	  The	  
nature	  and	  amount	  of	  these	  investments	  cannot	  be	  specified	  at	  this	  time	  but	  may	  well	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
147	  Ibid.	  
148	  Personal	  communication	  with	  Dr.	  Jerome	  Ernst,	  Chief	  Medical	  Officer,	  Amida	  Care.	  
149	  NYSDOH	  AIDS	  Institute.	  (CY	  2012).	  Quality	  of	  Care	  Program,	  Performance	  Summary:	  HIV	  Care	  of	  Adult	  
Patients	  Enrolled	  in	  SNP.	  
150	  Information	  provided	  by	  Patricia	  Goldstein,	  Chief	  Operating	  Officer,	  The	  Coalition	  of	  Behavioral	  Health	  
Agencies,	  Inc.	  

79



	  

	  

warrant	  inclusion	  in	  the	  request	  for	  DSRIP	  funding	  to	  secure/ensure	  providers’	  successful	  
collaboration.	  	  	  
	  
The	  offsetting	  medical	  cost	  benefits	  specifically	  attributable	  to	  the	  Learning	  Collaborative	  
cannot	  be	  quantified	  accurately.	  Clearly,	  longer	  range	  cost	  efficiencies	  are	  available	  through	  
improved	  integration	  of	  behavioral	  and	  physical	  health	  and	  a	  more	  efficient	  “whole	  person	  
focus”	  in	  the	  health	  care	  delivery	  system.	  While	  a	  specific	  “benefit”	  figure	  has	  not	  been	  
calculated,	  it	  is	  anticipated	  that	  this	  Learning	  Collaborative	  initiative	  represents	  a	  highly	  
valuable,	  cost-‐effective	  investment	  in	  fostering	  the	  needed	  transformation.	  
	  
Fixed	  Cost	  Estimates	  
Year	   Task	  Area	   Expense	  Area	   Per	  PPS	  Cost	  

Year	  1	   Assess	  capacity	  and	  needs,	  
determine	  criteria	  for	  participation,	  
and	  engage	  appropriate	  
organizations	  for	  participation	  

Consultant	  to	  
identify/recruit	  
organizations	  

$25,000	  

Year	  1	   Participants	  will	  explore	  and	  identify	  
promising	  practice	  models	  for	  
shared	  and	  3rd	  party	  provision	  of	  
administrative	  services.	  

Consultant	  to	  
organize/facilitate	  
monthly	  meetings,	  
take	  notes,	  etc.	  

$100,000	  

Year	  1	   Targeted	  business	  planning,	  and	  cost	  
benefit	  and	  qualitative	  analysis	  for	  
outsourcing	  some	  or	  all	  of	  the	  
administrative	  functions.	  

Consultant	  to	  
conduct	  analyses	  

$100,000	  

Year	  1	   Business	  plan	  document	  detailing	  
the	  options	  and	  benefits	  	  

Consultant	  to	  
prepare	  business	  
plan	  document	  

$75,000	  

Year	  2	   Launch	  one	  or	  several	  options	  for	  
sharing	  and/or	  outsourcing	  certain	  
administrative	  functions/systems	  

Consultant	  to	  assist	  
in	  developmental	  
activities	  as	  needed	  

$150,000	  

Year	  2	   Operate	  the	  partnership,	  group	  
purchasing,	  etc.	  initiatives	  	  

Consultant	  to	  assist	  
in	  operational	  
activities	  as	  needed	  

$150,000	  

Year	  3	   Assist	  all	  of	  the	  (now	  integrated)	  
organizations	  to	  transform	  their	  
primary	  care	  practices	  to	  NCQA	  
PCMH	  2014	  level	  3.	  

Consultant	  to	  assist	  
in	  PCMH	  
Certification	  
activities	  as	  needed	  

$250,000	  

Years	  
4-‐5	  

Support	  continuous	  quality	  
improvement,	  sharing	  best	  practices,	  
business	  success	  

Consultant	  to	  assist	  
in	  ongoing	  
evaluation,	  support	  
as	  needed	  

$150,000	  

TOTAL	   	  	   	  	   $1,000,000	  
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V.	  Advocacy	  Efforts	  
Advocacy	  has	  been	  a	  central	  component	  of	  AC’s	  DSRIP	  process.	  AC	  has	  worked	  to	  advance	  
efforts	  that	  will	  have	  a	  meaningful	  impact	  on	  the	  chronic	  illness	  sector.	  	  
	  
Membership	  in	  Multiple	  PPSs:	  AC	  participated	  in	  the	  PAC	  of	  multiple	  DSRIP	  PPSs	  to	  support	  
their	  efforts	  and	  forward	  recommendations,	  priorities	  and	  domain	  activities	  that	  are	  
detailed	  in	  this	  report.	  	  
	  
Facilitation	  of	  Cross-‐PPS	  HIV/AIDS	  Workgroup:	  AC	  facilitated	  the	  development	  of	  a	  NYC	  
PPS-‐wide	  HIV/AIDS	  working	  group	  committed	  to	  the	  continued	  planning,	  implementation	  
and	  operations	  of	  Domain	  4.c.ii	  projects.	  Seven	  PPSs	  (Health	  and	  Hospital	  Corporation,	  
Community	  Care	  of	  Brooklyn,	  Bronx	  Partners	  for	  Healthy	  Communities,	  Lutheran	  Medical	  
Center,	  Bronx-‐Lebanon	  Hospital	  Center,	  New	  York	  Hospital	  of	  Queens	  and	  Mt.	  Sinai	  
Hospitals)	  participated	  in	  the	  workgroup	  and	  agreed	  “to	  actively	  participate	  in	  the	  Domain	  
4	  HIV	  workgroup,	  collaborate	  on	  select	  projects,	  identify	  interventions	  or	  activities	  that	  
would	  benefit	  from	  joint	  funding,	  identify	  promising	  practices	  and	  determine	  how	  they	  can	  
be	  adapted	  by	  the	  PPSs,	  and	  serve	  as	  a	  forum	  to	  provide	  guidance	  and	  feedback	  on	  the	  
progress	  of	  implementation.”	  Doug	  Wirth,	  President/CEO	  of	  Amida	  Care,	  chairs	  the	  
workgroup	  and	  AC	  plans	  to	  remain	  actively	  involved	  during	  the	  implementation	  phase	  of	  
DSRIP,	  offering	  its	  expertise	  and	  acting	  as	  a	  coordinating	  body	  among	  the	  PPSs.	  In	  addition,	  
consultant	  support	  was	  provided	  through	  Manatt	  and	  KPMG.	  
	  
Leadership	  on	  NYS	  EtE	  Task	  Force:	  Numerous	  PAC	  members	  serve	  on	  the	  State’s	  EtE	  Task	  
Force,	  including	  Doug	  Wirth,	  President/CEO	  of	  AC	  and	  Charles	  King,	  President/CEO	  of	  
Housing	  Works	  who	  serves	  as	  co-‐chair	  of	  the	  State	  Taskforce.	  The	  End	  of	  AIDS	  
Subcommittee	  developed	  eight	  project	  recommendations	  that	  were	  submitted	  to	  the	  
Taskforce.	  	  
	  
Participation	  in	  HIV/AIDS	  Kitchen	  Cabinet	  Workgroup:	  AC	  has	  been	  supporting	  the	  efforts	  of	  
community	  efforts,	  including	  an	  ad	  hoc	  community	  group	  called	  the	  “Kitchen	  Cabinet”.	  The	  
group	  has	  developed	  70	  recommendations	  that	  were	  submitted	  to	  the	  EtE	  Task	  Force.	  
	  
Meetings	  with	  Policymakers:	  AC	  met	  with	  policymakers	  as	  part	  of	  its	  commitment	  to	  
government	  engagement	  and	  collaboration.	  Frequently	  Doug	  Wirth,	  Jason	  Lippman,	  AC’s	  
Director	  of	  Public	  Policy	  and	  Government	  Relations,	  and	  PAC	  members	  briefed	  city	  and	  
state	  lawmakers	  on	  DSRIP	  progress.	  AC	  viewed	  these	  face-‐to-‐face	  meetings	  as	  a	  vital	  means	  
to	  build	  strong	  political	  support	  for	  achieving	  DSRIP	  goals.	  	  

	  
Testifying	  at	  Public	  Meetings:	  AC	  provided	  testimony	  at	  planning	  forums	  convened	  by	  the	  
NYS	  OMH,	  OASAS	  and	  NYC	  DOHMH;	  as	  well	  as	  NYC	  Council’s	  policy	  oversight	  hearings.
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What is AIDS-FREE?

Housing Works’ AIDS-FREE NY 2020 
campaign is a collaborative, multi-
year initiative committed to ending 
the AIDS epidemic in New York 
State by the year 2020. With recent 
advancements in science and data, we 
can end AIDS, even without a cure, by 
reducing annual new HIV infections 
in NY State—from 3,000 to 750 by 
2020—and by bringing those living 
with HIV/AIDS to optimal health. An 
HIV+ person on treatment who renders 
the virus “undetectable” is not only 
healthy but also virtually unable to 
transmit HIV to others. By combining 
effective biomedical strategies with 
interventions addressing social drivers 
of the disease, we can bring HIV below 
epidemic levels statewide by 2020 by 
fighting for…

 → 21st-century testing & enhanced 
data sharing that increases our 
ability to diagnos HIV early, get 
HIV+ persons into care while they’re 
healthy, and help all persons at risk 
of and living with HIV benefit from 
new therapies.  

 → Prevention & treatment that 
reduce new HIV infections—
education, condoms, PrEP, PEP, 
antiretrovirals & primary care. 

 → Utilization of the HIV continuum 
of care to bridge existing gaps and 
maximize the speed, proportion & 
the number of people able to achieve 
and maintain HIV viral suppression 
(undetectable status).  

 → Social justice work that ensures 
housing and other support 
services, ends HIV stigma, and 
ends disparities in incidence and 
prevalence for every key population. 

 → Shared commitment & strategic 
partnerships, including the support 
of government leadership and 
policies and aligned health and 
development efforts.  

For more on the Housing Works’  
AIDS-FREE Campaign:  
http://info.housingworks.org/aidsfreecampaign

For more about Housing Works’  
advocacy efforts:  
http://www.housingworks.org/advocate/ 

New York State  
HIV Continuum of Care
  Out of 154,000 New Yorkers  
  living with HIV:

132,000 are aware of 
their HIV+ status

86,000 are linked to 
HIV care
75,000 have stayed  
in HIV care
68,000 are virally 
suppressed, or 
undetectable
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New York City  
HIV Continuum of Care
  Out of 133,635 New York City  
  residents living with HIV:

114,926 are aware  
of their HIV+ status

97,940 are linked  
to HIV care
72,918 have stayed  
in HIV care

67,624 are receiving 
treatment**
55,453 are virally  
suppressed or  
undetectable*
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* or <200 copies/ml
** presumed ever started  
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