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Introductions
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Tentative Meeting Schedule & Agenda
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Meeting 1
• Clinical Advisory Group - Roles and 

Responsibilities
• Introduction to Value Based Payment 
• Contracting Chronic Care: the Different 

Options
• Examples of VBP
• Introduction to Outcome Measures
• Introduction to Ending the Epidemic

Meeting 2
• HIV/AIDS population – definition and analysis
• Introduction to Outcome Measures 
• AIDS Institute Quality Program

Meeting 3
• HIV/AIDS Outcome Measures
• Wrap-up of open questions

Depending on the number of issues address during each meeting, the meeting agenda for each 
CAG meeting will likely consist of the following:
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Part I

A. Clinical Advisory Group (CAG) Roles & Responsibilities
Roles and Responsibilities Overview
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Clinical Advisory Group Composition
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Comprehensive Stakeholder Engagement

• Comprehensive stakeholder engagement has 
been a key component to the development of 
the Value Based Payment Roadmap.

• We will continue engaging stakeholders as we 
develop and define opportunities for value 
based payment arrangements.

Composition of the CAG includes:

• Clinical experience and knowledge focused 
on the specific care or condition being 
discussed (HIV/AIDS)

• Industry knowledge and experience

• Geographic diversity

• Total care spectrum as it relates to the 
specific care or condition being discussed
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CAG Objectives
The CAGs will be working with standard 

definitions of the HIV/AIDS population (being 
HIV+/ having AIDS) as determined by the 
AIDS Institute. Also, the services deemed 
eligible are those covered by Medicaid MCOs 
and the HIV/AIDS SNPs. The CAGs are not 
asked to tailor definitions at this point, but 
focus on outcome measures and NYS 
implementation details. 

Definitions are standard, but financial 
arrangements between plans and providers 
around the bundles and populations are not 
set by the State.
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• Understand the State’s visions for the Roadmap to 
Value Based Payment

• Understand the subpopulation (HIV/AIDS)
• Review subpopulations/clinical bundles that are 

relevant to NYS Medicaid
• Make recommendations to the State on:

• outcome measures 
• data and other support required for providers 

to be successful
• other implementation details related to each 

subpopulation/bundle
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B. Introduction to Value Based Payment
Brief background and context 
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NYS Medicaid in 2010: the crisis

• > 10% growth rate had become 
unsustainable, while quality outcomes 
were lagging

− Costs per recipient were double the 
national average

− NY ranked 50th in country for avoidable 
hospital use

− 21st for overall Health System Quality

CARE MEASURE NATIONAL 
RANKING

Avoidable Hospital Use and Cost
 Percent home health patients 

with a hospital admission
 Percent nursing home residents 

with a hospital admission
 Hospital admissions for pediatric 

asthma 
 Medicare ambulatory sensitive 

condition admissions
 Medicare hospital length of stay 

50th

49th

34th

35th

40th

50th

2009 Commonwealth State Scorecard 
on Health System Performance
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Medicaid Redesign Initiatives Have Successfully Brought Back 
Medicaid Spending per Beneficiary to below 2003 Levels

Since 2011, total Medicaid spending 
has stabilized while number of 
beneficiaries has grown > 12%

Medicaid spending per-beneficiary 
has continued to decrease
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Delivery Reform and Payment Reform: Two Sides of the Same 
Coin
• A thorough transformation of the delivery 

system – DSRIP - can only become and remain 
successful when the payment system is 
transformed as well

• Many of NYS system’s problems 
(fragmentation, high re-admission rates) are 
rooted in how the State pays for services

- FFS pays for inputs rather than outcome; 
an avoidable readmission is rewarded 
more than a successful transition to 
integrated home care

- Current payment systems do not 
adequately incentivize prevention, 
coordination, or integration

Financial and regulatory incentives 
drive…

a delivery system which realizes…

cost efficiency and quality outcomes: 
value
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Payment Reform: Moving Towards Value Based Payments

• A Five-Year Roadmap outlining NYS’ plan for Medicaid Payment Reform was required by the MRT 
Waiver

• By DSRIP Year 5 (2019), all Managed Care Organizations must employ non fee-for-service payment 
systems that reward value over volume for at least 80-90% of their provider payments (outlined in 
the Special Terms and Conditions of the waiver)

• Core Stakeholders (providers, MCOs, unions, patient organizations) have actively collaborated in 
the creation of the Roadmap
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Learning from Earlier Attempts: VBP as the Path to a Stronger 
System
VBP arrangements are not intended primarily to save money for the State, but to allow 
providers to increase their margins by realizing value 

Goal – Reward Value not Volume
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The VBP Roadmap starts from DSRIP Vision on How an 
Integrated Delivery System should Function 

Episodic

Continuous

Sub-population focus on Outcomes and 
Costs within sub-population/episode

…

…

Integrated Physical & 
Behavioral Primary Care 

Includes social services 
interventions and 
community-based 
prevention activities

Chronic care 
(Diabetes, CHF, Hypertension, Asthma, Depression, Bipolar …)

Multimorbid disabled / frail elderly (MLTC/FIDA population)

Severe BH/SUD conditions (HARP population)

Developmentally Disabled population

Maternity Care (including first month of baby)

…

Chronic Kidney Disease
Hemophilia

AIDS/HIV
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The Path Towards Payment Reform: A Menu of Options

There is not one path towards Value Based Payments. Rather, there will be a variety of options 
that MCOs and PPSs can jointly choose from.
PPSs and MCOs can opt for different shared savings/risk arrangements (often building on already 
existing MCO/PPS initiatives):

• For the total care for the total attributed population of the provider (or part thereof) – ACO model

• Per integrated service for specific condition (acute or chronic bundle): maternity care; diabetes care

• For integrated Advanced Primary Care (APC)

• For the total care for a subpopulation: HIV/AIDS care; care for patients with severe behavioral health needs and 
comorbidities

MCOs and PPSs may choose to make 
shared savings arrangements for the 
latter types of services between MCOs 
and groups of providers within the PPS 
rather than between MCO and PPS
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MCOs and Provider Groups can choose different levels of 
Value Based Payments
In addition to choosing what integrated services to focus on, the MCOs and provider groups can 
choose different levels of Value Based Payments:

• Goal of ≥80-90% of total MCO-provider payments (in terms of total dollars) to be captured in 
Level 1 VBPs at end of DY5

• 35% of total managed care payments (full capitation plans only) tied to Level 2 or higher For Level 
2 (risk-bearing VBP arrangements), the State excludes partial capitation plans such as MLTC plans 
from this minimum target.

Level 0 VBP Level 1 VBP Level 2 VBP Level 3 VBP 
(only feasible after experience with Level 
2; requires mature PPSs)

FFS with bonus and/or 
withhold based on quality 
scores

FFS with upside-only shared savings 
available when outcome scores are 
sufficient
(For PCMH/APC, FFS may be 
complemented with PMPM subsidy)

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

Prospective capitation PMPM or Bundle 
(with outcome-based component)
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Providers and MCOs will receive
 Cost and Quality performance overviews per VBP 

arrangement (whether these arrangements are contracted 
or not)

 Including Target Budgets and actual costs (both cost-
standardized, and, for their own beneficiaries, real-priced)

Initially, PDF reports will be used, but providers and 
MCOs will get access to web-based analytical tools to 
dynamically interact with these data
 Including drill downs by geography and provider
 Including drill down possibilities to individual patients (for 

own beneficiaries)

September 3

Value Information per VBP Arrangement – HIV/AIDS Subpopulation
(using price-standardized data)



C. VBP for the HIV/AIDS Population
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What is included in AIDS/HIV care?

• ‘Subpopulation care’ includes all care for the total subpopulation
• Chronic care (non-AIDS/HIV): > 40% of total costs

• (depression/bipolar/diabetes/asthma)

• Of total: medication (25% of total costs)1

• Excluding those services that are/will not covered by Medicaid Managed Care 
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Avg PAC%
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Avg PAC%
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How would this work? (example not yet including ETE)

AIDS/HIV center becomes AIDS/HIV ACO – Level 2 (FFS with retrospective reconciliation):

• Responsible for total cost of all patients attributed (MCO attributes patients to center)
• Challenge: lowering total costs PMPY by 

• 1) finding where the ‘waste’ in the system is and 
• 2) investing smartly

September 3 22
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Volume

PAC’s

Service Mix
Cost Drivers

Price
The price of a service can vary based on 
providers’ own costs (e.g. varying ARV 

costs).

The volume of services rendered (e.g. 
number of office visits; fragmented care 

leading to duplications of tests etc).

Complications which might be avoidable 
(e.g. opportunistic illnesses taking 

advantage of weakened immune systems).

The mix of services and intensity of care 
received during the episode (e.g. testing 

for HIV in a hospital vs. clinic).

September 3

Four Important Costs Drivers for the HIV/AIDS Population are 
Price, Volume, PAC’s and Service Mix



Decreasing Volume of Care

Eliminating Unnecessary Doctor Visits

• Provider Group 5 is located upstate and 
manages the care of 2,500 HIV patients.

• It turns out that Provider Groups 1 and 3 
take care of a very different patient 
group, but Provider Groups 2 and 4 are 
comparable to Provider Group 5.

• In comparison to those, Provider Group 5 
struggles to coordinate care across its 
individual providers, causing doctors to 
repeat tests and have difficulty managing 
side effects of ARV use. As a result, the 
average Provider Group 4 patient sees 
the doctor more often.
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Group 3

Provider
Group 4

Provider
Group 5

Average Number of Annual Doctor Visits 
per HIV Patient 
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Decreasing Volume of Care

Eliminating Unnecessary Doctor Visits

• After recognizing this problem, Provider 
Group 5 starts a program to align the care 
better.

• This results in a reduction of the average 
number of visits with 1.4 visits per year.

• With the number of patients the program 
saves 2,500 * 1.4 = 3,500 visits per year.

• With an average cost of $200 per visit 
(including tests etc.), the savings add up 
to $700,000 a year.
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Avoiding Potential Avoidable Complications (PACs)

Providing housing in order to reduce PACs
• Provider Group 2 has a relatively high PAC 

percentage. After some research, they find 
that among their patients the ones with 
the highest amount of PACs are the 
patients who do not have a stable housing 
situation.

• Instead of investing in more health 
services, this Provider Group decides to 
invest in housing subsidies.

• The decrease in healthcare costs turns out 
to be larger than the investments in 
housing, resulting in savings for the 
Provider Group.
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Unique opportunity that DOH has embraced:

AIDS/HIV center becomes AIDS/HIV ACO:

• Level 1 (upside only): AIDS/HIV center could work on its own… would benefit from 
extensive outreach to CBOs, etc. 

• Level 2 (up- and downside): because now risk is involved, AIDS/HIV center and 
participating providers will probably aim to set up more formal relationships with up-
and perhaps also downstream providers

• Level 3 (full capitation): full freedom, yet requires fully fleshed out legal entity to manage 
contracts & subcontractors.

September 3 27
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Background of Ending the Epidemic (EtE)

• In 2012 NYS had the highest HIV 
prevalence rate among all U.S. jurisdictions 
with HIV reporting (810 per 100,000)

• While declines are seen in new HIV 
diagnoses, the total number of people with 
HIV/AIDS (PWI) has increased from 110,000 
in 2002 to over 132,000 in 2012

• On June 29, 2014, Governor Andrew 
Cuomo announced a blueprint to end the 
AIDS epidemic in New York State.

28

Source: DOH ETE Blueprint 
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• The main goals of the blueprint are:
- Identify patients with HIV who remain undiagnosed and link them to health care.
- Link and retain individuals diagnosed with HIV to healthcare and get them on anti-

HIV therapy to maximize HIV suppression.
- Facilitate access to Pre-Exposure Prophylaxis (PrEP) and non-occupational post-

exposure prophylaxis (nPEP) for high-risk individuals to keep them HIV-negative.
• By the end of 2020 this should lead to:

- Reduction of new HIV infections from 3,000 to 750 (per year)
- Reduction of the rate at which individuals diagnosed with HIV progress to AIDS by 

50%.
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Ending the Epidemic (EtE) Goals

Source: DOH ETE Blueprint 
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Unique opportunity that DOH has embraced:

Make the End of the Epidemic initiative part 
and parcel of the AIDS/HIV VBP initiative

30

1. Based on Medicaid-only HIV/AIDS subpopulation; OHIP data; 2012-2013



AIDS/HIV VBP Arrangement with ETE included

Three prongs:
• Putting all known AIDS/HIV patients on 

ARVs

• Outreach to find & appropriately care for 
as yet unknown AIDS/HIV patients

• Adequately care for high-risk populations 
– including adequate PrEP use

31

More details on ETE later; 
we will discuss how to include ETE in 
the VBP arrangement in more detail 
during the next HIV/AIDS CAG



D. Introduction to Outcome Measures
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To assess value and cost a small key set of performance 
measures is needed. Focus should be on outcome measures 
for total care.
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Measures if relevant things are in place
Example: availability of protocol

Measures whether specific actions are taken
Example: % of the cases in which the protocol was used

Measures the outcome of the care
Example: % of patients that survive their stroke

Structure 
measures

Process 
measures

Outcome 
measures

Performance 
measures

Per provider

Total care

Performance 
measures

Measures that determine the performance of a single 
provider

Measures that determine the performance for the care 
chain (per group of providers)
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Outcome measures for the HIV/AIDS population

• Many quality measures available
• Discussion: which outcome measures should be taken into account?

34

Before next meeting: can you all think about what relevant outcome 
measures for the HIV/AIDS population should be taken into account? 

Which of those measures are already available?

Examples of outcome measures and proxies of outcome measures1

% of people with HIV linked to care % people with HIV getting continuous 
care

% of people with HIV with access to 
permanent housing

Viral load suppression Daily functioning HIV testing

Late HIV diagnoses Quality of life Patient satisfaction

Source – Office of HIV/AIDS Policy: https://www.aids.gov/federal-resources/pacha/meetings/2011/pacha-inicators-forsyth.pdf
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E. Ending the Epidemic in New York State



Defining the End of AIDS

Governor Andrew 
Cuomo announcing his 
new initiative to combat 

the AIDS epidemic 
before the 

2014 NYC Gay Pride 
Parade.

Credit: Michael Appleton  for  The New York Times 

Goal
Reduce from 3,000 to 750 new HIV infections per 

year by the end of  2020.
Three Point Plan

1. Identify all persons with HIV who remain 
undiagnosed and link them to health care.

2. Link and retain those with HIV in health care, to 
treat them with anti-HIV therapy to maximize virus 
suppression so they remain healthy and prevent 
further transmission.

3. Provide Pre-Exposure Prophylaxis for persons who 
engage in high risk behaviors to keep them HIV 
negative.
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The Task Force ensured 
that prioritizing the needs 

of  key populations 
significantly impacted by 
HIV and AIDS became a 
central component of  the 

final ETE Blueprint 
document.

Key Populations
37



BHAE

New York State Cascade of HIV Care, 2013
Persons Residing in NYS† at End of 2013 

129,000

112,000

86,000

74,000

70,000

0 50,000 100,000 150,000

Estimated HIV Infected
Persons

Persons Living w/ Diagnosed
HIV Infection

Cases w/any HIV Care during
the year*

Cases w/continuous care
during the year**

Virally suppressed ( n.d. or 
≤200/ml) at test closest to 

end-of-year
* Any VL or CD4 test during the year; ** At least 2 tests, at least 3 months apart
†Persons presumed to be residing in NYS based on most recent address, regardless of where diagnosed. 
Excludes persons with AIDS with no evidence of care for 5 years  and persons with diagnosed HIV (non-
AIDS) with no evidence of care for 8  years.

87% of infected

67% of infected
77% of PLWDHI

58% of infected
66% of PLWDHI

55% of infected
63% of PLWDHI

82% of cases w/any care
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 Members met on five occasions between Oct 2014 & Jan 
2015.  

 Task Force consisted of 64 members who are expert in the 
field of HIV and AIDS & key stakeholders representing 
public and private industry, including academics, medical 
and supportive service providers, consumers, advocates 
and community leaders.

 17 regional listening forums held across NYS and 2 phone 
sessions targeting youth/young adults.  Over 565 
participants.

 294 recommendations received via a Survey Monkey link 
on the NYSDOH AI webpage from October to January.

 4 Committees of Task Force reviewed, discussed and 
prioritized recommendations.

Establishment of 
the Ending the 
Epidemic Task 

Force
-----------------
October 14, 2014 

Governor Cuomo announced 
the appointment of an 

Ending the Epidemic Task 
Force made up of key 

stakeholders representing 
public and private industry 

and community leaders expert 
in the field of HIV/AIDS.  

The Task Force is responsible 
for developing and issuing a 
Blueprint for New York State 

to achieve the Governor’s 
three stated goals. A

G
G

R
ES

SI
VE

A
C

TI
O

N
40



Public Release of the Blueprint
April 29, 2015
We must add AIDS to the list of diseases conquered by our 
society, and today we are saying we can, we must and we will 
end this epidemic.         ~Governor Cuomo

https://health.ny.gov/EndingtheEpidemic
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”ETE’s key 
benchmark is 

lowering annual 
incident HIV 

infections to 750 by 
the end of 2020.”

Ending the Epidemic Bench Marks
 HIV Incidence

for example: Estimated number of new infections (750)

 HIV prevalence
for example:  Deaths; new diagnoses; acute infections;  incidence

 Disease Stage Progression
for example: Analysis of timing of progression from HIV to AIDS; CD4 count analyses

 STD Prevention is HIV Prevention
for example: STD rates; new diagnoses; STD and HIV co-infection

 Viral Suppression
for example: Cascade of Care

 Stigma
for example:  Positive Pathways in DOCCS facilities

 Housing

 PrEP and nPEP

 HIV Testing

 Syringe Access

 Key Populations
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Blueprint Recommendations (BPs)
Link and retain persons diagnosed with HIV in care to maximize virus 

suppression so they remain healthy and prevent further transmission.  

BP5: Continuously act to monitor and improve rates of viral suppression                                     

BP6: Incentivize Performance                                                                                                 
BP7: Use client-level data to identify & assist patients lost to care or not virally suppressed                                 
BP8: Enhance & streamline services to support the non-medical needs of persons with HIV.                                        
BP9:  Provide enhanced services for patients within correctional and other institutions.      

BP10:  Maximize opportunities through DSRIP process to support 
programs.

BP29: Expand & enhance the use of data to track and report progress



The Investment
$10 Million towards Ending the Epidemic services 

and expenses in the 2015-2016 Budget

Article VII 
2014 - 2015 Amendments

Article VII 
2015 - 2016 Amendments

• Elimination of written consent for HIV 
testing.

• Expand data sharing between state and 
local health departments and health care 
providers for linkage and retention 
efforts.

• Implementation of a “30% rent cap” 
affordable housing protection.

• Elimination of written consent for HIV testing 
in correctional facilities.

• Limiting the admission of condoms in criminal 
proceedings for misdemeanor prostitution 
offenses.

• Addressing the legality of syringes obtained 
through syringe exchange programs.
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Blueprint Alignment with NHAS 2020
46

https://aids.gov/federal-resources/national-
hiv-aids-strategy/nhas-update.pdf

“Several jurisdictions have, through focused efforts, seen 
decreasing trends in HIV, including the States of New York and 
Massachusetts and the cities of San Francisco and Los Angeles. In 
addition, some States and local areas have put forth their own 
plans to “end AIDS,” such as New York State, Washington State, 
and San Francisco.” – NHAS 2020 Pg. 17



 NY Links, improves systems for linking to and retention in 
care, as well as for monitoring, recording, and accessing 
information about HIV.  

 Expanded Partner Services Program (ExPS) uses HIV 
surveillance data to identify previously known HIV positive 
individuals who appear to be out-of-care in order to re-
engage them in medical care.  

 The Linkage, Retention and Treatment Adherence Initiative
facilitates patient entry into treatment and uses 
collaborative strategies and interventions to retain patients 
in care, promote adherence to antiretroviral treatment 
(ART), and achieve viral suppression. 

New and Expanded Programs

 Positive Pathways, working with HIV-positive 
incarcerated persons to encourage the initiation of 
medical care and treatment for HIV during incarceration.

 Use of targeted social marketing and messaging 
efforts to identify persons with HIV.

 Expand targeted health care services to Young 
MSM.

 Utilize the new HIV testing algorithm to diagnose 
asymptomatic early HIV infections.

 Announced $3 million in funding directed toward 
linking up to 1,000 people from the populations at 
greatest risk for HIV/AIDS to PrEP.

 Launch of the PrEP Assistance Program (PrEP-AP).

 $1 Million to fund “One Stop STD Clinics” in NYC.
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Recommendations in support of decreasing new infections and 
disease progression
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Increase momentum in promoting the health of people who use drugs 

 Target services to substance users, particularly young substance users. 

 Provide funding enhancements to five programs targeting young injection drug users to 
offer HIV and HCV testing, access to prevention, health care and mental health services, 
as well as opioid overdose prevention.

 Expand the Syringe Exchange Program (SEP) to additional communities.

 Work with Division of Criminal Justice Services to minimize unnecessary syringe related 
arrests. 

Ensure access to stable housing

 Implementation of a “30% rent cap” affordable housing 
protection.
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Activities Report Card & Dashboard
The AIDS Institute will develop and post an annual 
ETE Activity Report Card to assist in sharing 
progress towards our stated goals as well as on 
recommendations included in the ending the 
epidemic Blueprint document.

Key metrics will be systematically tracked at the 
state and local levels, with publicly available 
results.  The AIDS Institute will develop an ETE 
Dashboard which will assist in sharing progress 
towards our stated goals and share key metrics 
and data relevant to ending the epidemic in NYS.

Coming 
Soon!



Implementation: AAC ETE Subcommittee
AIDS Advisory Council (AAC) Ending the Epidemic (ETE) Subcommittee:  
The Subcommittee will ensure on-going formal involvement of the AAC in follow-up 
and recommendations on the implementation of the Ending the Epidemic Task 
Force (ETE TF) recommendations.

 16 Members: The selection of members to the Subcommittee was conducted as 
part of the completion of the work of the ETE TF and is representative of each 
ETE TF Committee

 Bi-Monthly meetings

 Co-Chairs:  Charles King, President and CEO, Housing Works, Inc.
Marjorie Hill, PhD, CEO, Joseph Addabbo Family Health Center 

 Ending the Epidemic Website: 
https://health.ny.gov/EndingtheEpidemic
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NYS Regional Discussions
• Receive updated information about HIV/AIDS in your region/borough.

• Provide input on identified service gaps in your region/borough.

• Participate in regional/borough discussions about ending the epidemic.

Syracuse August 3

Buffalo August 12

Rochester August 13

Albany August 18

Hudson Valley August 24

Bronx August 31

Manhattan, Upper September 22

Manhattan, Lower September 21

Brooklyn September 24

Queens October 13

Staten Island October 14

Nassau County November 12

Suffolk County November 13

NYS Regional Discussion Dates
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"Based on their most recent viral load reported through December 2014, 74.6% of the HIV-
infected individuals enrolled in Medicaid between 2011 and 2013 were virally suppressed.“
NYSDOH AIDS Institute Office of Medicaid Policy and Programs
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September 3, 2015

Dan O’Connell
daniel.oconnell@health.ny.gov

518 474 6399

mailto:daniel.oconnell@health.ny.gov
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