
 
 

 
 

  

 

 

 

 

    

  

 

  

 

 

 

 

 

 

 

  

   

  

 

     

 

 

    

Comments on
 

DSRIP Primary Care Plans
 

December 21, 2016
 

The Community Health Care Association of New York State (CHCANYS) appreciates the 

opportunity to submit these comments on the DSRIP Primary Care Plans.  CHCANYS is 

supportive of the overall goals of DSRIP and its recognition of the need for a transformed health 

care system in New York—one that sustains and enhances our primary care foundation and shifts 

away from the historic emphasis on inpatient care. All 65 of New York’s federally qualified 

health centers (FQHC) are in one or more Performing Provider System (PPS) Network, and a 

majority are active participants on PPS governance, including finance and clinical boards.  

Health centers are extremely engaged in numerous DSRIP projects and have played a central role 

in the development and implementation of DSRIP projects that drive transformation.  

CHCANYS solicited input from our members on their PPS leads’ Primary Care Plan(s) which 

informed the comments below.  

Support for Community-Based Providers 

CHCANYS thanks the Department for including the Primary Care Plans as a component of the 

Midpoint Review Assessment.  The success of DSRIP is reliant on meaningfully integrating PPS 

community partners into all aspects project planning and implementation and leveraging 

partners’ expertise and existing capabilities. PPS projects should not be focused on replicating 

services or advancing a PPS lead’s particular business strategy, but should build off existing 

capabilities for providing community-based primary care. CHCANYS provided feedback to the 

Department during the development of the Primary Care Plan process and urged the Department 

to require the PPS specify how they are working with community-based primary care providers, 

as opposed to solely hospital or institution based primary care providers.  

Unfortunately, the Primary Care Plans do not uniformly include this level of specificity and 

instead tend to just refer to PCPs generally, without indication of whether they are hospital 
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affiliated or community-based.  In fact, CHCANYS heard from many of our members that they 

were unaware that their PPS had drafted a Primary Care Plan and were not involved in its 

development. This sentiment was echoed in comments we received from FQHCs on the content 

of their PPS lead’s Primary Care Plan.  One FQHC noted that their PPS did not contact them to 

determine their capacity for expansion or seek additional information on their model of care, 

despite the fact they are one of the largest health centers in their PPS network, and would be 

willing and able to collaborate.  This same health center commented that although the PPS lead 

states that they are looking to leverage the existing FQHC infrastructure and experience to 

further develop a sustainable primary care system, the resources they have received from the PPS 

to date are “miniscule compared to our contribution” and the total amount of funding distributed 

to PCPs and clinics – which includes both community-based and hospital affiliated providers – 

thus far totals less than 5% of the funds the PPS has received from the State.  The FQHC writes 

that providing community-based primary care providers with “some real financial resources” 

would help the PPS “improve preventative quality measures” and meet several key performance 

targets they are currently missing. While CHCANYS appreciates that the Primary Care Plans 

are intended to highlight the fact that primary care is integral to the success of DSRIP, we 

continue to be concerned that FQHCs and other community-based providers have not been given 

adequate voice and support in DSRIP for their critical work. As one health center, who is on 

the governance board of their PPS, notes, “In general [our PPS] is a transparent organization 

with a democratic decision making process; however, because of their size, [two large hospitals 

in the PPS] dominate decision making and have more resources to chair committees and take on 

leadership roles.” 

Greater Transparency on Funds Flow 

The need for transparency of funds flow was raised repeatedly in health centers’ comments.  One 

health center noted that although they were pleased that the Primary Care Plans included training 

and resource opportunities for primary care networks, there remained no clear accounting of 

what percentage of these dollars and resources were being devoted to the development of entities 

that are directly affiliated with the PPS lead.  Another FQHC stated one of their biggest overall 
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complaints was the amount of money going to consultants and PPS management, and the 

comparable lack of funding going to the network partners.   Health centers across the state 

remain very concerned that the hospital-based PPS leads are seeking to expand and/or build their 

own primary care networks, even when there are well developed community-based primary care 

systems with the capacity, ability, and desire to grow.  In one region, a health center notes, a 

hospital is seeking to develop at least two new ambulatory care facilities in very close proximity 

to the existing FQHC site, claiming a lack of capacity. CHCANYS strongly urges the 

Department to require PPS to provide more detailed reports on funds flow to their network 

partners, in addition to public reporting of the same.  

PPS Collaboration with Other Statewide Initiatives 

CHCANYS previously recommended to the Department that PPS should report in their Primary 

Care Plans how they plan to collaborate with statewide programs that provide TA, including the 

Regional Extension Center, the Transforming Clinical Practice CMS grant and the SIM 

grant. We are pleased to see that PPS leads did report of on how they were leveraging existing 

TA programs to support their primary care providers.  However, it appears as though in some 

PPS those opportunities have not been made available to all the network partners.  One health 

center noted that the at least two of the contractors chosen by their PPS to assist PCPs on 

meeting DSRIP outcomes, including achieving PCMH level III and integrating primary care and 

behavioral health, had limited experience working with community-based providers and had not 

sought to engage with the health center at all.  They are very concerned that the PPS contractor 

leading TA on integration of behavioral health, “has no experience implementing integrated care 

in… FQHC settings, which are markedly different, including workflows, billing, and 

reimbursement.” Furthermore, the health center reported that they were unaware of any efforts 

by the PPS or the contractors to address or incorporate Advanced Primary Care (APC) into their 

TA and practice transformation strategy.   One health center expressed deep concern that their 

PPS lead’s efforts to increase access to specialty services was overly reliant on using 

telemedicine services and seemed to be reducing on-site specialty staffing, leading to a marked 

decrease in access for patients.  
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Transition to Value Based Payment 

As major Medicaid safety net providers and comprehensive care providers, FQHCs have vast 

experience in caring for and designing effective interventions for at-risk populations, those who 

face health disparities and have inadequate access to quality health care. Accordingly, health 

centers are essential partners in the State’s healthcare transformation efforts, including the 

transition from visit driven payment to value based payment (VBP). CHCANYS appreciates that 

the PPSs were required to report on how they are supporting primary care providers’ ability to 

effectively participate in VBP arrangements.   

State law generally prevents PPSs from being contracting entities in VBP arrangements.  Thus, 

many PPSs are seeking to become independent practice associations (IPA) for purposes of VBP.  

It is understandable that many PCPs will seek to join these hospital-led IPAs, to increase their 

negotiating power with managed care companies.  However, we have a strong concern that at 

least two PPS leads may be inappropriately seeking to influence primary care providers’ decision 

to join the PPS-lead IPA by indicating that they may withhold DSRIP payments, or prevent them 

from earning shared savings, if they do not join their IPA or join another IPA.  A health center 

commented that although their PPS has spent a considerable amount of time discussing the 

transition to VBP and the potential structure of an IPA, very little time has been spent addressing 

if and how FQHC patients who are not affiliated with the lead hospital entities would access 

needed specialty care.  CHCANYS requests that the Department affirmatively ensures that PPS 

leads and network partners are aware that participating in a PPS-led IPA is not a condition of 

DSRIP, that patients will still have timely access to specialty care, and that the Department seeks 

to prevent such undue influence from occurring.  

Additionally, the State should ensure that those PCPs who do choose to participate in hospital-

led IPAs have access to adequate resources, in the form of pre-payment or shared savings, to 

support their role in increasing quality outcomes and reducing avoidable hospitalizations and 

associated costs.  The VBP Roadmap recommends that professional-led IPAs share a portion of 

their savings with the affiliated hospitals, yet the State does not recommend a reciprocal 
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requirement in which hospitals share their savings with professional-led VBP contractors in any 

type of hospital-led VBP contract.  A VBP arrangement in which a PCP-led IPA is required to 

share savings with an affiliated hospital limits the primary care providers’ return on investment 

and creates yet another disincentive to their participation in VBP contracts.  CHCANYS is very 

concerned that this paradigm not only disincentivizes primary care providers from participating 

in VBP arrangements, but creates an unequal playing field that continues to perpetuate a hospital 

centric delivery model.  CHCANYS strongly opposes any such shared savings requirement for 

professional-led IPAs without a comparable requirement for hospital-led IPAs.  

CHCANYS thanks the Department for the opportunity to comment and looks forward to 

continuing to work together to ensure that community-based primary care providers are provided 

with the resources necessary to support their critical role in State’s healthcare transformation 

goals.  
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December 21, 2016 

To Whom it May Concern: 

Hudson River Healthcare (HRHCare) is pleased to submit comments regarding 

the primary care plans recently submitted by Performing Provider Systems 

(PPSs). HRHCare is a network of nearly 30 federally qualified health center 

(FQHCs) locations in the Hudson Valley and Long Island of New York. 

HRHCare provides comprehensive primary, preventive, behavioral, mental health 

and oral health care services to 135,000 patients annually. HRHCare, a PCMH 

Level III Medical Home, holds leadership positions in a number of the PPSs 

including the Montefiore Hudson Valley Collaborative and the Suffolk Cares 

Collaborative. 

We commend the state for requiring PPSs to develop primary care plans, 

recognizing the central role of community-based primary care services in 

delivering on the overarching goal of reducing potentially preventable hospital 

activity. While we believe these plans are a crucial first step, we would add that it 

is difficult to compare the plans, as most of the PPSs have submitted feedback in 

very different formats. In addition to this overarching point, we would submit the 

following more detailed comments: 

1.	 Promote greater consistency and transparency in how dollars are 

directly allocated to independent primary care partners and advance 

reasonable limits on PPS self-pay to augment primary care and for 

non-primary care purposes 

We appreciated that several of the plans describe extensive training opportunities 

and other resources outside of direct funding that will be made available to 

primary care network partners. This is important work, however, it is still nearly 

impossible to discern how many dollars PPSs across the state are devoting 

directly to independent primary care providers achieving DSRIP milestones. 

Some of the PPSs have combined resources being channeled to community-based 

organizations (e.g. social service providers) alongside resources being allocated to 

other types of primary care providers. Additionally, in some cases, PPS leads are 

supporting the development of ambulatory resources that are their subsidiaries 

(active/passive parent) or clinical affiliates. 

We would strongly urge DOH to require PPSs to report upon financial resources 

going to independent primary care partners, so that it is clear how funds are 

growing a collaborative, but separate network of providers vs. being used to 

augment the ambulatory presence of historically inpatient networks of care. While 



  

      

      

               

 

 

  

       

     

   

   

       

     

 

 

  

  

     

      

      

     

   

    

     

    

       

       

        

    

   

 

 

     

     

  

 

  

 
 
 

                                                        
 

  

DSRIP is a collaborative enterprise among independent partners, we would 

suggest that the inability to disentangle funds flow in this way allows for PPS 

self-investments that may compromise the competitive advantage of 

existing resources. 

With the information that is available, however, it also seems as though primary 

care may well be underfunded amidst other program activities. The October 2016 

progress report to the state showed that a third of PPSs allocated more than half of 

funds to central project management offices and almost a quarter devoted more 

than half of funds to hospital providers.
1 

With consistent, transparent information, 

we would encourage DOH to place reasonable limits PPS leads may be paying 

themselves, including subsidiaries, at the expense of primary care related 

activities. 

2. Align VBP arrangements with primary care goals 

As many of the PPSs form IPAs to support the transition to value based payment, 

it is critical that underlying agreements incentivize and enhance primary care. 

Because very few PPSs in the state are led by standalone primary care providers 

or physician groups, many PCPs across the state will join IPAs led by larger, 

multi-faceted health systems typically led by hospitals. In such arrangements, it is 

important to ensure that downstream shared savings allocations or pre-payments 

provide appropriate resources to primary care providers, particularly given the 

enhanced role they will play to support care management, integrated behavioral 

health models, and reduce potentially preventable hospital admissions. To that 

end, we would strongly urge the state to take steps to ensure that IPAs offer 

primary care providers a notable portion of the savings associated with reduced 

hospital-based costs. We would advance a concept where half of savings 

associated with reduced hospital are shared with primary care providers in such 

downstream partnerships as a potential approach, contingent upon quality 

performance. 

Thank you for your consideration. Should you have any questions, please feel free 

to contact my staff member, Hope Glassberg, Vice President of Strategic 

Initiatives & Policy (hglassberg@hrhcare.org, 845-745-5842). 

Sincerely, 

Anne Kauffman Nolon, MPH 
President & CEO, HRHCare  

1 http://www.health.ny.gov/health_care/medicaid/redesign/dsrip/2016/docs/2016-10-
07_pps_progress_report.pdf 

mailto:hglassberg@hrhcare.org
http://www.health.ny.gov/health_care/medicaid/redesign/dsrip/2016/docs/2016-10-07_pps_progress_report.pdf
http://www.health.ny.gov/health_care/medicaid/redesign/dsrip/2016/docs/2016-10-07_pps_progress_report.pdf












  
   

 
   

  
  

 

  

   
  

    
   

      
   

 
   

 

  

    
 

  

 
 

  
    

     
   

     
    

 

 

 
  

      
 

New York State Office of Alcoholism and Substance Abuse Services
 
Comments on DSRIP PPS Primary Care Plans
 

In response to the DSRIP PPS Primary Care Plan Reports (Reports) the New York State Office 
of Alcoholism and Substance Abuse Services (OASAS) offers the following recommendations 
for consideration and action: 

Use of Screening, Brief Intervention, and Referral to Treatment (SBIRT) 

An overarching theme in the Reports was a lack of incorporation of SBIRT into primary care 
practices. A small number of Reports provided a vague explanation of the way in which SBIRT 
was being incorporated into primary care practices, but many more failed to mention SBIRT 
and/or screening for substance use disorder at all. New York State is in the midst of a 
heroin/opioid epidemic epidemic. Moreover, risky or unhealthy substance use and substance use 
disorders are among the leading drivers of hospitalizations and admissions. Screening for 
substance use disorder should be incorporated into every primary care practice in our state in an 
effort to combat addiction and prevent needless overdose deaths. OASAS recommends that PPS 
Primary Care Plans require use of SBIRT within all primary care settings. 

Integration of primary care and behavioral health care 

Two additional overarching themes in the Reports was the lack of local behavioral health 
providers and a lack of association between primary care providers and the local behavioral 
health providers. This often means that when individuals are identified by PCPs as needing SUD 
treatment services, the PCPs are unable to refer them for appropriate treatment. 

OASAS providers certified pursuant to 14 NYCRR Part 822 have the authority to deliver SUD 
services off-site. This novel concept was intended to expand access to addiction treatment 
services for those individuals that do not currently access services. OASAS strongly encourages 
each PPS take advantage of this enhanced regulatory flexibility and vigorously pursue the 
creation of partnerships between substance use disorder treatment providers and primary care 
providers OASAS-certified providers and credentialed staff already have the skills in place to 
effectively deliver addiction treatment services and should be incorporated into primary care 
practices in a meaningful way, with full PPS support and engagement. 

Expansion of Medication Assisted Treatment (MAT) for substance use disorder 

Physicians must seek an additional authorization to prescribe the medications used for MAT, 
such as buprenorphine. The Reports only limitedly addressed the need to expand the number 
of physicians trained to prescribe buprenorphine. In addition, new federal changes 
expanded the ability to prescribe buprenorphine to nurse practitioners and physicians 



   
    

     
  

 
     

   
 

 

 

 
   

   
 

  
  

  
   

 

 

     
  

 
   

 
  

  
  

  
 

 

assistants, presenting a valuable opportunity to make increase access to MAT, in conjunction 
with behavioral therapy, to achieve the DSRIP triple aims. 

OASAS strongly encourages each PPS to rapidly implement a plan to increase physician’s 
ability to prescribe, connect those physician’s with in-network providers already prescribing 
for this purpose (such as a mentoring program) and build a connection with community-
based SUD treatment and recovery providers to ensure continuing care, including 
complementary therapies and recovery supports, that should be used in combination with 
medications 

Preparing PCPs for VBP 

The Reports evidenced little to no discussion of how they plan to get the PCPs ready for 
VBP. We are concerned that this lack of readiness among PCPs translates to, or at least 
reinforces, a lack among SUD treatment providers. PPSs should begin now to promote 
connectivity between PCP’s and our specialty treatment providers, as well as with 
community-based organizations addressing social determinants of health, so that networks 
can position themselves to provide a continuum of care in a VBP contracting environment. 
This connectivity will be especially important for the Total Care for General Population and 
Integrated Primary Care Chronic Care Bundle arrangements. 

PPS Funds Flow and support for PC strategies 

The Reports similarly evidenced little to no discussion of how the current (or plan for) PPSs 
funds flow supports their PC strategies. Without adequate funding, PCPs, many of whom are 
already overburdened and understaffed, will not be able to fully implement clinical 
integration efforts such as EHR exchanges, SBIRT, and promotion of connectivity across the 
care continuum. OASAS recommends PPSs develop innovative funding vehicles that will 
promote investment in workforce development and infrastructure of a more integrative care 
delivery system. Workforce development and capital seed funds should be combined with 
P4P incentives that target PCP system transformation. Strategically aligned incentives will 
require, in turn, investments in data collection and reporting capabilities that use timely and 
actionable data and information that support a CQI process. 
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