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Appendices

A.

Selected Combined Data Tables: Data tables forall countiesinthe CNYCCservice area. These tables
are alsoavailable foreach countyin individual County Profiles.

Inventory of Resources by County: A list of health care and non-medical servicesin each county.

Quality Data (Hospitals, FQHCs, and HEDIS): Tables of quality datafor hospitals, health centers, and
HEDIS measures forall countiesinthe CNYCCservice area.

Executive Summary of CNY Report: This primary care needs assessment was conducted in 2013 by
John Snow Inc. (JSI)

Findings of 2013 CNY Consumer Access Survey: This survey was conducted as part of the Central
New York Needs Assessment.

Central New York Safety Net Assessment: This executive summary provides an overview of findings
fromthe Central New York Safety Net Assessment for eight counties: Cayuga, Cortland, Herkimer,
Madison, Oneida, Onondaga, and Oswego. The focus of the needs assessment was on Medicaid and
Self Pay populations. The needs assessment was conducted in 2013 by JSI.

Mapping Applications: Links to the four mappingapplications, as well as an overview of the level of
analysis andlayers available.

Key Informant Interview Guide: This served as the guide forkey informantinterviews with four
types of interviewees: community based resources, other health care providers, hospitals, and
individuals involved with policy development.

List of Key Informant Interviews by County: Thislistincludesthe name, organization of affiliation,
and interview type forall key informantinterviews conducted.

CNYCC Regional Maps. Several maps of the CNYCC region are included. These maps provide
demographicand utilization data at the sub-countylevel. The maps are staticimages pulled froma
series of dynamic, online mapping applications.

Note: At the time the Appendices for this report were created, eleven counties were included in the PPS

service area. Since then, the number of counties included in the service area was reduced to six. While
the reportincludes only those counties which were finally included in the service area, some of the

appendices include data elements from the original eleven counties.
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I. OVERVIEW OF THE DELIVERY SYSTEMS REFORM INCENTIVE PROGRAM AND THE
COMMUNITY HEALTH ASSESSMENT

A. DSRIP Overview

The Delivery System Reform Incentive Payment Program (DSRIP) is groundbreaking initiative to
transform the health system of New York State. The over-riding focus of DSRIP is reducing avoidable
hospital use by 25% over 5 years for the Medicaid and uninsured populationin New York State.
However, DSRIP has five key goals. First, DSRIP aims to be a truly transformative initiative at both the
system- or market-level as well as the state level. The primary driver of this transformation willbe a
series of Performing Provider Systems (PPS), which have been formed throughout the State of New York
as broad, truly collaborative entities that will work togetherto achieve the goals of DSRIP. However,
there are a range of policy and regulatory changes that will occur at the State-level that will also have
tremendousimpact on facilitating the transformation.

Second, DSRIP aims to reduce avoidable hospital use and improve other health and publichealth
measures. While the primary measure of success s clearly reduction of avoidable hospital use, thereis a
clearappreciation forthe fact that this cannot be accomplished without also addressing the underlying
root causes of illness thatare responsible for the bulk of death and disease in the population.

Third, DSRIP aims to sustain the transformation beyond the 5-year waiver period by buildingon New
York State’s efforts of related to paymentreform. Integral to this effort will be shiftaway from
traditional fee-for-service methods of payment to more global forms of payment combined with paying
service providers across the spectrum for achieving specific patient-related metrics or outcomes (Pay-
for-performance).

Fourth, DSRIP aims to provide financial support to the PPS, and particularly the State’s vital safetynet
providers, tosupportthe systems transferand development of critical market-level infrastructure.

Finally, if DSRIP is goingto have a lastingimpact on the leading causes of iliness and death in their
service areas, itis clear that the PPSs’ initiatives willhave to look beyond the walls of the traditional
health care settingand involve the publichealth and community heal th sectors. In conceptualizing
DSRIP, the State is making a very conscious effort to move the worlds of clinical medicine and primary
care and the worlds of publichealth and community medicine closertogether. Asaresult, the PPSs’ will
needtoinvolve these sectors, along with behavioral health, dental health and community organizations,
inthe process and explore how to integrate the efforts of these sectorsin meaningful ways.

B. The Central New York Care Collaborative and the Context of the Service Area

The Central New York Care Collaborative (CNYCC) PPSis made up of the broad range of health, public
health, and community partners in the region that must be united to truly reform the health care
system. The CNYCCis made up representatives from hospitals; primary care, behavioral health, medical

Central New York Care Collaborative (CNYCC) Page 1
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specialty, and dental practices; nursing homes and skilled nursing facilities; local publichealth agencies;
housing agencies; single and multi-service community and social service agencies; and a myriad of other
healthand community agencies. The CNYCCisalso

linked to and involves abroad range of othercritical ~
partnersincludinglabor union officials, academic Y
partners, elected officials/policy makers, advocacy
organizations, business partners, the media, and

private foundations. Lewis

wwwwwwww

The service areafor the CNYCC spans six countiesin
the Central portion of Upstate New York from Lewis
County inthe North Country nearthe Canadian
border, to Madison Countyinthe south, to Cayuga
Countyinthe west, and Oneida Countyinthe east.
Specifically, the CNYCC encompasses the following

eight Counties: Cayuga, Lewis, Madison, Oneida,

Onondaga, and Oswego (Figure 1).

. . Onon‘:yj‘daga Madison
The regionislargely rural but has a number of —
substantial population centers, including the Cities of PRVSEE : ()
Syracuse and Utica, which are the dominant =

metropolitan areasin the region. Demographically, the Figure 1: CNYCC Service Area Map
populationis predominantly White, non-Hispanicbut

there are significant pockets of racial/ethnic minority populations throughout the region, including large
communities of recentimmigrants, refugees, and asylees, particularly in Syracuse and Utica. Specifically
relevantto DSRIP, there are also large proportions of low-income Medicaid insured residents living
throughout the region. Infact, every countyinthe CNYCC service area has proportions of residents living
in poverty or low income households that exceed the Upstate ' and New York State averages. The region
isslightly olderthan the Upstate New Yorkand New York State populations overall with larger
proportions of olderadults. Economically, the region was hard hit by the economicdownturn and while
it has made grade stridesisstill recovering. There are large pockets of unemployed orunder-employed
workersand many residents have left the workforce.

There are great assetsin the regionthatwill be drawn on by the CNYCC to develop astrong, vibrant,
collaborative system of care but the assessment will also show that there are significant gapsin health
and social services and in most parts of the region the community health infrastructureis quite limited.
As aresult, large proportions of the population face major barriers to care and access. These factors are
oftenintensified by the social, economic, and environmental factors that are pervasive in many of the
cities, towns, villages, and neighborhoods throughout the region. Limited transportation, high rates of

! Upstate NewYork forthe purposes of the CNA is defined as all areas inthe State of New York, except for New York City, which
mirrors the New York State Department of Health’s definition.

Central New York Care Collaborative (CNYCC) Page 2
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poverty, and lack of affordable housing are some of the leading determinants of negative health
outcomes.

Thisdocument will identify these strengths, weaknesses, and details with the clarity and vision
necessary to pave the way fortrue redesign efforts and to enable the partnerorganizationstoinvestin
the staff, resources, and technology necessary to make the goals successful.

Community Health Needs Assessment Overview and Engagement Process

One of the truly groundbreaking aspects of the DSRIP program isits data-driven approach and
incorporation of population health principals. All of the PPSs throughout the State are required to
conduct comprehensive community health needs assessments (CHNA) that collect both quantitative and
qualitative data. The CHNA mustalso engage all stakeholders and leverage the assessment activities
conducted by local health departments and the State’s community hospitals as part of the State’s
Prevention Agendaand the Community Health Improvement planning process. The CHNAis meantto
guide andinform all aspects of the CNYCC’s project selection and implementation plans, as well as
ensure that CNYCC's initiatives are aligned with existing community health efforts and the State’s
Prevention Agenda.

The CHNA mustinclude adescription of the populationto be served and an assessment of its health
status and clinical care needs, as well as an assessment of the health care and community wide systems
and resources availableto address those needs. The essential components of the CNYCC assessmentare
briefly described below and are described in detail in Section V of thisreport. The ultimate goal of the
CHNA s the selection of DSRIP projects that are based on a solid understanding of the health needs of
the population and the resources available to address them that will help achieve the Triple Aim:
improved health, lower costs and improved quality.

Central New York Care Collaborative (CNYCC) Page 3
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Il. SUMMARY COMMUNITY HEALTH NEEDS ASSESSMENT APPROACH AND METHODS

A. Summary Approach

The goal of the community needs assessment (CNA) was to provide an understanding of the CNY
region’s population to be served, health status and clinical care needs, and available health care and
community wide systems to address those needs. The results of this process provided the foundation for
DSRIP strategy selection, ensuring that the strategies chosenreflect the actual needs of the community
and that they will have ameaningfulimpact on Triple Aim goals: improved health, lower costs, and
improved quality.

B. Summary Methods

To understand the key challenges and resources available, a significantamount of quantitative datawas
identified and reviewed. In addition to this quantitative review, qualitative data was acquired through a
survey of PPS partners, in-depth key informantinterviews, consumer engagement activities,and a
review of past needs assessments. The final phase in the CHNA process was to communicate findings to
community leaderstoelicitfeedback onand responsesto the data. This section provides a brief
overview of the methods used to develop this CHNA; a more comprehensive review of the methodology
used to complete this CHNA can be foundin SectionV, subsection A.

Quantitative Data Analysis

The quantitative assessmentinvolved areview of the dataelements outlined in the DSRIP guidance
accordingto the domains: Domain 2) System Transformation, Domain 3) Clinical Improvement, and
Domain 4) Population-wide Strategy Implementation. Data sources, including those available on the
Department of Health’s Health NY website, were reviewed. Data elements forthe countiesincludedin
the PPSwere extracted and compared to Upstate and New York State averages, when available. A more
complete description of the quantitative analysis can be foundin Section V.

PPS Partner Survey

Concurrently, qualitative data was gathered through a number of sources, the first of which was a PPS
PartnerSurvey. The purpose of the survey was to cast a wide net of potential partnersandresourcesin
theregion. The audience forthe PPS Partner Survey was identified as those organizations that the PPS
had included as partnersintheir DSRIP planning application to NYS DOH. This original list, included in
the application to NYS DOH, was used to create a list of PPS Partner Survey recipients. The list of
partnersincluded general partnering organizations, other partnering organizations, physicians, and
pharmacy partners. Over 200 contacts received the survey. This online survey collected address
information that was used to map partners, and capacity and services information to provide an
understanding of available resources and remaining gaps. A total of 173 organizations completed the

Central New York Care Collaborative (CNYCC) Page 4
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survey between August 21and September 30, 2014. It isimportantto note that these 173 organizations
covered the original PPS service area of eleven counties. Survey datais reportedinthisreportin the
aggregate, and some of the respondent organizations may lie outside of the six countiesincluded in the
final CNYCC Region service area.

Key Informant Interviews

In additiontothe PPS PartnerSurvey, key informantsin the participating counties were identified forin-
depthinterviews. Atotal of 78 interviews were completed in the region. These interviews provided
context forthe data by focusing on perceived priority issues and root caus es of hospital readmissions.
The PPS generated the list of original contacts to be interviewed. These names were selected by the PPS
because the organization was identified as a key partner for the DSRIP project (i.e., akey county
provideridentified in Table 15 of thisreport) and theirinsight was seen as key to developingthe picture
of needsandresourcesinthe service area. Interviewees selected by the PPS were interviewed by JSI.
Duringthisinterview, the interviewees were given the opportunity to identify other key names for
additional information. The goal in contacting this second round of names was to achieve and ensure
saturationin keythemes.

A total of 102 interviews were conducted across the entire region; of these, 78 were conducted in the
six counties of the CNYCC Region. These interviewees were diverse on anumber of indicators.
Interviews were conducted in eleven counties in Central New York, including Cayuga (9), Cortland (9),
Herkimer(7), Lewis(7), Madison (11), Oneida(19), Onondaga(20), Oswego (12), and St. Lawrence (7).
Additionally, the interviewees were diversein the type of organization they repre sented, including
county agencies (health, aging, and mental health departments), federally-qualified health centers,
Health Home agencies, case management organizations, hospital administrators/clinicians, hospice
providers, behavioral health providers, community service organizations, ARCagencies, housing
authorities, community action partnerships, community coalitions, rural health councils, the Salvation
Army, Catholiccharities, and many othertypes of health and community organizations. Alist of
interviewees, including name, organization, organization type, and county of location, can be foundin
Appendix |. The diversity in geography and organization type resulted in a saturation of themes
surroundingresources and gapsinthe service area.

Consumer Engagement Activities

Inputfrom consumersis a critical part of the CNYCC PPS. In-person consumer engagement activities
were conductedin each of the CNYCC counties. These activities ranged from structured focus groups to
guided listening sessions toindividualinterviews. Both JSI and Eric Mower and Associates (EMA)
conducted consumer engagement activities. Discussions with consumers were guided by aninterview
protocol. The protocol encouraged discussion on access barriersincluding provider communication, care
coordination, and experience locating services.

Participants were recruited by partnership agenciesin each County. Agencies included community
organizations and mental health providers, among others. Participating agencies included: Central New

Central New York Care Collaborative (CNYCC) Page 5
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York Adult Homes Inc., Cayuga County Mental Health Center, Liberty Resources, CazCares, Catholic
Charities, Hutchings Member Support Center, Sunrise Recovery Center, Faxton-St. Luke’s Hospital and
their Partner Advisory Committee members, Oswego Health, Lewis County Health department, North
Regional CenterforIndependent Living, and the Human Services Center. These agencies were
geographically spread toincrease access to participants and ensure diverse perspectives. Agencies
recruited participants either by asking patients who were attending the site foravisit to participatein a
group or individual interview, or by active outreach to agency participants. Inall over 101 individuals
from the six PPS service area counties provided input on their experiences with the health care system.
Participantsin these activities were predominantly Medicaid recipients with asignificant numberalso
being covered by Medicare. The latter group of dually eligible was acombination of seniors and persons
with developmental disabilities.

Westernand Central New York Low Income Consumer Survey (2013)

In 2013, JSI developed andimplemented a Central New York Consumer Access Survey (CNYCSS). The
2013 Central New York Consumer Access Survey (CNYCS) was developed to understand consumer
experience related to using primary care servicesin the region. The primary objective isto understand
gaps inservices encountered by adults accessing care for themselves and/or children. The survey
guestions, which were designed to mirrorand complement the qualitativeinterviews with providers and
otherkeyinformants, assesses consumers’ experience scheduling appointments, reaching providers by
phone, and ability to communicate with providers to access care and a medical home. The survey
covered general health access barriers such asinsurance status and communication as well as specific
barriers to different types of medical services. The survey was designed based on the 2007 Westem New
York Consumer Access Survey (WNYCAS), which was developed primarily by drawing questions from
existing state and national health surveys. Where questions were not available to address specificissues
of interestto HFWCNY, JSl adapted similar questions from previous JSI surveys.

The goal of survey distribution was to capture familiesin two distinct groups: 1) those waiting for
services and affiliated with one of the community health centers or other pediatric providers that serve
low-incomefamilies; and 2) familiesinthe community whose status related to the safety-net utilization
were unknown. The survey was distributed face-to-face to parents at community agencies, events, and
provider offices with the cooperation of numerous organizations and individuals across the central New
York region. A total of 571 surveys were collected from Septemberthrough October 2013.

The findings of this survey were used to inform the data collection forthe DSRIP application. The results
of the survey were discussed thoroughly in the 2013, and the executive summary of the findings of this
reportare included as Appendix D. The detailed review of the results of the CNY Consumer Access
Surveyisincludedin AppendixE.

Central New York Safety Net Assessment (2013)

In 2013, JSI with the support of the Health Foundation of Western and Central New York conducted a
primary care and safety netassessmentin Central New York that focused on eight countiesin Central

Central New York Care Collaborative (CNYCC) Page 6
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New York including all of the counties that are part of the CNYCC's service area. This assessment
involved the following eight counties: Cayuga, Cortland, Herkimer, Madison, Oneida, Onondaga, and
Oswego. ISl used both quantitativeand qualitative methods to identify key gapsin the safety netin this
region at the zip code level. The analysisincluded characterizing safety net providers, the Medicaid
population, health status and indicators of inappropriate care, rates of admission and rates of discharge
across the eightincluded counties. The key findings of this report also served as the foundation for this
needsassessmentforthe DSRIP application. The executive summary of the findings of this past needs
assessmentareincludedin AppendixF.

Quantitative and qualitative data wasfirst reviewed on the county-level, and county profile reports of
the data were created. These profiles should be reviewed foramore in-depth understanding of county-
specificissues. Thisreport summarizes issues across the participating counties.

New York State Prevention Agenda Needs Assessments

The qualitative assessment that was conducted as part of the CNYCC CNA alsoinvolved areview of prior
needsassessments conducted by local health departments and hospitalsin conjunction withthe New
York State Prevention Agenda. The purpose of this step was to explore whetherthe findings of the CHA
aligned with past assessments.

Central New York Care Collaborative (CNYCC) Page 7
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I1l. NEEDS ASSESSMENT FINDINGS

A. Description of Community to Be Served

A robustassessment mustincludeathorough discussion of the community to be served so that projects
can be selected and implementation plans can be developed that are tailored to the specificgeographic,
demographic, socio-economic, and health status characteristics of the population. While itiscritical to
understand the overall characteristics of the community and service areaatlarge, itis important to note
that with respectto DSRIP the emphasisisonthe low income Medicaid insured and uninsured segments
of the population.

This section of the assessment will include a succinct narrative, along with graphical, mappingand
tabulardata figures, that describe the demographics of the proposed population to be served, as well as
the leading health status and service utilization factors. Thisinformation will facilitatethe selection of
the most appropriate, value-added projects and the design of tailored strategies that will allowthe
CNYCCto achieve the DSRIP goals. In thisregard, itshould be noted that while thereisaclear
understanding of the importance of raising overall health status as way of facilitating sustainable
transformation, the primary measure of success for DSRIP is the reduction of inappropri ate hospital
inpatientand emergency department utilization.

The Demographics section below willinclude a discussion of the datarelated to gender, race, ethnicity,
age, income, disability status, mobility, educational attainment, housing status, employment status,
Medicaid/insurance status, access to a regularsource of care, language and health literacy, legal/illegal
immigrant/migrant status, and urban/rural status. Most of the data sources focus on the general, non-
institutionalized population, but care will be takento ensure thatthe CNYCC has an understanding of
special populations such as the homeless, children with special health care needs, disabled adults, and
otherinstitutionalized populations, including those involved in the criminal justice system.

The health status and service utilization section below will build on the review of the demographic
factors above and characterize the health status and utilization factors forthe region overall, including a
discussion of geographicand demographicdisparities in outcomes. Thissection of the assessment will
include areview of:

e Leadingcauses of deathand premature death
e Leadingcausesofillnessand hospitalization

e Ratesof ambulatory care sensitive conditions and the leading causes of preventable
hospitalizations

e Disease prevalence forthe leading medicaland behavioral health conditions

e Maternal and child health outcomes,

e HIVand othersexually transmitted infection indicators, and

e Behavioralrisk factors such as obesity, smoking, drinking, drug overdose, and physical inactivity
=w== Central New York Care Collaborative (CNYCC) Page 8
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Demographic Characteristics

The Central New York Regionis an area of contrasts ranging from large sparsely populated rural tracts to
more densely populated semi-urban areas. Inall there are only three largercities, the dominant being
Syracuse. In relating population demographics to health disparities and health care access barriers, the
focusis often on urban-based minority populations, those who lead complexlives with limited
resources. Howeverin many areas like the Central New York region low income is not solely an urban
issue and limited access to health care permeatesif for different reasons. Most of the health care and
community-based resourcesin the region are located in the more urbanized areas, as are the minority
and foreign-born populations. Limited accessand health disparitiesinthese communities often stem
fromlack of insurance, non-acceptance of Medicaid by providers, cultural and language difficulties. In
the rural areas poverty certainly factors into negative health outcomes, but thisis further complicated
by an absolute lack of health care options and community resource support agencies. Transportationis
asignificant problem. Insome areasitis the distance alone thatimpedes access to care — extensive
drives through backcountry roads, particularly in the winter months, are deterrents to accessing regular
preventiveand primary care. People oftenwaituntilthere is no choice butto go to the hospital with
conditions that potentially could have been rectified at an earlier stage. Eveninthe semi-urbanized
areas transportationisanissue as there isvery limited publictransportation outside of Syracuse, Utica
and Ithaca. The several milestothe nearest urbancenter becomesamajorbarrierto accessing care
whenyou do not have a car and the only transportation optionisagroup of volunteerdrivers who are
overbooked every day.

The total combined populationis 1,002,605 with counties ranging fromaround 27,000 in Lewis County
to Onondaga County with over466,000. Geographicallylarge rural areas with few urban population
centers of any significant size characterize the region. While thereisvariationin the density of
population across the counties (21/sq. mi to 599/sq. mi), most of the countiesfall well below the rate
for upstate New York (239 people/sg. mi). Onondaga County isthe densest at 599; however most of the
impactis from Syracuse, which accounts for nearly a third of the county’s population. Within counties
thereisalsovariationinthe distribution of residents. Looking at some of the predominantly rural
countiesitis noticeable thatthe populations tend to concentrate in certain areas. The distribution of
resources reflects this pattern with the vast majority of health care providers and community resources
beinglocatedinthe areas with greater population density. Inthe larger more rural counties
transportationtothe nearest health care resource is often arduous following back roads and circuitous
routes. Otherthan inthe urban areasthereislittle if any publictransportation, compounding the
difficulty in accessing services. Syracuse (144,669) and Utica (61,808) are the main population hubsin
theregion.

Central New York Care Collaborative (CNYCC) Page9
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Most of the counties have experienced an aging of the population overthe pastdecade. In many of the
counties, younger people leftasindustries closed, leaving the olderand poorer residents behind.

Oneida County has the highest proportion of residents age 65+ (17.1%); Cayuga and Lewis Counties also
exceedthe average forthe CNYCCRegion (14.6%). Three of the counties (Onondaga, Lewis, Oswego)
have a larger proportion underage 18 compared to the CNYCC Region (22.5%).

Table 1: Population Demographics by County and Region

% %
% % %
County Population | % <18 % 65+ . . Hispanic | Foreign % LEP
White | Black | Asian i
/Latino Born
Cayuga 79,996 21.6 15.5 92.6 4.3 0.6 2.4 2.4 0.6
Lewis 27,062 24.4 153 97.7 0.9 0.2 13 1.5 0.5
Madison 72,977 21.7 14.2 95.0 1.9 0.7 1.8 2.0 0.3
Oneida 234,336 21.8 16.3 87.0 5.6 3.0 4.6 7.2 2.7
Onondaga 466,179 22.9 14.1 81.6 10.8 3.2 4.0 7.2 1.8
Oswego 122,055 23.0 12.7 96.2 0.9 0.6 2.1 2.0 0.3
City of Syracuse | 144,669 23.0 10.6 56.0 29.5 5.5 8.3 11.1 n/a
City of Utica 61,808 24.7 14.8 69.0 15.3 7.4 10.5 17.6 n/a
CNYCC Region 1,002,605 22.5 14.6 86.9 7.0 2.4 3.6 5.6 1.6
Upstate NY 11,198,904 n/a n/a 81.8 8.7 35 9.7 11.1 n/a
NY State 19,398,125 21.6 14.4 66.0 15.7 7.5 17.7 22.0 n/a

Data Source: US Bureau of Census, American Community Survey, 5-year averages,2008-2012
n/a = data point not available

A leadingfactor associated with limited accessto care and disparitiesin health outcomesiswhether
oneis foreignborn,arecentimmigrant, orpart of a racial/ethnicminority group. Overallthe
population of the regionis predominantly White (86.9%); in four of the six counties Whites comprise
more than 90% of the population. Butthis hasbeen changing. Between 2000 and 2010, there were
majorincreasesinthe racial/ethnic minority populationsin Syracuse and Utica. In 2000, 64% of the
populationin Syracuse and 79% of the populationin Utica categorized themselves as of White race
alone. By 2010, the percent of the population that was White alone had declined to 56% in Syracuse
and 69% in Utica. The fastestgrowing population during this time was the Hispanic/Latino segment of
the population. In 2000, 5% of the population of Syracuse and 6% of the population in Utica were of
Hispanic/Latino origin. By 2010, the percent of the population that was of Hispanic/Latino dissent had
increasedto 8.3% in Syracuse and 10.5% in Utica. In some communitiesinthe central New Yorkregion,
the percentages of the population thatare in racial/ethnicminority groups are as high as 70-80%.
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African American/Blackisthe leadingracial/ethnicminoritygroup, followed by people of

Hispanic/Latino descent.

There are also large and growingimmigrant and refugee populationsin Syracuse and Utica (see Figure
2). Immigrants and refugees struggle with access, health literacy, and various health conditions. Overall
inthe region 5.6% of residents are foreign-born, with the highest percentin Onondagaand Oneida
Countieswith 7.2% each. Withinthese countiesitisthe two cities thatimpact the overall county

experience: 11.1% of Syracuse’s population and
17.6% of Utica’s are foreign-born. The largest
immigrant/refugee populations are from Bosnia,
Somalia, Thailand, Burma, Central America, and
Irag. Amazingly, according to figures from
UNHCR (The UN Refugee Agency), Bosnian
immigrants now constitute about 10% of the
total population of Utica, which has one of the
largest resettlement agenciesin the country
locatedin the county.

“The Mohawk Valley Resource Center for
Refugees has been responsible for the
resettlement of over 13,000 refugees in New
York State since 1979. Over 4,000 of these
refugees have resettled in Oneida County.
Initially, the majority of these refugees came
from Bosnia, the former Soviet Union and
Vietnam. The most recent influx of refugees is
from southern Somalia, Burma and Bhutan.
In addition, Oneida County has a significant
and growing Latino population. The 2005-
2007 American Community Survey 3-year
estimate for the County is that 3.5% of the
population speaks Spanish. It is also estimated

Figure 2. Percent of Residents Who Are Foreign Born Map

% Foreign Born Population, By ZCTA

Quartile Classification
0% - 0.6%
0.7% - 1.8%
1.9%-3.8%

M 3.9%-40%

Oneida

that 549 Native Americans reside in Oneida County. Oneida County’s rural communities are also seeing an

increase of Amish and Mennonite families.”

These individuals are likelyto have language, cultural and othersignificantbarriers to navigating the
health care deliverysystem and receiving appropriate care. This wasindicated in the “Oneida County

2010-2013 Community Health Assessment”:

“Culturally and linguistically diverse residents were identified as a vulnerable population facing personal

barriers to health care in Oneida County.”

2 http://www.ocgov.net/health/CommunityHealthAssess2010-2013
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Accessfor the refugee community is provided primarily through the resettlement clinics such as the
Faxton-St. Luke’s clinic. Agenerallack of access was identified which resultsin peoplegoingtothe ED or
urgentcare centers. Inthese settings language barriers are problematic. Inthe resettlementand
hospital clinics languageissues are handled through volunteers and language -access services. Another
barrieris cultural and religious norms. Lack of understanding of the hierarchy systems within cultures,
for example needingto “get permission” from the ranking male fora female to be treated; not
understanding when and how to access the health care system; not feeling comfortable with the
doctors; were mentioned as barriers to care.

Income, Employment, and Education

Livinginpovertyorina low-income householdisone of the leading factors associated with
vulnerability, asthose whoare inthese income brackets face economicbarriersto care and tendto
have stressin theirindividual orfamily lives thatlimitaccessto care. In the six-county CNYregion, the
low-income population (i.e. thoseliving below 200% of the federal poverty level) comprised 31.6% of
the total population using a 5-year estimate from 2008-2012.

As istrue throughout the nation, low educational Figure 3. Percent of Residents Living Under 138% FPL Map
attainment, poverty and low-income population
ratestendto be highestinurbanand rural areas % Population under 138% of the
Federal Poverty Level (FPL), by
and lowestinsuburban areas. The highest numbers o

Quartile Classification
0%-11%
12%-17%

and highestdensity of those livingin poverty orin
low-incomehouseholds are located in the inner-city
areas of Syracuse and Utica. In many of these inner

18% - 23%
W 24%-78%

city neighborhoods, more than 70% of the
populationlivesinlow-income households.
However, ahigh percentage ofthe region’srural
populationalso livesin poverty. Throughout the

Oswego

region, the county averages for people living below
200% FPLrange from 28.9% in Madisonto 36.3% in
Oswego. ltis notable thatthe more urban counties

Oneida

 ~

experience the highest rates of low-income
residents. Looking at rates of poverty again Syracuse
and Utica stand out at 33.6% and 30.1% respectively,
compared to the region rate of 14.8%. See Figure 3
for a map of the percentof residents living under
138% of the Federal Poverty Level (FPL).

Unemploymentis highestinthe two largercities of

Syracuse and Utica, althoughitis also notable that Oswego and Lewis, rural counties, have high rates as
well. Five of the six counties exceed the Upstate rate for population with less than a high school
education. Syracuse and Utica both exceed the NY State rate. As manufacturinghas leftthe areaover
the past decade the service industry has become the dominantemployment sector. Thistransformation
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means an increase in parttime and low wage work coupled with adecrease inemployer-based
insurance.

These socio-economicindicators factorimportantly in overcoming barriers to accessing health care.
Unemploymentrelates to multiple factors thatimpact health status and access to health care including
disposable income available for health care, access to employer-based health insurance, and car
ownershipamongothers. Numerous key informants cited lack of transportation as a significant factorin
accessing health care. Limited health literacy, both not beingaware of what services are availableas
well as not understanding how to utilize them werealso identified as contributors to unnecessary ED
visitsand higherin-patient rates. These problems are exacerbated forimmigrantand LEP populationsas
they face the added burden of language and cultural barriers.

Table 2: Income, Unemployment and Education Status by County and the CNYCC Service Area

Median
% <100% of % <138% | % <200% % % < Than high
Household
FPL of FPL of FPL Unemployed | school diploma
Income
Cayuga $50,950 12.2 18.5 309 8.2 14.4
Lewis $45,187 13.5 20.0 34.7 9.6 13.2
Madison $52,187 10.8 17.3 28.9 6.0 9.8
Oneida $49,148 15.6 225 34.0 7.7 13.6
Onondaga $53,593 14.3 204 29.6 7.2 10.6
Oswego $47,288 16.4 23.8 36.3 10.0 133
Syracuse $31,459 336 n/a n/a 11.4 19.6
Utica $31,408 30.1 n/a n/a 12.7 21.0
CNYCC Region $51,254 14.4 209 316 7.6 11.9
Upstate NY $54,125 11.2 16.6 25.7 7.7 11.1
NY State $57,638 14.9 215 31.6 8.7 15.1

Data Source: US Bureau of Census, American Community Survey, 5-year averages,2008-2012
n/a = data point not available

Insurance Status, Medicaid and Dual Eligibility

Overallthe CNYregion has a lowerpercent of people who are uninsured compared to both Upstate NY
and NY State. Thisis a result of the aggressive approach to expending Medicaid that New York has taken
as well asa reflection of the pervasive povertyin the region. Withinthe regionthereissignificant
variation ranging froma high of 10.8% in Cayugaand Lewis Counties toalow of 7.7% in Oneida County.
Two of the six counties have rates that exceed the Upstate rate. Meanwhile, the percent of people who
are Medicaid recipientsis higherforthe CNYregion compared to Upstate NY in five counties. The load
that this puts on the health care systemis reflected in the health utilization data below. Many of the
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keyinformants commented that the Medicaid population experiences greater difficulties in accessing
care because of the lack of health care resources available tothem. The community health centers
throughoutthe region are functioning at capacity, as are the othersafety net providers.

Table 3: Insurance and Medicaid Status by County and the CNYCC Service Area

Dual Eligibles
. — A . #Dual as % of
County % Uninsured % Medicaid | #Medicaid #Children #Adult . L.
Eligible Medicaid
recipients
Cayuga 10.8 18.0 17,109 6,060 11,049 3,005 17.6%
Lewis 10.8 17.3 5,574 1,967 3,607 1,091 19.6%
Madison 8.5 143 15,291 5,296 9,995 2,713 17.7%
Oneida 7.7 21.9 66,647 23,534 43,113 11,986 18.0%
Onondaga 8.7 17.0 106,388 39,078 67,310 16,271 15.3%
Oswego 8.3 225 32,625 11,753 20,872 4,520 13.9%
CNYCC
. 8.7 18.6 243,634 87,688 155,946 35,586 14.6%
Region
Upstate NY 9.1 14.9 n/a n/a n/a n/a n/a
NY State 11.3 20.9 5,835,794 1,979,039 3,856,755 | 853,866 14.6%
Data Sources: New York Department of Health, Medicaid Enrollees and Expenditures by County 2012
% Uninsured - US Bureau of Census, American Community Survey, 5-year averages, 2008-2012
n/a = data point not available

Children represent approximately one-third of the Medicaid recipients throughout the region with little
variation across the counties. Thisis consistent with the statewide experience. However, the percent of
Medicaid recipients who are dually eligible exceeds the state percentin all of the countiesin CNY, with
the highest percentin Lewis (19.6%).

The dually eligible population is split between seniors on Medicare who have long term care support
through Medicaid and persons with developmental and other disabilities. As discussed below the latter
group experiences significant difficulties in accessing care due to inadequate capacity and the lack of
community-based transportation services. In 2013, 2.9% (29,116 residents) of the region’s population
received Supplemental Securitylncome due to being blind or disabled, which mirrored the state
percentage. Onondagahad the largest number of residents who were blind or disabled (13,710) but
Oneida County had the highest proportion (3.5%) as a percentage of total population.’

3 http://www.ssa.gov/policy/docs/statcomps/ssi_sc/
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Other at Risk Populations
Persons Experiencing Homelessness

Keyinformantsreportthathomelessnessisaseriousissue in many of the counties. Aside fromthe
urban areasthere are few housing options available for very low-income people. Many of the counties
lack any transitional housing orhomeless shelters. Persons who are homeless utilize the EDs for shelter,
food, showers and clean clothes —particularly as the temperatures drop. Inthe broadrural tracts of the
region’s counties people have very little opportunity tofind affordable housing. Inthe more urbanized
areas persons experiencing homelessness are often those discharged fromin-patient hospital and
behavioral health care facilities. The increasing epidemicof heroin and opiates addictionis exacerbating
the problem.

Persons without Personal Transportation

In listening sessions and focus groups with consumers, transportation was noted as a significant barrier
to care. The only sources of publictransportation are foundin the larger more urbanized areas, those
same places where the majority of resources are located. Many of the countiesin the region have large
rural areas with no transportation resources. Eventhose with cars often have to travel hoursto getto
health care, and evenlongerforbehavioraland oral health care services. People often hold off on going
for care until conditions worsenand end up in EDs or in-patient care with complex problems. People on
Medicaid without cars experience difficulty in accessing care because of the paucity of options available
to them. While most of the urbanized areas have some type of Medicaid transportation service (vans,
private taxis) the waitis often extensive and the length of time frame pick-up to drop-off can be hours.
Some of the programs require 3-day prior notification of appointments and there are limits on how far
they will transport people.

Health Status and Service Utilization

At the core of the DSRIP CNA process isan understanding of the leading causes of death andillness, the
leading causes of inappropriate utilization, and the extent that the population participatesinthe risky
behaviors thatare often the root cause of illness and death. Thisinformation is critical to assessing
health status and risk factors, clarifying health-related disparities, and understanding the nature of
inappropriate utilization. The assessment captured awide range of quantitative data primarily from
State sources but also from certain Federal and local sources as well.

Leading causes of death and premature death

Cardiovasculardisease (heart disease), cancer, respiratory disease, and cerebrovascular disease (stroke)
are the fourleading causes of deathinthe United States, New York, and Central New York, regardless of
age andrace/ethnicity. Combined these diseases account for the vast majority of all deaths across all
geographies. Unintentionalinjuries, pneumonia, and diabetes are also ranked highly in all geographies.
If one takes race/ethnicity into consideration, the distribution of premature deaths is slightly different.
Heart disease and cancer are still the leading causes of death for Black, non-Hispanic populations and
Hispanics. However, in the Black, non-Hispanic population, deaths from diabetes are the third largest
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killer followed by deaths due to stroke and pneumonia. Among Hispanics, unintentional injuries are the
third leading cause of death followed by pneumoniaand diabetes. For Black, non-Hispanicand Hispanic
populations respiratory disease isnotinthe top five leading causes of death. In short, Black, non-
Hispanicand Hispanicpopulations are more likely to die of diabetes and pneumonia than White, non -
Hispanicpopulations.

With respect to DSRIP, the more relevant variable is premature death®, given thatthe initiative is
targeting Medicaid insured and uninsured populations that generally do notinclude most olderadults.
Assessing premature death, ratherthan overall mortality, supports the underlying intention of DSRIP, re-
focusing attention onthe morbidity and mortality that can be prevented. This should ultimately
contribute to reducinginappropriate hospital utilization.

The leading causes of premature death are similarto those of mortality overall butthere are important
differences. The firstand second leading causes of premature deathin New York State, Upstate New
York, and Central New York are cancer and heartdisease. Unintentionalinjuries, respiratory disease,
and diabetesare ranked 3, 4", and 5" respectively and each have a considerable impact on the
premature death rate overall. Ona county basis, there is some variation across the region. Canceristhe
leading cause of premature death followed by heartdisease inall counties. With respect to the 3", 4",
and 5™ leading causes of death across the counties there is even more variation but unintentional
injuries, respiratory disease, diabetes, and suicide are the leading causes. It should also be noted that
exceptinafewisolated casesthe rates of all these conditions across all of the counties that are part of
the CNYCC service areaare higherthan the upstate New York rate overall. This means that children and
youngadults are more likely to die prematurely in the Central New York region than children and young
adultsinthe Upstate New York region overall.

Table 4. Leading Causes of Premature Death, by County

Cause 1 Cause 2 Cause 3 Cause 4 Cause 5
. . . . Chronic Lower .
Cayuga Cancer Heart Disease Unintentional Injury Respiratory Disease Diabetes
Chronic Lower
Lewis Cancer Heart Disease Unintentional Injury Suicide Respiratory
Disease
Chronic Lower
Madison Cancer Heart Disease Unintentional Injury . . Suicide
Respiratory Disease
. . Chronic Lower . . .
Oneida Cancer Heart Disease . . Unintentional Injury Stroke
Respiratory Disease
. . . . Chronic Lower
Onondaga Cancer Heart Disease Unintentional Injury . . Stroke
Respiratory Disease
. . . . Chronic Lower .
Oswego Cancer Heart Disease Unintentional Injury . . Suicide
Respiratory Disease
CNYCC Chronic Lower
) Cancer Heart Disease Unintentional Injury . . Stroke
Service Area Respiratory Disease

* Premature deaths are deaths are deaths that occur before a personreaches an expected age, forinstance, age 75, many of

these deaths are considered to be preventable
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Chronic Lower
Respiratory Disease

Unintentional

. Cancer
Injury

Upstate NY HeartDisease Diabetes

Data Source: NYS Department of Health, Leading Causes of Premature Death (Death before age 75), 2010-2012

Table 4 above provides the county-specificdataforthe counties that are part of the CNYCCservice area,
along with CNYCCregional and Upstate comparison data.

This data highlights the dramaticimpact that chronicdisease (e.g., heart disease, respiratory disease,
and diabetes) have onthe population. Perhaps even more importantly, given that these conditions are
largely preventable, the data underscores the importance of education related to behavioral risk factors
(e.g., tobacco use, lack of physical exercise, risky drinking/alcohol abuse, poor nutrition, and
obesity/overweightness), primary care engagement, and evidence-based chronicdisease management
(e.g., diabetes, asthma, and depression)., which are widely considered to be preventable or manageable
conditions by focusing on reducing behavioral risk factors (tobacco use, lack of physical exercise, risky
drinking/alcohol abuse, poor nutrition, and obesity/overweightness) and appropriate chronicdisease
care management. Italso highlights the tremendous impact of cancerand other complex chronic
conditions, inlight of the high rates of where premature death and the associated rates of inappropriate
utilization that can be lessened with early detection, evidence- based treatment and palliative care.

Leading causes of illness

To determine the leading causes of illness, the CNA reviewed data on disease prevalence, primarily
drawn from the Centerfor Disease Control and Prevention’s (CDC) Behavioral Risk Factor Surveillance
System (BRFSS) and New York State’s Expanded BRFSS, as well as well as hospital utilization data provide
through New York State’s Statewide Planning and Research Cooperative System (SPARCS) dataset. Once
again, this data highlighted the tremendous impact of chronic medical conditions butalso drew into
clearreliefthe overwhelmingimpact that behavioral health (mental health and substance abuse)
conditions have onthe population, particularly the Medicaid population.

Table 5. Disease Prevalence (Expanded BRFSS, 2009)

County % of Adults % of Adults % of Adults % of Adults with % of Adults with % of Adults Poor
with with with Heart High Blood Heavy Drinking Mental Health in
Diabetes Asthma Disease Pressure in Past Month Past Month
Cayuga 9.5 12.7 7.6 28.0 7.6 14.8
Lewis 104 8.9 8.8 27.9 53 8.9
Madison 7.4 13.8 9.1 26.9 6.7 8.8
Oneida 8.8 11.0 5.7 27.6 11.3 13.0
Onondaga 7.6 11.8 7.0 26.1 7.5 12.0
Oswego 9.9 12.1 8.3 284 7.6 12.7
NY State 9.0 9.7 7.6 257 5.0 10.2

Notes and data sources:

Diabetes: 2009, BRFSS County-Specific Prevention Agenda Reports

Asthma: 2009, age-adjusted rate, Expanded BRFSS July 2008 -June 2009

Hypertension: 2009, age-adjusted rate, Expanded BRFSS July 2008 - June 2009
Heart Disease: 2009, age-adjustedrate, Expanded BRFSS July2008 - June 2009
Adults with Heavy Drinking in Past Month: 2009, age-adjusted rate, County-Specific Report - Expanded BRFSS July 2008 - June 2009
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Adults with Poor Mental Health in Past Month: 2009, BRFSS County-Specific Prevention Agenda Reports

A review of datadrawn from New York State’s Expanded BRFSS, shows that the rates of the leading
chronicmedical conditions are all generally higherthroughout the region. Thisis particularly true in
Oswego, which had higherratesforthese medical conditions than the State across all fourleading
measures. Cayuga, Lewis, and Madison Counties had higherratesforthree of the fourleading chronic
medical conditions thanthe State. The State’s Expanded BRFSS data also shows the impact that
behavioral health conditions such as poor mental health and alcohol abuse have onthe population. The
county rates forthese conditions are also considerably higher than the State and Upstate averages. In
these cases, the rates are particularly high in Cayuga, Oneida, Onondaga, and Oswego.

With respectto hospital utilization, the assessment analyzed datadrawn from the New York State DOH’s
Medicaid Beneficiary Chronic Health Conditions, Inpatientand Emergency Room Utilization dataset,
which reviews hospital inpatient and emergency department utilization specifically for the low income,
Medicaid insured population. This dataset was provided by DOHto guide DSRIP planning and analyzes
the chronic and episodicconditions that are thought to be most significant drivers of hospitaluse. This
methodology categorizes patientsinto specific critical risk groups (CRGs) and is thought to reduce bias
related to how providers code patient conditions by diagnosis. A review of hospitalization data from this
dataset strongly corroborates findings from the analysis of Expanded BRFSS data, reinforcing the
dramaticimpact of chronic medical and behavioral health conditions.

Accordingto the Medicaid Beneficiary ChronicHealth Conditions, Inpatient and Emergency Room
Utilization dataset,inthe CNYCCservice area overall the two underlying conditions that were at the
root of most inpatient hospital admissions for those insured by Medicaid were hypertension and
depression.In 2012, 30,413 Medicaid beneficiariesin CNYCC's service areawere categorizedin the
depression CRGand 30,885 beneficiaries were categorized in the hypertension CRG. Of those
categorized with depression, 9,367 had been admitted to the hospital atleast once and these
beneficiaries accounted foratotal of 18,650 admissions. Of those categorized inthe hypertension CRG,
8,883 had been admitted tothe hospital atleast once and accounted for 15,827 admissions. The
remaining leading causes of admission were amix of chronicmedical and behavioral conditions. The
followingis alist of the top 20 CRG conditions that accounted for the most hospital inpatientadmissions
for the Medicaid beneficiariesin CNYCC'’s service area, ranked in order of total admissions.

A review of the dataon leading CRG conditions by hospital admissions bringsinto clearrelief the
dramaticimpact of chronic medical and behavioral health conditions. Particularly strikingis the impact
that behavioral health (mentalhealth and substance abuse) has on the Medicaid insured population.
While chronicmedical conditions certainly take theirtoll (e.g., hypertension, diabetes, asthma, COPD,
etc.) a majority of Medicaid beneficiaries with a hospital admission are categorized in behavioral health
related CRGs (e.g., depression, drugabuse, chronicstress/anxiety, chronicalcohol abuse, schizophrenia,
and other chronicmental health diagnoses, etc.). Specifically, areview of 2012 data forthe Medicaid
beneficiariesinthe CNYCCservice areathat were categorized in the top 20 chronicconditions, shows
that behavioral healthissues are more widely diagnosed than chronic medical conditions. In 2012,
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behavioral health conditions accounted for 88,967 of all diagnoses. Of these beneficiaries that were
diagnosed with behavioral health conditions, 20,459 had at least one inpatientadmission and in total
these beneficiaries accounted for 63,834 admissions. There were nearly identical numbers for those
with chronicmedical conditions. In 2012, chronicmedical conditions accounted for 83,329 of all
diagnosesinvarious chronicmedical health related CRGs. Of these beneficiaries, 30,799 had at leastone
inpatientadmission and in total these beneficiaries accounted for 57,458 admissions. Similar datafor
each countyinthe CNYCC can be viewed in Appendix A, Selected Combined DataTables.

Table 6: Leading Causes of Hospital Admissions for Medicaid Beneficiaries in 2012
(across all counties in the CNYCC service area)

Beneficiaries in Unique Beneficiaries in T?ta_l
Rank Condition Service Area with Area Admitted with .AdmISSIOT'IS
Condition Condition in Area with
Condition
1 Depression 30,413 9,367 18,650
2 Hypertension 30,885 8,883 15,827
3 Drug Abuse 11,943 6,476 14,999
4 Diabetes 15,732 5,399 10,045
5 Asthma 14,517 3,627 6,860
6 Chronic Stress and Anxiety Diagnoses 12,282 2,957 5,979
7 Schizophrenia 9,435 2,616 5,450
8 Chronic Alcohol Abuse 4,683 2,479 5,447
9 COPD and Major Other Chronic 5,629 2,851 5,296
Pulmonary Diagnoses
10 Chronic Mental Health Diagnoses 5,509 2,020 5,070
11 Cardiomyopathy, Congestive Heart 3,722 2,390 4,713
Failure, Other Cardiovascular Diagnoses
12 Atrial Fibrillation, Cardiac Dysrhythmia, 3,528 2,171 4,492
and Conduction Disorders
13 Bi-Polar Disorder 4,056 1,619 3,770
14 Chronic Bronchitis and other Chronic 3,443 1,741 3,659
Pulmonary Diagnoses
15 Coronary Atherosclerosis 3,379 2,171 3,437
16 Post Traumatic Stress Disorder 2,102 722 1,753
17 Angina and Ischemic Heart Disease 1,555 828 1,680
18 History of Myocardial Infarction 939 738 1,449
19 Conduct, Impulse Control,and Other 2,307 554 1,392
Disruptive Behavior Disorders
20 Attention Deficit/ Hyperactivity Disorder 6,237 649 1,324

Data Source: https://health.data.ny.gov/api/views/m2wt-
pje4/files/W8jjVDb7hRW8ThuXcnMEdOtnONCVQPhIFziBWsghew8?downloa d=true &filename=NYSDOH_MedicaidPopulation_overview.pdf
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A review of hospital emergency department dataled to similar conclusions. Once again, inthe CNYCC
service areaoverall, depression and hypertension were the underlying conditions that were at the root
of mostemergency departmentvisits for those insured by Medicaid. In 2012, 14,867 unique Medicaid
beneficiariesinthe CNYCCservice areawere seeninahospital emergency department with conditions
that were categorizedin the depression CRG. These beneficiaries accounted foratotal of 51,432
emergency departmentvisits. Once again, hypertension was the second leading factor. Inthis case
11,974 Medicaid beneficiaries were categorized in the hypertension CRGand these beneficiaries
accounted fora total of 36,279 emergency department visits. Once again, the remainingleading causes
of emergency department utilization were a mix of chronic medical and behavioral conditions but there
were substantially more beneficiaries in behavioral health-related CRGs than in chronic medical CRGs.

Table 7: Leading Causes of Emergency Room Visits for Medicaid Beneficiaries in 2012
(across all counties in the CNYCC service area)

Beneficiaries in

Unique Beneficiaries in

Total ER Visits

Rank Condition Service Area with Area with ER Visit with in Area with
Condition Condition Condition
1 Depression 30,413 14,867 51,432
2 Hypertension 30,885 11,974 36,279
3 Drug Abuse 11,943 7,461 33,557
4 Asthma 14,517 7,350 23,522
5 ChronicStress and Anxiety Diagnoses 12,282 5,745 21,365
6 Diabetes 15,732 6,301 20,240
7 Schizophrenia 9,435 4,676 16,676
8 Chronic Mental Health Diagnoses 5,509 2,762 12,481
9 Chronic Alcohol Abuse 4,683 2,766 11,181
10 Bi-Polar Disorder 4,056 2,392 10,659
11 COPD and Major Other Chronic Pulmonary 5,629 2,398 9,012
Diagnoses
12 Atrial Fibrillation, Cardiac Dysrhythmia, and 3,528 1,652 7,371
Conduction Disorders
13 ChronicBronchitis and other Chronic 3,443 1,788 6,960
Pulmonary Diagnoses
14 Attention Deficit / Hyperactivity Disorder 6,237 2,261 5,522
15 Post Traumatic Stress Disorder 2,102 1,269 5,459
16 Cardiomyopathy, Congestive Heart Failure 3,722 1,522 5,408
and Other Cardiovascular Major Diagnoses
17 Coronary Atherosclerosis 3,746 1,451 5,043
18 Conduct, Impulse Control, and Other 2,307 1,137 3,681
Disruptive Behavior Disorders
19 Angina and Ischemic Heart Disease 1,555 735 2,856
20 History of Myocardial Infarction 939 478 2,361

Data Source: https://health.data.ny.gov/api/views/m2wt-
pje4/files/W8jjVDb7hRW8ThuXcnMEdOtnONCVQPhIFziBWsghew8?downloa d=true &filename=NYSDOH_MedicaidPopulation_overview.pdf
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Once again, the remainingleading causes of emergency department utilization were a mix of chronic
medical and behavioral conditions but there were substantially more beneficiaries in behavioral health-
related CRGs than in chronic medical CRGs.

If one looks at the Medicaid beneficiaries in the CNYCCservice areathat were categorized inthe top 20
chronicconditions, the analysis shows that there were 45,336 beneficiaries categorizedin abehavioral
health-related CRGthat had at least one emergency department visit and in total these beneficiaries
accountedfor 172,013 visits. There were substantially fewer numbers of beneficiaries seenin hospital
emergency departments with chronic medical conditions. Specifically, there were 35,649 beneficiaries
categorizedin chronicmedical condition CRGs that had at least one emergency department visit and
these beneficiaries accounted foratotal of 119,052 visits.

Chronic Health Conditions

As mentioned above, cardiovascular disease (heart disease), cancer, respiratory disease, and stroke are
the four leading causes of death in the United States, New York State, and Central New York region. In
addition, diabetesisrankedinthe top 10 across all three of these geographicareas. Mental health
issues, discussed in more detail below, are chronic conditions formany and are often coupled with other
medical conditions. All of these conditions, individually and collectively, have amajorimpact on people
livinginthe region. Arguably they represent the mostcritical health issues forthe region. All of these
chronicconditions share the healthrisk factors cited above (tobacco use, lack of physical exercise, poor
nutrition, obesity/overweightness, and risky drinking /alcohol abuse) as leading factors.

Once again, there are major health disparities across all of these conditions amongracial/ethnic
minority groups. Rates of illness and death vary by condition, but overall non-Hispanic, White
populations are less likely to have chronichealth conditions than theirracial/ethniccounterparts. Those
inmore rural areas with more limited ambulatory care networks and more significant barriers to care
are alsoat-risk. This putsa disproportionate burden on rural communities and communities with high
proportions of racial/ethnic minority population segments, which leaves fewareasin the region entirely
untouched but particularly impacts the Cities of Syracuse and Utica as well as the counties of Lewisand
Oneidaoverall. (Referto Table 5 for prevalence of chronic conditions)

Behavioral risk factors such as obesity, smoking, drinking, and physical inactivity

Thereisa growingappreciation forthe effects that certain health risk factors, such as obesity, lack of
physical exercise, poornutrition, tobacco use, and risky drinking/alcohol abuse have on health status
and the burden of chronicdisease. Overthe pasttwo decades, obesity ratesin the United States have
doubledforadultsandtripled for children. Thesetrends have spanned all segments of the population,
regardless of age, sex, race, ethnicity, education, income, or geographicregion. There are certainly
segments that have struggled more than others but no segment has been unaffected. Accordingto data
fromthe NYS DOH’s Expanded BRFSS, nearly 60% of Upstate New York’s adults (18+) are eitherobese or
overweight. While comprehensive datais not readily available, national data would suggest that specific
demographic, socio-economicand geographic population segments livingin the areahave ratesthatare
even higher.
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Lack of physical fitness and poor nutrition are the leading factors associated with obesity and the leading
risk factors associated with chronicdiseases, such as heart disease, hypertension, diabetes, cancer,
depression, and anxiety. Good nutrition helps prevent disease, and is essential for healthy growth and
development of children and adolescents. Overallfitness and the extent to which people are physically
active reduce the risk for many chronicdiseases, are linked to good emotional health, and help to
preventdisease. Once again, according to NYS DOH’s Expanded BRFSS, only one in fouradults (18+)
(26%) ate the recommended five servings of fruits and vegetables perday, and roughly the same
percentage (25%) reported getting no physical activity in the past 30 days.

Tobacco use is the single most preventable cause of death and disease in the United States, New York
State, and the Central New York region. Each year, approximately 443,000 Americansin the United
States die from tobacco-relatedillnesses. Forevery person who dies from tobacco use, 20 more people
sufferwith atleastone serious tobacco-relatedillness, such as chronicairway obstruction, heart
disease, stroke, or cancer.” According to New York’s Expanded BRFSS data, approximately 20% of
Upstate New York’s residents are current tobacco smokers.

Risky drinking or alcohol abuse is also strongly correlated with chronicmedical and mental health issues.
Alcohol abuse raises the risk of developing chronicillnesses and increases the severity level once the
illnesses emerge. In Upstate New York approximately 19.8% or 1 out of every 5 adults reported binge
drinking on a regular basis, as defined by having more than 5 drinks for men and more than 4 drinks for
women at any one occasion. This rate is slightly higherthan the New York State rate overall, which was
estimated at 18.1%.

When looking across all of these health risk factors (obesity, lack of physical exercise, poor nutrition, and
tobacco use), the quantitative data compiled for this assessment confirms the trends seen nationally;
African Americans/Blacks and Hispanics/Latinos are more at-risk and fair worse than their non-Hispanic,
White counterparts. Giventhe demographicdistribution of the population by race/ethnicity, this means
that the populations livingin Syracuse and Utica are particularly at-risk with respect to these health risk
factors. Qualitativeinformation fromthe assessmentinterviews and focus groups corroborated these
findings and nearly all discussion participants cited obesity, poor nutrition, lack of physical exercise, and
alcohol abuse as leading healthissues.

A review of county specificdatashows that the rates for these healthrisk factors are comparable across
the counties that are part of the CNYCC. However, most often the individual county rates are slightly
higherthan the Upstate New York rates.

County data along with the Upstate New York comparison data for these measuresare included below
inTable 8.

> http://www.healthypeople.gov/2020/topicsobjective s2020/overvi ew.aspx?topicid=41#five

Central New York Care Collaborative (CNYCC) Page 22
Community Needs Assessment


http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=41#five

FINAL REPORT

Table 8: Population Health Indicators and Major Health Risk Factors

December2014

Major Health Risk Factors Cayuga Lewis Madison Oneida Onondaga Oswego Upst;::kNew
Maternal and Infant Health**
Births withlate orno prenatalcare (%) 3.1 5.8 3.6 4.4 3.5 4.0 3.9
Exclusive breastfeeding (%) 60.8 64.8 69.0 48.9 55.4 54.7 48.1
Cesareansection delivery (%) 31.8 33.7 32,5 37.3 32.2 323 35.8
Infant mortality (per 1,000 live births) 6.2 5.9 4.3 4.8 5.5 5.9 5.6
Preterm births (%) 9.6 10 10.9 12.2 10.7 9.6 11.0
Low birth weight births (%) 7.3 5.1 6.0 8.1 8.1 7.1 7.8
Tobacco, Alcohol, and Substance Use
Adults whoare current s mokers (%)* 22.9 19.3 25.4 25.1 20.0 24.7
Adults with binge drinking within the past month (Age-adjusted, %)* 233 22.7 19.9 213 18.7 225 19.8
Alcohol related motor vehide injuries and deaths (per 100,000) ** 46.4 40.6 354 42.3 37.3 42.5 45.3
Drug-related hospitalizations (Age-adjusted, per 10,000)** 11.8 11.6 11.3 14.1 21.2 14.4 21.3
Mental Health
Percent of adults with poor mentalhealthfor 14 or more days in
OSCET 14.8 8.9 8.8 13.0 12.0 12.7 10.9
ObesityandRelated Indicators
Percentof childrenandadolescents (students) who are overweight
orobese (%)*** 38.0 37.8 37.5 36.5 32.1 414
Adults whoare obese (%)* 27.6 27.8 26.2 25.7 211 32.0 24.3
Adults who are overweight orobese (%)* 63.6 66.5 59.3 56.5 55.5 67.9 NA
Adults with diabetes (%)* 9.5 10.4 7.4 8.8 7.6 9.9 8.5
Adults consuming 5 fruits or vegetables per day (Age -adjusted %)* 27.0 20.2 22.6 26.0 33.7 27.1 27.7
Adults with no leisure-time physical activity (Age-adjusted, %)* 22.9 24.1 22.9 24.6 20.3 23.0 21.1
Safety
Age-adjusted rate of motor-vehicle mortalities per 100,000** 11.4 8.9 8.9 8.2 7.0 14.4 8.2
Data sources: *BRFSS 2009, **CHAI 2011, *** CHAI 2012
Note: Othervariables are available in complete data set.
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Behavioral healthissues (mental iliness and substance abuse)

Mental illness and substance abuse have a profound impact onthe heal th of people living throughout
the United States. Data fromthe Centersfor Disease Control and Prevention suggests that
approximately one infour (25%) adults in the United States has a mental health disorder and an
estimated 22 million Americans struggle with drug oralcohol problems. Depression, anxiety, and
alcohol abuse are directly associated with chronicdisease, and a high proportion of those living with
these issuesalsohave achronicmedical condition. As mentioned above, 19.8% of adultsin the Upstate
New York regionreported binge drinking on a regular basis. This rate is slightly higherthan the New York
State rate overall, which was estimated at 18.1%. With respectto mentalillness, approximately 11% of
the population reported beingin poor mental health 15or more days inthe past month. On a county
basis for the counties thatare part of the CNYCC service areathe prevalence rates foradults with
mentalillness and substance abuse issues are comparable tothe Upstate New York rate across all
counties buta number of the counties have higherrates. Allinformants interviewed cited anincreasing
epidemicof heroinand opiates addiction throughout the CNYregion. This puts a huge burden onthe
already strained substance abuse services system and contributes to unnecessary ED visitsand in-
patient hospitalizations. As discussed below inthe social determinants section, homelessness and lack
of a continuum of supportive housing compounds the problem as many of the people who are addicted
end up on the streets, inthe ED for shelterand food, admitted forshort-term treatment and then back
on the streets. CNYCC partners cited a lack of detox facilities throughout the region. County dataalong
with the Upstate comparison data forthese measures are includedin Table 8.

Maternal and child health outcomes

Maternal and child issues are of critical importance to the overall health and well-being of healthy,
vibrant community. Infant mortality, childhood immunization, rates of teen pregnancy, rates of low
birth weight, and rates of early, appropriate prenatal care for pregnant women are among the most
critical indicators of maternal and child health.

The indicators with respect to the leading maternal and child health issues (e.g., infant mortality,
prenatal care, adolescent births, and low birth weight) are generally better off throughout the CNYCC
service areawith the exception of Oneida and Cayuga Counties. Dataalso shows the disparities that
existfor African Americans/Blacks and Hispanics/Latinos. The infant death rate forthese populationsis
nearly twice the rate of non-Hispanic, Whites. Accordingto the State perinatal Data System, in 2013,
the unintended pregnancy rate was 52.2% for Blacks, and 51.5% for Hispanicgroups and 46.9% in the
overall Medicaid population (compared to NYS average of 35.2%). Forthe Medicaid population,
smoking during pregnancy (27%), illicitdrug use during pregnancy (10%) also exceeded NYS average. The
Newborn drug-related discharge rate per 10,000 newborn dischargesis higherthanthe NYS (excluding
NYC) average infour (Cayuga, Onondaga, Oswego, Oneida) out of the six PPS region counties, according
to the 2010-2012 SPARCS data. The Salient Database includes 809 emergency department visits for
preterm laborfrom March 2013 to February 2014.
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This data howeverdoes notreflect the difficulties that many of the residents face in accessing care.
Prenatal care services are located mainly in the population centers. Several “outpost” clinicsin the far
rural areas have closed due to financesand there are few private providersin these areas. The State
PCAP (Prenatal Care Assistance Program) provides support to fill the gaps in Medicaid coverage;
however, some of the county prenatal clinics that were a part of the program have closed. These clinics
are particularlyimportant forteenswho are pregnant.

HIV and other sexually transmitted infection indicators

Increasesin life expectancy during the 20th and 21st centuries are largely due to reductionsininfectious
disease mortality, as a result ofimmunization. However, infectious diseases remain a major cause of
illness, disability, and even death. Sexually transmitted diseases and pneumonia are amongthe
infectious diseases that have the greatestimpact on the population. The assessment captured dataona
number of sexually transmitted diseases chlamydia, gonorrhea, syphilis, and HIV/AIDS as well as
HepatitisBand C, and pneumonia/influenza.

HIV/AIDS and othersexually transmitted diseases are amajor community heal thissue forlarge numbers
of residents. Thisis particularly true in Syracuse and Utica, which have the highestrates. Withrespect
to HIV/AIDS the rates are consistently lowerthroughout the region, evenin Syracuse and Onondaga
County. In Onondaga County there are relatively high numbers of peopleliving with HIV/AIDS but the
prevalence andincidence rates are lower.

Great strides have been made with respectto HIV/AIDS, and for mostitis considered to be more of a
chronicconditionthat can be managed with medications than aterminal condition. Rates of ilIness,
death, and HIV transmission have declined dramatically overthe past decade. However, HIV/AIDS still
has a major impact on certain segments of the populationincludingintravenous drug users and the
lesbian, gay, bisexual and transgender (LGBT) community.

Chlamydia, gonorrhea, and syphilis are the most common sexually transmitted diseases although the
rates across the region are generally lower. The exception to thisis Onondagawhose rates are nearly
twice the Upstate New York average. Itis importantto note trends and variation across the countiesin
CNY. Pneumoniaisalsoone of the leading causes of death, particularly for frail older adults, and one of
the leading causes of hospital readmission overall, although not for the Medicaid population.

Access to health care and preventive services

The extent towhich a person has insurance that helps to pay for medical servicesas well asaccessto a
full continuum of high quality, timely, accessible health care services has shown to be critical to overall
healthand well-being. Accesstoa usual source of primary care is particularlyimportantasit greatly
impacts one’s ability toreceive regular preventive, routine, and urgent care, as well as chronicdisease
managementservices forthosein need. Nationally, lowincome, racial ethnicminority populations are
less likelyto have a usual source of primary care, less likelyto have a routine check-up, and less likely to
be screened forillnesses, such as breast cancer, prostate cancer, or colon cancer. Data alsosuggests
that low income, racial/ethnic minority populations are more likely to use hospital emergency
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departmentandinpatientservices for care that could be avoided or prevented altogether with better
more accessible primary care services.

Central New York’s healthcare system and the health and community resources that are available to
Medicaid insured and uninsured residents will be discussed in greater depth below. However, overall
the systemis somewhat fragmented and there are significant shortages and barriers to care that limit
access forlarge portions of the region. This s particularly true outside of Syracuse and Central New
York’s othersmaller population centers. The region’s health care system is anchored in Syracuse, which
provides access to world-class services. Despite this resource, data collected for this assessment shows
that large segments of the populationin the region, particularly low income and racial/ethnic minority
populations, face significant barriers to care and struggle to access services due to lack of insurance,
cost, transportation, cultural/linguistic barriers, and shortages of providers willingto serve Medicaid
insured orlowincome, uninsured patients.

In general, datafrom New York’s Expanded BRFSS shows that residentsinthe CNYCC’s service are just as
likely, if not more likely thanthe New York State and Upstate New York populations overall toreceive
preventiveservices such as pap tests, mammograms, or colonoscopies. These dataalso suggest that the
populationisnearlyas likely toreportthatthey have a regular primary care provider. However, other
data would suggest that many are not necessarily accessing care onregular, periodicbasis orusinga
high quality, primary care medical home (PCMH) that can fully coordinate the services theyreceive as
that usual source of care.

Table 9. Access to Health Care and Service Utilization

County Adults Adults Adults - e Women Adults aged 50 Adults age 65
with with with o:‘nell; age h who had and older who Adults age and older who
health regular dental an oha(:ir who pap tests ever had 65 and older ever had
insurance health visitsin . inthe sigmoidoscopies | who had flu pneumonia
mammograms in
(%) care past past 3 or shotsin the vaccinations
X the past 2 years X
providers year %) years (%) colonoscopies | pastyear (%) (%)
(%) (%) (%)
Cayuga 89.7 88.9 71.7 78.7 83.0 713 76.7 70.1
Lewis 834 83.1 67.8 77.7 78.9 50.1 75.3 70.0
Madison 86.1 89.2 69.0 84.9 82.1 71.3 739 77.7
Oneida 90.1 86.1 71.9 80.7 77.4 68.2 69.3 65.3
Onondaga 91.0 85.9 739 87.5 894 73.2 82.4 83.0
Oswego 86.2 82.0 66.4 79.1 82.0 65.3 67.4 69.8
NY State 89.9 87.1 72.7 81.9 82.6 68.4 76.0 71.2

Data source: BRFSS County-Specific Prevention Agenda Highlights 2009
Note: Other variablesareavailablein complete data set.
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Figure 4. Overall PQI Composite Score Map
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Some of the most striking findings from the
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assessment are related to rates of inappropriate
hospital inpatientand emergency department

utilization, which are dramatically higheracross most countiesin the CNYregion, particularly foradults.
To assessinappropriate hospital inpatientand emergency department utilization, the New York DOH
provided datato DSRIP CNYCCs on an extensive series of Prevention Quality Indicators (PQls)®, Pediatric
Quality Indicators (PDIs)’, and Potentially Preventable Visits (PPVs).® These allow one to identify whena
patientis beingadmitted tothe hospital inpatient setting orthe hospital emergency department setting
for a condition thatlikely could have been prevented or avoided with more timely, higher quality
primary care services. With respectto PQls there are 14 specificconditions (e.g., diabetes, hypertension,
asthma, heart failure, etc.) that each have indicators that allows one to identify the extent to which
these conditions are being well managed foradultsinthe primary care setting. There are also three
composite PQl measures (i.e., acute, chronic, and diabetes) that group multiple PQls togetherin ways
that allow one to assess the overall strength of the primary care system and its ability to manage chronic
and acuteillness. Similarly, there are series of roughly 20PDls, along with a series of composite
measuresthatserve the same function for children. Finally, with respect toinappropriate emergency
department utilization the DOH provided PPV data, which is an aggregated analysis of aseries of
conditions that could be reduced or eliminated with adequate primary care services, p atient monitoring
and follow up. See map above for geographicvariation in performance onthe PQl composite indicator.
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A review of the region’s PQl datashows four of the six counties have higher rates of PQl conditions than
the New York State average. Furtherthe ratesare disproportionately higherinthe more rural areas,
although there are relatively high ratesin pockets throughout the region.

Interestingly, areview of the region’s
PDI data does notlead to the same
conclusions. Withrespecttothe
PDlIs, the rates at the county-level
are lowerthanthe New York State
average inall six counties. This
would suggest that primary care
providers do a bettera betterjob at
managing childrenthan family
practice physicians, general
practitioners, andinternists do at
managing adults. Thisis not a finding
that was corroborated through our
keyinformantinterviews. Further

Figure 5. Overall Composite PQl by County
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investigationisrequired to tease out why this data is so different.

Finally, areview of the region’s PPV
and otheremergency department
utilization datashows adramatic
overutilization of the emergency
department particularinthe more
rural areas. The map below left
highlightsareasinred with the highest
quartile of potentially preventable
hospital emergency departmentvisits.
The map below right highlightsin
yellow, areas where more than 30% of
Medicaid members have had an
emergency roomyvisitinthe County.

Figure 6. Overall Composite Pediatric Quality Indicator by County
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Figure 7. Potentially Preventable ER Visits Map
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B. Identification of Main Health and Health Service Challenges

An understanding of community need and health status inthe CNYCC Service Area begins with
knowledge of the population’s characteristics as well as the underlying social, economic, and
environmental challenges and assets thatimpact health. Thisinformationis critical to: 1) understanding
disease burden, health disparities and health inequities; 2) identifying target populations and health-
related priorities; and 3) targeting strategicresponses. This assessment captured awide range of
quantitative and qualitative data related to age, gender, sexual orientation, race/ethnicity, income,
poverty, family composition, education, violence, crime, unemployment, access to food and recreational
facilities, and other determinants of health. These data provide valuableinformation thatallows
characterization of the population as well as providesinsight into the leading determinants of health
and healthinequities.

Although DSRIP’s ultimate desired outcomeis to reduce readmissions by 25% for the Medicaid and
uninsured populations, there is the recognition that health utilization and health status are embeddedin
a broad environmental context. The Centers for Disease Control and Prevention’s (CDC) Health Impact
Pyramid, shown below illustrates this concept. Although clinical interventions and counselingand
education do have an impact on health status, socioeconomicfactors, such as housing, poverty, and
education, and environmentalfactors have the greaterimpact on health status. This section notes the
interrelatedness across behavioral, socioeconomic, and environmentalrisk factors and describes some
of these largerdeterminants of health forthe CNYCCregion. Inthat behavioral risk factors (such as
smoking, drinking, and physical activity) and socioeconomicfactors (such as poverty levels, educational
attainment, and employment status) have been discussed in previous sections of this report, this section
provides more detail related to environmental risk factors.

Figure 9. Health Impact Pyramid Diagram
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Interrelatedness of Behavioral, Socioeconomic, and Environmental Risk Factors

Behavioral, socioeconomic, and environmental risk factors are intertwined, each affecting the otherand
allinfluencing access and utilization of health services as well as overall health status. Behavioral risk
factors refertoan individual’'s choices to act ina particularmanner. Research conducted using New York
State vital statistics showed that nearly half (47%) of all 2012 deaths were attributed to 8 modifiable
behaviors: smoking, poordietand physical activity, alcohol consumption, microbial agents, toxicagents,
motor vehicle crashes, incidents involving firearms, and unsafe sexual behavior®. Of these 8, smoking,
poor diet, and physical activity constitute 73% of deaths attributed to modifiable behaviors.
Additionally, as noted in this same source, these same behaviors significantly contribute to emergency
departmentandinpatientuse, primarily manifested in the high rates of chronicdisease asdescribed
previously.

Bringingthistothe level of the CNYCC, compared to Upstate NY, all six counties have disproportionally
higher percentages of adults who are current smokers (18.9% in Upstate NY compared to a range of
19.3% in Lewisto 25.4% in Madison). The CNYCCservice area population also did notfare well on
metrics related to diet and exercise. With the exception of Onondaga County, all other counties showed
greaterrates of adults who are obese (from 25.7% in Oneidato 32% in Oswego) compared to Upstate
NY (24.3%). Five of six counties fared worse than the Upstate NY average forthe percentage of adults
consuming5 fruits or vegetables aday and all six countiesfared worse than the Upstate NY average for
the percentage of adults with no leisure-time physical activity. An additional 7 percent of modifiable
deaths are attributed to alcohol consumption, and five of the CNYCC counties have heavy drinking rates
higherthan the Upstate NY average rate (referto Table 8 above).

These behavioral risk factors are wrapped up in socioeconomicand environmental factors that are often
beyond anindividual’s ability to control. In terms of socioeconomicfactors, itis well established that
lowerincome and less educated populations (both attributes of Medicaid-insured population overall
and CNYCC population specifically) and rural populations (alarge demographicof the CNYCC) have
highersmokingrates, poorerdiets and exercise habits, and pooreroverall health. Vulnerable
populationsincluding the elderly, minorities, refugees, people with developmental disabilities, veterans,
and homeless peopleare at socioeconomicdisadvantage. The vast majority of the county’s minority
populations live in Syracuse, and the State’s Prevention Agenda dashboard shows large inequitiesin
health status, including the premature death rate, for minority populations compared to White
populations. Syracuse is also home to a population of approximately 6,000 refugees from Southeast Asia
and the Middle East and Utica is home to a refugee resettlement program. Additionally, there are
pockets of migrant populations, both transitory and permanent, throughout the CNYCC. Although there
are no statistics related to health care access and utilization forthese populations, consideration must

? Office of Public Health, New York State Department of Health. DSRIP Population Health Projects:Introduction to
Population Health and Community Needs Assessment. June 1014. Webinar slides. Estimates were extrapolated
usingthe results published in "Actual Causes of Death inthe United States, 2000" JAMA, March 2004,291(10) and
NYS 2012 Vital Statistics data.

Central New York Care Collaborative (CNYCC) Page 31
Community Needs Assessment



FINAL REPORT December 2014

be providedin terms of culture and language sensitivities and overall challenges this population may
have accessing care. Keyinformants who provide supportand care to the refugee population note that
cultural understanding of health care, socio-cultural family structures and even the concept of time and
appointmentschedulesimpacts accessing health care.

Multiple key informants contacted during the needs assessment process noted this interaction between
socioeconomicfactors and individual behaviors. Some key informants referred to “lack of health
literacy,” which had multipleimplied meanings. Forexample, itreferred tothe lack of knowledge
related tothe consequences of individual behaviors (such as exercise, healthy diet, and preventive care)
on overall health status. Italso referred to the lack of knowledge about resources available to assist.
Otherkeyinformantsreferredtothe “culture” or “norms” in their particular area, which did not
necessarily promote healthy lifestyles. This lack of health literacy or culture/norms also influenced the
way in whichindividuals accessed health services. Most often the examples provided were using the
emergency department forroutine health care, accessing health services only when sick (ratherthan for
prevention), lack of understanding about health insurance (what services are covered and what are not;
pre-approvals, co-pays), and not establishing a primary care providerto help guide and coordinate
health care.

Environmental factors add another layer of complexity. Isitthat poorer, less educated populations have
less healthy behaviorsorisitthat theylive inareasthat are less conducive to health? Do residents not
understand that EDs should only be used foremergencies, orisitthat there are a lack of primary care
providers within areasonabledistance orthat the earliest primary care appointmentis two months
hence? Availability and accessibility of health care providers, healthy food, parks and recreational areas,
transportation, and housingall influence anindividual’s well-being, their ability to make healthy and
appropriate choices, and ultimately their overall health status. Below is a description of some key
environmental factors influencing healthin the CNYCC area.

Environmental Risk Factors
Providershortages

There is both anecdotal and quantitative datatoindicate that providershortages are amajor concernin
the CNY region, most notably psychiatrists, dental providers, and primary care providers. Inrural areas,
multiple key informants also noted access to medical specialistsasanissue. The rural areas also
experience greater challengesinrecruiting providers. Table 10is drawn from the Area Health Resource
Files (AHRF) maintained by the Health Resources and Services Administration (HRSA). The AHRFisa
compilation of key sources listing providers, including constituency organizations such as the American
Hospital Association and American Medical Association, as wellas governmental sources such as the
Centers for Medicare and Medicaid Services and the Bureau of Labor Statistics. As noted in the table, all
countiesinthe CNYCC have shortages of primary care providers and psychiatrists, and all counties
except Onondaga have ashortage of dentistsand OB-GYNs.
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An important note isthat thistable isan overestimate of the capacity. While the assessment was able to
gain a very strong understanding of the primary care safety netlandscape driven largely by dataon the
region’s FQHCs and hospital-based primary care practices provided through a primary care safety net
assessment conducted by the Health Foundation of Western and Central New York. The DSRIP
assessmentwas notable to fully understand the capacity provided by private, independent primary care
providers and the extentto which they accept Medicaid-insured patients. Anecdotally, therewere a
handful of private practices that serve asmall population of Medicaid-insured patients, but the general
sense isthat primary care providers serving the Medicaid population are “stretched thin.” One FQHC
noted a two-month wait to make an appointment. For behavioral health and dental care itiseven
longer. Multiple key informants noted thatthere are very few, if any, dentistsin particular counties that
serve Medicaid-insured populations. One mother with a child needingaroot canal was told that the
closestaccess was over 120 miles away. Psychiatrists are relatively few in number; and the relatively
few are furtherreduced innumberwhen those serving Medicaid-insured is part of the criteria.
Additionally people with Medicaid related stories of having eye exams covered but not glasses.

Table 10: AHRF Number of Providers by County

County Primary Care OB/GYN General Surgeons Psychiatrists Dentists

# Rate* # Rate # Rate # Rate # Rate
Cayuga 23 28.9 2 5.1 3 3.8 1 13 30 37.5
Lewis 16 58.2 3 22.3 2 7.3 0 0 5 18.5
Madison 42 58 7 19.0 4 5.5 5 6.9 23 31.3
Oneida 175 74.9 20 17.1 26 11.1 28 12.0 127 54.1
Onondaga 439 94 71 29.4 62 13.3 71 15.2 338 72.4
Oswego 43 35.3 5 8.2 5 4.1 1 0.8 28 229
NY State 16,171 109.58 2,645 26.2 1,922 9.8 3,586 18.3 14,035 72.4
USA 233,862 82.6 34,047 21.4 27,301 8.7 29,521 9.4 183,286 59.4

*Rate per 100,000 population
Data source: AHRF 2012

The shortage informationis further substantiated through the large number of Health Professional
Shortage Areaand Medically Underserved Areas/Populations designated inthe CNYCC. In Oswego, the
entire Medicaid-eligible populationis designated as a primary care HPSA. All Medicaid eligible
populationsin Syracuse and Utica are designated as shortage areas for primary care. Large areas of the
othercounties are also HPSA designated as showninthe map in Figure 10.

Similarareas are noted as mental health shortage areas. In Lewis, and Madison, the entire counties
(Medicaid eligible or not) have mental health shortage designations, as do the Medicaid-eligible
populationsin Oneida County, Oswego County and the City of Syracuse. Additionally two correctional
facilities are designated as mental health shortage areas: Auburn Correctional Facility (Cayuga County)
and Mid-State Correctional Facility (Oneida County).

1]
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Figure 10. HPSA Map
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counties of Cayuga, Madison, Onondaga, and

{ / Oswego. Thisis contrary to the information
// Lé’?&? received through the key informant interviews
%, ///I and the survey thatwas fielded. Foratable of all
HPSA shortage areas, see Table 11 in Appendix A.

Geographical

Population

In additionto general providershortages, thereis
strained capacity among FQHCs to meetthe
demandforservices. Ina survey of CNYCC

e partners, there were seven respondent FQHCs.
7 Amongthese FQHCs, three were underand three
8 were at capacity to provide outpatient primary
P — v care servicesto adults; the same distribution was
%ﬁ @ reported forexpected capacity to serve adultsin
// // 9 the nextyear. Withregards to pediatricpatients,
A ///? ’ E six respondent FQHCs reported being at capacity
— — 1 toservechildren, whilenonereported beingover

or under capacity. However, looking ahead, three FQHCs thought they would be under capacity to serve
childreninthe nextyear.

Furthermore, social barriers contribute to limited access to the providers that do exist. Infocus groups
and listening sessions with consumers, consumersindicated thatthere were fewer barriers to accessing
needed behavioral health but negative experiences with primary care. Consumers talked about being
made to feel “strange” and unwanted in primary care offices. Thereisasense of two separate health
care worlds—one that is primary care oriented and the otherthat is behavioral healthand thatthereis
little perceived coordination betweenthe two. Persons who experience mental illness often feel
unaccepted and misunderstood in the PCP environment.

Transportation

Transportation barriers are a pervasive issue across all countiesin CNY. Lack of publictransportation,
limited transportation services, barriers caused by the road system, and lack of income and financial

resourcesto purchase vehicles were causes often cited by informants. Additionally, cold, sometimes
harsh winters make driving long distances difficult or waiting outside for publictransportation

% Hpsa designation has to be pursued so the factthatanarea/population does not have oneis not necessarily because it does
notqualifybutcouldbe because noone has initiated the designation process.
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uncomfortable. Medicaid taxi vouchers are being used but are often noted as insufficient and often
require hours of waiting. Additionally the Medicaid transportation services require up to 3 days notice of
an appointment. Thisis particularly problematicfor peopleleading complex lives, those who have
mentalillness and adolescents. Afew counties have othertransportation services available including
County Agencies forthe Aged who offerseniors rides to appointments within the county and service
organizations thatfocus on persons with mentalillness or individuals with developmental disabilities.
Ratherthan servingthe needs of those accessing the services, residents need tofittheirneedsinto the
structure of the transportation services. Lack of adequate and available transportation contributes to
patients’ inabilities to access preventive and routine health services, to follow through on discharge
plans, go grocery shopping for healthy foods, and obtain medications, among other challenges.

Housing

An increasing body of evidence has associated housing quality with poor overall health status andillness
due to infectious diseases, chronicillnesses, injuries, poor nutrition, and even mental disorders. These
healthissuesareinherenttolowincome residents butthere are also clearlinks between poorhousing
conditions and poor health status. Atits extreme those without housing, eitherlivingon the streetorin
some transient housing situation, have dramatically higher rates of illness and shorter life expectancy.'*
Shelterisa basichuman need and lack of affordable and safe housing acrossthe CNYCC region impacts
significantly the well-being of individuals and families. Unstable housing negatively affects health care
utilization, especially routine and preventive care, which may become less of a priority if other basic
needissuesare aconcern, such as housing. Low-income housing programsinthe CNY area have
extensive waittimes, often measuredin years. Inseveral of the more rural counties there are no
homelessshelters, supportive or transient housing. Several informants commented on the vicious cycle
of people livingon the streets presenting to emergency departments for shelter, food, ashowerand
cleanclothes. These folks are often admitted for physical and/or mental illness and then released back
out ontothe streets where it startsall over again.

In additiontothe broaderhousing concern, several key informants raised the issue of supportive
housing, most notably for persons with mental health, substance abuse, and physical disabilities.
Inpatient settings, including skilled nursing facilities, noted the difficulties around discharge when
housingisan issue fora particular patient. Instances were cited where patients were keptlongerthan
neededinthese settings becausedischarge to home was not an option. Without adequate housing,
patients are less able to follow through on discharge plans and obtain the supportthey need, resulting
inanotheremergency roomyvisitorreadmission.

Healthy and safe environment

The New York State 2013-2017 Prevention Agenda outlines four primary areas that define a healthyand
safe environment, including: outdoor air quality, water quality, built environment (housing, educational
settings, employment settings, publicbuildings, transportation, zoning) and injuries, violence, and

Y http://www.nationalhomeless.org/factsheets/health.html
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occupational health. These primary areas of prevention for a healthy and safe environment workin
concert with one anotherand have significantimpacts on the health status of individuals and the overall
community.

The Central New York region is comprised of adiverse array of social and built environments, which
include urban, suburban, and rural communities. Within this region, individual behaviorand the built
environmentinfluence access to both medical and non-medical resources. The counties constituting the
CNY region are predominantly rural, but there isa range, requiring the DSRIP project planning process to
address both urban and rural contexts. Oneidaand Onondaga, with the population centers of Uticaand
Syracuse respectively, have significant urban and rural populations. The remaining counties are
predominantly rural. The combined regional shortages of housing and transportation, especially in rural
areas, lead to barriersin accessing healthcare, maintaining medical appointments, engagingin physical
activity, and preparing healthy meal items. Challenges in geography and zoning, especially in rural areas,
make it difficult forindividuals to engage in regular physical activity as well as access publicrecreation
facilities and parks.

Barrier free access deficiencies

Improved community design standards help make streets safe forall usersincluding pedestrians,
bicyclists, and those thatrely on publictransportation. These standards promote environments that
encourage physical activity and engage community members in healthy behaviors. Across the Central
New York region, counties have beguntoadopt complete street policies thatinclude increased options
for transportation, more livable communities, improved safety, renewed economies, and increased
opportunities for physical activity. Most notably, the City of Syracuse hasincorporated these design
standards intoitsinfrastructure with the establishment of the Connective Corridor. This development
links the Syracuse University community with downtown Syracuse through anew roadway that provides
safe and sustainable access for bicyclists, pedestrians, and those who utilize publictransportation. These
new standards engage and connect community members with opportunities for physical activity and
social interaction. In more rural communities across the Central New York region, barriers often exist
that preventindividuals from walking and biking to the areas that they live, work, and play. Limited
access to transportation and the lack of roadway sidewalks impact anindividual’s ability to make healthy
decisions, especially when weather conditions are severe and travel becomes increasingly difficult. By
removingthese barriers and ensuring that new developments includesidewalks and bike lanes, the
health status of rural communities can begintoimprove, particularly for residents that are
disproportionately low-income.

Access to affordable food

Issues around access to affordable and healthy food options contribute to health problems across
Central New York. Withinisolated and rural parts of the region, food insecurity continues to
disproportionately impactlow-income populations. Lack of transportationin rural areas exacerbates
these issues as geography makes it difficult forindividual’s to access grocery stores without the use of a
vehicle. Barriers around transportation and the built environment pose chal lenges to anindividual’s
ability to make healthy decisions regarding theirbody and diet. The mannerin which food is processed
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and made available toindividuals has atremendousimpact on the health of those consumingit. Many
of the chronicdiseases attributed tofoodinsecurity are preventable, yet continue to harmindividualsin
the Central New York region, especially low-incomeindividuals. Limited access to healthy food captures
the percent of the population who are low-incomeand do not live close toa grocery store.

Table 11 represents the number of grocery stores per 100,000 population. Each of the countiesinthe
CNYCC has far fewer grocery stores than the state average, probably due tothe rural geography of the
area. This certainly limits options forresidentsin terms of where to shop, selection of foods available,
and ability to do cost comparisons.

Table 11: Grocery Store Access

County Tota I. NurrTber of Establishments, Ra.te per
Population Establishments 100,000 Population

Cayuga 79,996 16 20.00*

Lewis 27,149 2 7.36*
Madison 72,382 14 19.34*

Oneida 233,585 55 23.54%*
Onondaga 466,852 125 26.77*
Oswego 122,220 12 9.81*

New York State 19,378,102 10,037 51.80

*Rate lower than state

Data source: US census Bureau, County Business Patterns:2012. Additional data analysis by CARES

Table 12 drillsdown furtheron grocery store access, examining specifically access to grocery stores for
low-income populations. Low access is defined as greater than one mile from a supermarket or grocery
store in urban areas or greaterthan ten miles fromasupermarketorgrocery store in rural areas. This
indicatorisrelevant because it provides ameasure of healthy food access and environmental influences
on dietary behavior, specifically related to low-income populations (an example of the interrelatedness
between socioeconomicand environmental factors). Lewis, Madison, Oneida, and Onondaga counties
all are higherthan the state average for percentage of population with low-income and low accesstoa
supermarketorlarge grocery store.
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Table 12: Percentage of Population with Low-Income and Low Access to a Supermarket or a Large Grocery Store

County Total Population with Low- Percentage with Low-
Population Income and Low Access Income and Low Access

Cayuga 80,026 1,422 1.80

Lewis 27,087 1,531 5.70*

Madison 73,442 3,548 4.80*

Oneida 234,878 13,166 5.60*

Onondaga 467,026 25,602 5.50*

Oswego 122,109 3,067 2.50

New York State 19,378,102 481,911 2.50

*Rate higher than state

Data source: 2010 US Department of Agriculture Food Environment Atlas Data as of November, 2012

Recreational facilities and park access

Accessto recreational facilities and parks encourages physical activity. Table 13 represents the number
of recreation and fitness facilities per 100,000 population. With the exception of Onondaga County, all
others have a lowerestablishmentto populationratio than the state asa whole.

Table 13: Recreation and Fitness Facility Access

County Total Population Number of Establishments, Rate per
Establishments 100,000 Population

Cayuga 79,996 4 5.00*

Lewis 27,149 2 7.36*

Madison 72,382 5 6.90*

Oneida 233,585 19 8.13*

Onondaga 466,852 59 12.63

Oswego 122,220 11 9.00*

New York State 19,378,102 2,142 11.05

*Rate lower than state

Data source: US census Bureau, County Business Patterns:2012. Additional data analysis by CARES

The population living within a half mile of a parkis notedin Table 14. All CNY counties listed below are
lowerthan the state average for park access.
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Table 14. Park Access

December2014

Report Area Total Population To.tal Population Within % Pe.rc?nt Pop.ulation
Mile of a Park Within % Mile of a Park

Cayuga 80,026 22,777 28.00*

Lewis 27,087 1,599 6.00*

Madison 73,442 21,421 29.00*

Oneida 234,878 1,541,891 36.00*

Onondaga 467,026 83,633 49.00*

Oswego 122,109 226,793 7.00%*

New York State [ 19,378,102 9,989,440 52.00

*Rate lower than state

Data source: Centers for Disease Control and Prevention. Healthy Community Design Initiative
and Geospatial Research Analysisand Services Program. National percentage of population that
resides within halfa mileof a park.Accessed from Environmental Public Health Tracking
Network, 2010. Source geography: County.

C. Community Assets and Resources

In orderfor the CNYCCto: 1) identify community need and service gaps; 2) select the mostappropriate,
value-added projects, and; 3) develop sound, well-focused action plans forthe projects selected, it must
have a thorough understanding of the resources and assets that existin the Central New York region.
The followingis adescription of the resources and assets that exist across the six counties that make up
the CNYCC’s service area. Thisdescriptionissegmentedinto sixcomponents: Hospital and specialty
care services; primary care services; behavioral health services; oral health services; post-acute services
(e.g., skilled nursing facilities, nursinghomes, and otherlong-term care facilities) and; community
health/social services. This summary description is supported by a series of County Resource and Asset
Listings that specifically identify the core service providers and assets that existin each County. This
summaryisalso supported by the individual county assessments that were completed as part of the
CNYCC’s needs assessment. This supporting documentation is appended to this report.

Perthe DSRIP needs assessment guidance, this section will describethe resources available for each of
the service componentsand considertheirscope of service, distribution, and capacity. This description
touches onthe broadrange of services thatare available for the population at-largein each category
but is primarily focused on the system of care for low income, Medicaid insured and uninsured residents
of the region. Thisinformation willinformthe CNYCC’s understanding of availability, affordability,
quality, and accessibility of services as away of identifying access barriers, shortages, care coordination,
and service gaps.

Ultimately, thisinformation willensurethat the project plans are carefully targeted based on
community and regional need. Thisinformation will also ensure that the project plansinvolveand
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leverage all of the available health and community resources throughout the region. Finally, the
resource assessmentwill allow the CNYCCto know what resources and capacities exist in the service
area and, along with the other components of the community needs assessment, allowthe CNYCCto
meet the DSRIP goal of 25% reductioninavoidable hospital use.

Thisinformation wasinformed by a broad range of quantitative and qualitative data sources, including;
1) the CHNA’s keyinformant interviews and focus groups, 2) resource data drawn from the New York
State Department of Health, 3) Data drawn from the Bureau of Primary Health Care’s UDS Mapper
Database, and the 3) the PPS Partner Survey identified by the core members of the CNYCC. Table 15
below includes alisting of the leading health and community providers by county that were identified
through our keyinformantinterviews and CNYCC partner lists, confirmed and augmented by areview of
the more complete and systematicinformation distributed by NYS DOH. This is not an exhaustive list,
rather itis meantto highlightthose organizations thatthe CNYCCshould focus onin developingtheir
project plans. A more comprehensivelisting of all of the region’s resources, organized by county, can be
foundinAppendix B. Below is adescription of each service component. The descriptions begin with an
overview of the resources available across the region, followed by a discussion of capacity, accessibility,
patient population served, and quality.
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Table 15. Key County Providers

November, 2014

County Hospital Primary Care Safety Net Behavioral Health Dental Post-acute Community Health Providers
Unity House of Cayuga County
Cayuga County Department of Mental Hygiene Cayuga County Office of Aging
East_HlII Family Medical, Inc. Cayuga Centers ) Cayuga County DDS Hillside Chlldren s Cente_r
Family Health Network, Inc. Cayuga County Community Mental Health East Hill Famil Auburn Housing Authority
Port Byron Community Health (Finger Confidential Help for Alcohol and Drugs as . 1 Family . L. UCPA of Cayuga County, Inc.
c . . Medical Finger Lakes Center for Living . .
ayuga Auburn Community Lakes Community Health Center) (CHAD), Inc. X L Cayuga/Seneca Community Action
X . , - Port Byron Hospice and Palliative Care, Inc. (Cayuga
Hospital Children’s Health Specialists Cayuga County Mental Health Center . . Agency
L . , . ) X Community Health Medical Center)
Hillside Children’s Center East Hill Family Medical Family Health Cayuga Chamber of Commerce
Auburn Community Hospital - Port Byron Community Health Network. | Auburn Nursing Home
Primary Care Practices Hillside Children’s Center etwork, Inc. Cayuga County Health Department
Cayuga Counseling Services Cayuga Counseling Services
Family Health Network, Inc.
. X Lewis County General Hospital — North Country Anise Child & Family
Lewis Lewis County A L ) . ; )
General Hospital Primary Care Practice Sites North Country Family Health Center Family Health Lewis County Services
North Country Family Health Center Center Lewis County Public Health
Planned Parenthood Mohawk Hudson
Community Liberty Resources .
di N . o . . Madison County Department of Health
Madison Memorial Hospital Mary Rose Clinic Hutchings Psychological Center VNA H ¢ Anise Child & Famil
Oneida Health Care Madison County Memorial Hospital, Madison County Mental Health ome Lare Lmsft ! amily
oretto
Primary Care Practices
Oneida Healthcare Center
, RPCN- Utica Community Health
Faxton St. Luke’s; Center
: Rome Memorial RPCN- Utica Mohawk Valley Resource Center for
Oneida H tal Faxton St. Luke’s The Neighborhood Center c ity Health St. Luke’s Home, Ref | v
OSp_I a , Rome Memorial Hospital Mohawk Valley Psychiatric Center ommunity Hea Mohawk Valley Home Care efugees, Inc.
St. Elizabeth’s X X Center Upstate Cerebral Palsy
X St. Elizabeth Medical Center
Medical Center N
Oneida Healthcare Center
Syracuse Community Health Center
Crouse Hospital — Primary Care
Practices Franciscan Health Support Services, LLC ARC of Onondaga
St. Joseph's Hospital — Primary Care I R , Hospice of Central New York Arise, Inc.
. Hillside Children’s Center I
. Practices . James Square Health and Rehabilitation Aurora of Central New York
Crouse Hospital T . Liberty Resources
o d ) . Christian Health Services Syracuse Center Enable
nondaga St. Joseph’s Hospital " Onondaga County Department of Mental . I i
Upstate University Ramha Clinic Hygiene Community Health Loretto Health & Rehabilitation Center Liberty Resources
R AMAUS Clinic R Center Onondaga County Department of Adult and Onondaga County Health Department
Hospital L Prevention Network .
Poverello Clinic . Long Term Care Services REACH CNY, Inc.
) . . . Syracuse Community Health Center . . . - .
Upstate University Hospital — Primary St. Camillus Residential Health Care Facility The Salvation Army, Syracuse Area
Care Practices VNA Homecare Services
Community General Hospital —
Primary Care Practices
Farnh I North o Morningstar Cares Aurora of Central New York
Northern Oswego County Health a_rn_ am, _nc‘ , orthern Oswego Hospice of Central New York Arise, Inc.
o . Hillside Children’s Center County Health
swego Services, Inc. (NOCHSI) Oswego County Health Department ARC of Oswego

Oswego Health

Oswego Hospital — Primary Care
Practices

Oswego County Department of Mental
Hygiene
Oswego Hospital

Services (NOCHSI)
Seneca Hill Manor,
Inc.

St. Luke’s Health Services

Seneca Hill Manor, Inc.
VNA Homecare

Catholic Charities of Oswego County
Oswego County Health Department
Oswego County Opportunities, Inc.

Data source: 2014 Survey of Health Care and Community Resources; Key Informant Interviews
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Description of Health Care Resources
Hospital services
Summary Description of Available Resources and Resource Capacity

There are 13 hospitalsinthe six county CNYCCregion that provide abroad range of hospital inpatient,
emergency, and ambulatory care services."” This includes six community hospitals, four regional medical
centers, one designated psychiatrichospital, and one Veterans Administration (VA) hospital. There are
an estimated 2,827 beds across these 13 hospitals, including 688 beds at community hospitals, 2,002
beds at regional medical center hospitals, 187 psychiatricbeds (including 32 at the psychiatrichospital),
and 106 beds at the VA hospital. The list of hospitals by Countyinthe regionisincludedin AppendixB.

Table 16: Hospital Beds / 1,000 Residents for Hospitals in CNY Care Collaborative CNYCC Service Area by County
2014 (Excluding psychiatric beds)

County Number of Beds Population | Average Beds per 1,000 residents
Cayuga 85 79,996 1.1

Lewis 31 27,062 1.1

Madison 126 72,977 1.7

Oneida 640 234,336 2.7

Onondaga 1,592 466,179 3.4

Oswego 136 122,055 1.1

CNYCC Region 2,610 1,002,605 2.6

New York State 50,143 19,398,125 2.6

Note: Numbers includebeds in facilities designated as 'Hospitals' or ‘Primary Care Hospital -Critical Access
Hospitals', butexclude psychiatric beds.

Data source: Calculated using beds data Health Facility Certification Information filefrom Health Data NY -
https://health.data.ny.gov/Health/Health-Facility-Certification-Information/2g9y-7kqm, accessed 10/31/2014.

The overall capacity with respect to beds per 1,000 residents varies across the countiesinthe CNYCC's
service areabuton a regional basisis comparable tothe New York State average. PerTable 16 above,
the average number of beds per 1,000 residents by county ranges from a high of 3.4 beds per 1,000
residentsin Onondagato 1.1 beds per 1,000 residentsin Cayuga, Lewis, and Oswego. Oneidaalso hasa
high numberof beds perpopulation compared to the other countiesin the region. The fact that the
beds per 1,000 figure is highestin Onondagais a clearreflection of the fact that Syracuse is a medical

2 Hospital information, including bed capacity, available at: http://profiles.health.ny.gov/
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service hub and has been historically perceived as source of care for the region. This same interpretation
holds forOneidawhichisto alesserdegree acare hub. The average number of beds per 1,000
residents forthe CNYCCservice areaoverallis 2.6 beds per 1,000, whichis consistent with the New York
State rate.

This data combined with ourdata fromthe key informant suggests thatregionally there is more than
adequate capacity of hospital services regionally. In fact, the data suggests an overcapacity. The beds
per 1,000 residentrates are comparable to the state and the occupancy rates, while comparable to the
State average, are low with four of the six counties have occupancy rates that are at least 25% lower
than that the state average.

With respectto hospital occupancy rates, the data suggests asimilarinterpretation. Per Table 17 below,
thereis considerable variationin occupancy rates by county but regionally the CNYCCservice area
average occupancy rate is slightly lower than the State average. The occupancy rates by county range
from a high of 76.9% in Cayuga County to as low as 40.3% in Madison. The average occupancy rate for
the six county PPSservice areais 67.3% compared to a New York State average of 68.5%.

Table 17: Hospital Occupancy Rates for Hospitals in CNY Care Collaborative CNYCC Service Area by County
2012 (Including psychiatric beds)

County Number of Beds Total Inpatient Days (SPARCS) Hospital Occupancy Rate
Cayuga 99 27,772 76.9

Lewis 31 5,510 48.7

Madison 126 18,525 40.3

Oneida 701 166,523 65.1
Onondaga 1,672 441,158 72.3

Oswego 164 26,780 447

CNYCC Region 2,793 686,268 67.3

New York State 56,191 14,042,431 68.5

*Total inpatientdays data for 2012 were obtained from SPARCS Health Data Query System -
https://apps.health.ny.gov/pubdoh/sparcsqry/,accessed on 11/3/2014. Number of beds data were obtained
from Health Data NY - https://health.data.ny.gov/Health/Health-Facility-Certification-Information/2g9y-7kgm,
accessed10/31/2014. Hospital occupancy rates were calculated using this formula: (Total number of inpatient
days/(Number of beds x 365 days))*100.

1]
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Quality, Care Coordination, and Care Transitions

Based on quantitative data compiled from NYS DOH and qualitative information from key informant
interviews, the measured and perceived quality across the hospitals throughout the regionis mixed.

Table 18 below shows selected quality metrics forthe hospitals that operate within the region drawn
from the Quality Improvement Organization (QIO) Clinical Warehouse. The datais compiled from
hospitals that voluntarily submit datato the QIO Clinical Warehouse, which is a national datarepository
for private healthcare data. The QlO validates the information, provides feedback to the hospitals, and
makes data available to the publicthrough the Centers for Medicare & Medicaid Services (CMS) and the
New York State Department of Health™>. Awide range of quality datais presented including
recommended care, mortality rates, customer satisfaction, emergency department timeliness, and
Readmission Rates. The followingis areview of selected indicators as well asa composite measures that
assesses the overall timeliness and effectiveness of care.

The figures across all the hospital the composite measure werevery high. The average across the
hospitalsin the region was 96%. On an indicator by indicatorbasis there was some variation,
particularly across some of the measures. There was particularvariation with respecttoemergency
departmentwaittimes, which ranged from as high as 84 minutestoaslowas 19 minutes. There was
also considerable variation with respect to patient satisfaction, which ranged froma high of 82% to a
low of 53%. The range of variation with respectto % of patients readmitted within 30days for selected
conditions was consistent across the hospitals.

From our key informantinterviews, most of those who were interviewed perceived the quality of
emergency departmentand inpatient services to be high with respect to the quality of the clinical care
and patientsatisfaction. The one area of improvement that was mentioned consistently was the need
forimproving care coordination and the transition of care after discharge from the hospital.
Interviewees consistently cited that there was often limited follow-up between the hospital, the post-
acute settings, and primary care/behavioral health providers. Interviewees identified need for better
flow of information between providers, as well as care managers to bridge care after discharge as
methodstoimprove care coordination.

B http://profiles.health.ny.gov/hospital/pages/technotes
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Table 18: Selected Hospital Quality Data Metrics Drawn from the Quality Improvement Organization (QIO) Clinical

Warehouse as Reported by the NYS Department of Health — 2012

s Heart Attack | Heart Failure | Pneumonia Timelyand
mergency . . . .
H ital Department Patient Readmissions R Pa:e:is d R Pasle.nttts q R Pa;|e:tts g effective
SRl Wait Time (in | Satisfaction | Within 30Days ea.m r'nl € ea'\ rT1| € ee.z r?“ N care .
minutes) within 30 within 30 within 30 (composite
Days Days Days measure)
Auburn
. 60 min. 53% 19% 19% 21% 17% 95.3%
Community
Community .
. 31 min. 82% 19% n/a 22% 17% 99.5%
Memorial
Crouse 19 min. 63% 22% 18% 26% 19% 97.8%
Faxton-St Luke’s )
56 min. 62% 22% 18% 24% 20% 96.9%
Healthcare
Lewis County .
35 min. 70% 18% n/a 21% 16% 86.3%
General
Oneida .
35 min. 69% 21% n/a 24% 18% 96.3%
Healthcare
Oswego 27 min. 60% 22% 19% 26% 19% 95.0%
Rome Memorial 45 min. 64% 21% 19% 23% 20% 95.3%
St. Elizabeth
. 38 min. 70% 22% 20% 24% 19% 97.1%
Medical Center
St. Josephs 84 min. 73% 21% 20% 25% 20% 98.5%
Syracuse VA n/a n/a 23% 21% 25% 23% 98.3%
University
Hospital SUNY .
. 44 min. 63% 21% 17% 24% 20% 95.6%
Health Science
Center

Emergency department wait time: Average time patients spentinthe emergency department before theywere seen bya
healthcare professional. Loweris better.

Patient Satisfaction: This measure is used to assessadultinpatients' perception of their hospital. Patients rate their hospital
onascalefromO0to 10, whereOisthe worst hospital possible and 10is the best hospital possible. Higher is better.
Readmissions Within 30 Days: A composite average of the 30-dayreadmission rates for heart attack, heart failure, and
pneumonia. Loweris better.

Heart Attack Patients Readmitted within 30 Days: This measure shows the all-cause 30-day readmission rate for patients
dischargedfroma previous hospitalstay for heart attack. Loweris better.

Heart Failure Patients Readmitted to Hospital within 30 Days: This measure shows the all-cause 30-day readmission rate for
patients discharged from a previous hospital stay for heart failure. Loweris better.

Pneumonia Patients Readmitted within 30 Days: This measure shows the all-cause 30-day readmission rate for patients
discharged froma previous hospitalstay for pneumonia. Lower is better.

Timely and effective care (Composite measure): This measure is a weighted average of all ofthe process-of-care, or "core"
measures, reported on CMS Hospital Compare. Higheris better.

*There was nodata available for Upstate University Hospital at Community General
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Outpatient primary care services
Summary Description of Available Resources and Resource Capacity

Central New York’s primary care system, and particularly the portion of the system that serves low
income, Medicaid insured, and uninsured residentsinthe region, is adiverse collection of primary care
clinics or practice sites thatfall into one of three categories. The first category is a group of publically
and/or privately subsidized, full-service primary care clinics that are formally committed, either by
mission or mandate, to serve low-income uninsured orinsured patients. Federally qualified health
centers (FQHCs), New York State, Article 28 clinics, clinics run by faith-based organizations, and free
clinics (such asthose that operate in Syracuse) are the primary entitiesin this category.

The second category is a group of hospital-owned or affiliated primary care clinics or practices thatare
typically part of larger, integrated delivery systems. These practices are most often located directly on or
adjacentto hospital campuses, but many are scattered throughout the hospital service areas as wel .
With the implementation of ACA, these hospital-based practice sites are becominga more integral part
of hospital’s service delivery and business strategies. They serve a broad range of predominantly insured
patients across the socio-economicspectrum, including a significant portion of low-income, Medicaid-
insured patients.

The third category is private, solo, orgroup primary care practices that operate independentlyin the
community and, like the hospital-based practices, tend to serve insured patients, including those who
are insured by Medicaid. Practice sitesin this category are more likely to be pediatricclinics, given the
relatively favorable nature of coverage and Medicaid reimbursement for childrenin New York State.
Often these practices cap the number of Medicaid patients they serve. These practice sites individually
do nottypically make alarge impact but as there are a large number of providersin this category
collectively they can have amajor impact.

The firstand second categories of providers are relatively easily identified and are included in our list of
core primary care providers by county in AppendixB. The third category, however, is much more
difficulttoidentify andislargely notrepresentedin ourlisting of resources by county. Some of these
private, independent providers were identified through our key informant interviews or through other
sources but largely they are obscured from ouranalysis. Itisimportant to note, however, while they
may not be includedinourlist, they do play an importantrole anditis this category of providers where
thereisthe biggest potential for growth in the service system forlow income Medicaid insured
residents.

In the Central New York region, there is considerable variation on a county-to-county basis as towhich
of these provider category typesis dominant. Appendix B provides alisting of the core primary care
providersineach county.

Region-wide, there are 5 federally qualified health center (FQHC) grantees, which operate
approximately 18 full service practice sites, and 5free clinics operatingin Onondaga County. There are
also approximately 23 other hospital-based clinic organizations distributed throughout the CNYCC
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service area, includingsome that are Article 28 designated, that operate approximately 35 full service
practice sites. These practice sites provide the bulk of services to the low income Medicaid insured
populationandvirtually all of the uninsured population. The list of FQHCs, Article 28 clinics, and other
hospital-based cliniclocations are included in Appendix B.

Giventhe difficulty inidentifying the primary care system thatis responsible forserving the low income
Medicaid insured and uninsured population, itis difficult to assess capacity and the extent to which
there are gaps in coverage forthe underlyinglow income populationthatitis designedtoserve. The
Health Foundation of Western and Central New York (HFWCNY) commissioned John Snow, Inc.in 2013-
2014 to assess the capacity and strength of the Central New York region’s primary care safety net.™* This
study applied arobust methodology that compiled datafromthe core elements of the primary care
safety netto determinethe safety net’s capacity, then overlaid this capacity overthe size and
characteristics of the underlying low income population. The ultimate conclusion of this assessment
was thatthereis a robust, well-distributed network of FQHC and hospital-based safety net practices
operatingthroughoutthe central New York Region. However, despitethis distribution, thereare still
tremendous shortages and gaps in primary care safety net capacity throughout outthe region thatare
hinderingaccess, leading to delayed acute care and preventive services, and causinginappropriate
utilization of hospital services.

Figure 11: Rates of Primary Care Safety Net Penetration into Low Income Population by County - 2013.

35% of Low 1~ § Central New York Region
= ; 4 % Low Income Population

(Under 200% FPL) by Tract

4% - 20%
21% - 32%

33% - 48%

49% - 66%
I 67% - 100%

Syracuse

mrreoany
laugus | |

Figure 11 above, indicates how well the core primary care safety net providersinthe region penetrate
intothe eight countiesthat were part of the Health Foundation of Western and Ce ntral New York’s

14http://www.hfwc ny.org/Tools/BroadCaster/Upload/Project416/Docs/CNY_FINAL Report_ HFWCNY_2 26 _2014_
__Final.pdf
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primary care safety netassessment. It should be noted thatall 6 of the counties that are part of the
CNYCCservice were included in the safety netassessment. Specifically, the low income penetration rate
indicates the percentage of the low income population*®in aregion thatis served by the set of core
primary care safety net providers. Inthiscase, the core safety netis defined asthe primary care
practicesthat are includedin categories one and two, discussed above.

Figure 11 shows that the core elements of the primary care safety net only serve approximately 30% of
the low income populationinthe region. Large proportions of the remaining population either: 1) do
not receive regular primary care services; 2) are served by small, independent private practices that
typically do not provide comprehensive PCMH-based care; or 3) receive intermittent care in usuallyinan
untimely manner by hospital emergency departments. Oswego County has the highest overall
penetrationintothe low income population, followed by Oneidaand Cayuga Counties. The City of
Syracuse has relatively high penetration rate onits own but Onondaga County’s penetration overall is
quite low. Because itis difficult toidentify all of the primary care providers that serve the Medicaid
populationitis hard to fully understand gapsin capacity. However, based on this data, the qualitative
information gathered from key informantinterviews, and the PQl, PDI, and PPV data gathered from the
health status assessment, itis clearthat there are dramatic gapsin primary care access throughoutthe
region, particularly forthose wholive inrural areas.

Table 19: Number of primary care physicians and FTE providers per 100,000 population by county.

County # P'im"’f'?’ Care FTE Providers per 100,00 Population
Physicians

Cayuga 23 28.9

Lewis 16 58.2

Madison 42 58

Oneida 175 74.9

Onondaga 439 94

Oswego 43 35.3

New York State 16,171 109.58

United States 233,892 82.6

Data source: Health Resources Services Administration, Area health Resources Files

(AHRF), 2012

As was discussedinaprior section, the Health Resources Services Administration disseminates data
related to primary care capacity in a county-basis through the Area Health Resources Files (AHRF). AHRF
isa family of health data resource thatis drawn from an extensive county-level database assembled
annually from over 50 sources. One of the sets of measures that are part of thisresourceisa

> Low income is defined as those livingin households earningless than 200% of the federal povertylevel (FPL)
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compilation of ambulatory care capacity measuresthat reports on the number of physicians per 100,000
populations by physician-type, including primary care. Reviewingthis datashowsthatin each of the six
countiesthatare part of the CNY Care Collaborative, the number of full-time-equivalent primary care
providers per 100,000 populationsislowerthanthe New York State overall figure. Table 19above
shows the rates for each county. In some cases thisrateis as much as one fourth of the State rate.

Finally, itisimportantto note here that one of the most consistent comments fromthe CNA’s key
informantinterviews were the shortages of primary care resources intheirareas and the barriers to
access that were experienced by the low income Medicaid insured and uninsured residents. The lack of
primary care providersis further evidenced by the large number of He alth Professional Shortage Area
(HPSA) designations, of which there are manyinthe CNYCC' service area. Various areas of Cayuga,
Cortland, Madison, Oneida (especially Utica), and Onondaga (especially Syracuse) are designated
primary care HPSAs.™®

Followingisadiscussion of the commonthemes with respecttothe primary care systemand its
structure and capacity.

Considerable growth in Federally Qualified Health Center (FQHC) Capacity. Typically, safety-net
systems are bolstered by aset of core primary care providersthatare formally orinformally mandated
to serve low-income Medicaid-insured,

. ] . Figure 12: Growth of FQHCs Capacity in Central New York
underinsured, or uninsured populations.

These organizations are often heavily Impact and Growth of FQHCs in the Region 2007-2012
subsidized through grants and enhanced 90,000 81,110
provider payments so that they can tailor 80,000
theiroperations tolow-income populations, 70,000 .
provide arange of enablingand supportive 60000
services, and provide uncompensated care '
to the uninsured. Throughout the United 20,000
States, FQHCs are often at the heart of 40,000
these safety-netsandthisis certainly true 30,000 -
inthe central New York region. 20,000 -
10,000

In 2007, there were five FQHCs inthe
regionthatserved 63,795 patients. In 2007,
these FQHCs served approximately 19% of

0

2007 2012

all low-income residentsinthe region. In Source: Uniform Data System Data from the Health Resources Services

. ., Administration, B f Pri Health Care. 2013 Data.
2007, the majority of the region’s FQHC ministration, Bureau of PrimaryHea are ata

capacity served residents of Syracuse. Specifically, approximately 56 % of all the region’s FQHC patients
were served by Syracuse Community Health Center.

'8 Designated HPSAs canbe found at: http://hpsafind.hrsa.gov/HPSASearch.aspx
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Since 2007, two new FQHC grantees were funded, bringing the total number of FQHC granteesinthe
regiontoseven. Inadditiontothe newsites, there was some growth among the existi ng FQHCs. All told,
the region’s FQHCs served atotal of 81,110 patientsin 2012, representinga27% increase since 2007.
Moreover, these FQHCsites served 23% of the low-income population living in households earning <
200% of the federal poverty level, which represents a 17% increase in low-income penetration since
2007.

Substantial and growing impact of private, hospital-based, orindependent community-based primary
care practices. Private, hospital-based and independent, community-based primary care practices have
always played arole insafety-net systemsinthe United States, particularly in rural areas with low
populationdensity. Inrural areas, itis not efficient to establish safety-net clinics like FQHCs because the
volume of patientsis not high enough due to low population densities. It tends to be more efficientto
supportrural community hospitals tofill this role, which is what the federal government has done
through the Critical Access Hospital network. In Central New York, these hospital-based providers play
an evenlargerrole thanistypical, in both rural and urban areas. With the rollout of ACA, itis likely that
these providers will increase theirinvolvementin primary care safety-nets as they take strategicstepsto
serve those who are newly insured through ACA and take advantage of emerging service delivery and
paymentreforms.

A review of the datathat JSI collected from the leading primary care safety-net providers on behalf of
the Health Foundation of Western and Central New York, shows that there are approximately 33
hospital-based orindependent, private primary care practice organizations that provide a substantial
amount of servicestolow-income residentsinthe region. Based on oursurvey, these providers served
an estimated 158,426 patientsin 2012. This represents 50% of the total patients served by all of the
core practicesidentified by the assessment. The hospital-based practices located in Onondaga County
(8) and Oneida County (17) collectively served approximately 43% (139,340) of the total number of
patients surveyed by JSI.

Active and growing group of free clinics. Free clinicsin Central New York, with locationsin Onondaga
and Madison, have become animportant part of the primary care safety-net. Each operates
independently, and most are faith-based in origin and funding source. Theseclinics are staffed by
volunteers who provide care to people withoutinsurance. They provide comprehensive services and
referrals to specialty services such as oral and behavioral health, to the most-vulnerable populations. All
of the clinics noted that they struggle to link with providers who accept Medicaid-insured patients after
a patientis enrolled in Medicaid. Only Christian Health Services bills for Medicaid, but most offer
insurance-enrollment assistance.

Substantial unmetneedin low-income population. There has been considerable growth in primary care
capacityin Central New York overthe past 5 years. Thisis largely due to the growth of FQHC practices as
well as the hospital-affiliated practices in Syracuse, Oswego County, and Utica. The quantitative and
qualitative data captured during this assessment shows that every countyinthe region has a solid core
of providers and stakeholders that are increasing the safety-net capacity and promoting primary care
engagementamongthose most at-risk.
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What is also clear, however, is that despite the substantial efforts of a group of core safety-net
providers, thereis still substantial unmet need amongthe low-income population and very limited
capacityin many of Central New York’s communities. Thisis especially true with respecttothose who
are uninsured. A portion of thisunmet need is associated with the lack of primary care capacity and/or
inefficienciesin primary care operations. However, alarge portionis also associated with alack of
primary care engagementand alack of consumerawareness aboutthe importance of regular primary
care, chronicdisease management, and prevention. What practice sites are findingisthatthe expansion
of capacity does guarantee that people willtake advantage of it, even if the penetration rate is relatively
low.

Establishingafigure that reliably estimates unmet primary care need is extremely challenging. This
assessmentwas able to determinethe number of

patientsserved by the core of the region’s safety-net. | [ 4 wescsid members with |
But whatthe assessment could not estimateisthe e ot
number of low-income patients who are served by g
private, independent, or hospital-based primary care B
practice sites. Individually they serve only asmall _—
number of Medicaid-insured and uninsured patients
but collectively may have aconsiderable impact. The

assessmentis also unable to estimate the number of

low-incomeindividuals who do not and will not access
care regardless of whetherthere is capacity.

Based on data compiled by JSIforthe HFWCNY
primary care assessment, 18 core provider
organizationsin Central New York comprise the core
of the region’s safety-net. These provider
organizations operate 59 practice sites and serve and
estimated 314,668 patients, of whom 114,245 are
uninsured or Medicaid-insured patients.

Miles
- S—

JSI’s assessment of demand showed that there are
360,806 low-income residents living below 200% FPL, which means that the leading safety-net providers
inthe region serve approximately 31% of the total low-income, Medicaid-insured populationin the
region. This calculationis based on the fact that the core safety-net providers surveyed serve 114,245
Medicaid-insured or uninsured patients.”’ The corollary to this figure is that 69% of the population s
eithernotengagedinregularprimary care, receives primary care ata hospital emergency department,
or receives care froma provideroutside the JSI’s list of core providers. Surely a portion of the remaining
69% of the populationis able to secure high-quality, timely primary care from practice sites thatare

Y This figure does notinclude the older adult, low-income, Medicare-insured population, who likely makesup a significant
portion of these providers patient populations.
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outside the list of leading providers. However, itis also clearthat a large portionisreceiving untimely
episodic primary care from care providers who are not part of the safety-netand are not providing
PCMH-driven care.

Over-utilization of hospital emergency departments (EDs). As alluded to above inthe review of hospital
emergency department data, there are large proportions of the population that rely on the emergency
departmentfortheirprimary care, either because they: 1) have no othersource of primary care and as a
resultare forced to use the ED; 2) use the ED as theirfirst choice of care ratherthan regular,
comprehensive primary care; or 3) have difficulty accessing primary care during normal business hours
and mustresortto the ED’s 24-hour availability.

A review of the consumer survey datathat was included as part of the CNA showed that 39% of adults
and 44% of children surveyed wentto a hospital emergency departmentatleast once inthe past 12
months, and 14% of adultsand 17% of children went to the emergency department two or more times
duringthis period. Furtheranalysis shows that only approximately 56% adults and only 34% of children
surveyed were seeninthe ED fora medical emergency. The remaining visits were because those
surveyed did not have a primary care provider, could notbeenseen by theirregularprimary care
providerdue lack of capacity or after-hours care, orwere instructed by their providertogoto the ED
(9% of adults).

Data cited above in the health status section on Potentially Preventable Visits (ED), and rates of hospi tal
ED use reinforcesthis. Inrural areas inthe northern portion of Central New Yorkin counties such as
Lewis, as well as eastern counties such as Oneida, upwards of 30-40% of residents have had aat least
onevisittoa hospital emergency departmentinthe past 12 months.

It should also be noted thatthe CNA’s key informantinterviews indicated substantial barriers to care
related to no after-hours orweekend care, limited publictransportation, long wait-times, lack of timely
schedulingin primary care practice sites, practice sites that do not take Medicaid insurance, and
administrative barriers to Medicaid enrollment. As aresult, alarge number of the familiesinthe region
have learned overtime torely onthe region’s hospital EDs as their usual source of care and do not, in
any real sense, have a “medical home.”*®

Lack of consumer engagement. Anotherimportantfactorrelated tounmetneed andinsufficient
primary care access is the lack of primary care engagement. A certain portion of unmetneed is more
closely associated with alack of consumer awareness about the importance of regular primary care,
chronicdisease management, and preventiveservices thanitisabouta lack of actual primary care
capacity. Thiswas a commontheme inJSl interviews and site visits. Practice sites often said that while
thereisabsolutely unmet need and alack of primary care capacity in nearly all of theircommunities,
they often struggle to engage their patients and theirtarget populations in appropriate primary care

8 Thisre portis using the Commonwealth Fund’s definition of medical home defined as: aregular doctor or source of care, easy
access to the provider bytelephone, easyaccessto health advice on evenings and weekends or whenever the provideris
closed, andvisits with the provider that occur conveniently for patients, are ontime and are efficient
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services. Many providers are keenlyaware that evenif theyincrease capacity ordevelop newsites,
there will be alag inservice until they promote primary care engagement effectively.

In thisregard, there needsto be a greaterfocus on prevention, health promotion, community health
education, emergency room diversion, and greater efforts to identify and engage those who are not
accessing primary care. Thisis particularlyimportant for people with chronicdisease and/orother
health related conditions (mental health, substance abuse, hospital discharge, etc.) as well as certain
demographic(children, frailelders, single-parent mothers, etc.) and socio-economic (low-income, public
housingresidents, WICrecipients, etc.) segments of the population. In addition to exploring how to
increase primary care capacity, safety-net organizations need to focus on outreach, primary care
engagement, and the implementation of population-based efforts that are data driven and promote
appropriate utilization. Practice sites need to be savvierin usingtheirown electronichealth records,
other managed care data, or hospital partnerdatato identify and reach out to those who are not
engagedin care. Once they get a patientinthe door, they have to offer patients convenient hours,
ensure quality customerservice onthe phone andin person, and build strongrelationships so patients
choose themas theirpreferred providerforboth preventive and acute needs.

Summary Description of Primary Care Internal Operational Strengths and Weaknesses

The CNA throughits key informantinterviews and other data sources gathered a significantamount of
information regarding the operational capacity of the region’s primary care safety net. The followingis a
summary of the strengths and weaknesses from the information collected.
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Table 20: Primary Care Internal Operations: Strengths and Weaknesses

Strengths

Weaknesses

Outreach,
Eligibility/
Enrollment, and
Primary Care

e FQHCs and other core safety-net providers

are conducting extensive outreach,
insuranceeligibility screening, and
insurance enrollment efforts.

Insome cases, these efforts arebeing

Need for greater outreach, insurance
eligibility screening,and enrollment
efforts particularlyamongnon-FQHC
providers.

Lack of primary careengagement,

Engagement accomplished with outreach workers who particularly for people with chronicillness
are goingto underserved communities or with risk-factors.
and/or working with other community e Llack of emergency department diversion
partners. programs that promote engagement in
more appropriateprimary care.
Patient- Most of the core primarycareFQHC and e Need toinvestresources to bridge gap
Centered hospital-based safety-net practices have between theory and practiceand

Medical Home

embraced PCMH principles toa large
extent, suchas:

o Implementation of EHR
Tracking of quality indicators
Implementation of quality systems
Caseand caremanagement services

O
O
O
o External referral systems

promote the full implementationand
practiceof PCMH principles,suchas:

o Population-based panel management
of preventive services and chronic
disease

o Provider communication

o Information transfer between
specialists

Utilization of
Interdisciplinary

Many core safety net provides have
developed specialty careand mental health
integration models that co-locate providers

e Team-based approaches to providing

primarycarethatinvolve physicians as
well as nurse practitioners, physician

Teams inthe primary caresetting or that expedite assistants,and other mid-level providers
referrals to other local providers. have shown to be very effective and
Some level of caseand care management efficient, yet there is limited evidence of
services is provided atmost safety-net these models being appliedinthe region.
practicesites.
Appointment reminder calls and specialty
carereferral scheduling systems existin
most core safety net providers.
Health Most safety-net practices are usingrobust e Most practicesites lack the time,
Information electronic medical record systems. resources,and understandingto train

Technology (HIT)
and Quality
Improvement

Most are tracking quality indicatorsand
many have applied quality improvement
protocols.

providers to fully usetheir medical record
systems to identify those at-risk, manage
follow-up, communicate with other
providers, and coordinatecare.

Administrative
Operations and

One of the most significantbarriers to
safety-net growth is primary careprovider

Procedures recruitment, especiallyinruralareas.
e Many practices strugglewith coding,
billing, and other financial procedures.
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Patient-Centered Medical Home accreditation and quality
Patient-Centered Medical Home Accreditation

Patient-Centered Medical Home (PCMH) transformation requires attention to a range of factors that
dramatically impactthe quality, efficiency, safety, and effectiveness of care. Specifically, PCMHrequires
attention to clinical protocols, patient/provider workflows, scheduling systems, staffing approaches,
how care teams are structured, among many other factors. PCMH also mandates that practice sites
develop arobust qualityimprovement infrastructure thatis used to guide quality and performance
improvement. Assuch, the extenttowhicha system commitstoandis able to transformits primary
care practice network by accrediting practice sites as PCMH practicesis an importantindicator of
quality. Thereis certainly room forimprovementand growth but there are a large number of practice
sitesinthe CNYCC' service areathat have achieved PCMH accreditation. Infact,inthe 6 countiesthat
make up the CNY Care Collaboratives service areathere are 215 PCMH providers (Table 21). Information
on Level 3 PCMHs specifically was not available.

Table 21. Number of NCQA-Certified PCMH Providers by County

County # PCMHC Providers, September 2012
Cayuga 7

Lewis 20

Madison 4

Oneida 16

Onondaga 151

Oswego 17

Total 215

Source: "The Evolution of Patient-Ce ntered Medical Homes in New York State: Current
Statusand Trends as of September 2012." United Hospital Fund. 2012. page 38.
http://www.chhs.ca.gov/PRI/Burke-PCMH%20in%20NYS%20-
%20Status%20and%20Trajectory%20-%202012.pdf

Healthcare Effectiveness Dataand Information Set. Anotherimportant measure of quality isthe
Healthcare Effectiveness Dataand Information Set (HEDIS). HEDIS is a tool used by more than 90
percent of America's health plans to measure performance onimportant dimensions of care and service.
While HEDIS is not strictly a tool to measure quality of primary care services, most of the measures are
eitherdirectly orindirectly related to the level of quality of services in the primary care setting.
Altogether, HEDIS consists of 81 measures across 5 domains of care. Because so many plans collect
HEDIS data, and because the measures are so specifically defined, HEDIS makes it possible to compare
the performance of health plans and service delivery performance on an "apples-to-apples" basis.

According to HEDIS data drawn from the revised DSRIP Clinical Process of Quality Measures Chartbooks,
42% (30 out of 70) of the indicators across all 16 HEDIS metrics and across all six of the CNYCC counties
were worse off compared to the upstate rates (see Table 22). This calculation excludes the data points

1]
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where the datais unreportable due to the numberof recipientsincludedinthe metricbeinglessthan
30.

Table 22: HEDIS Measures from DSRIP Clinical Process of Quality Measures Chartbooks

3
© Q 4
© 3 0o (] =
2 | 2| 3| 3| 8| ¥ |32
8 | o c 8 2 o v
2 (e} o 2
=)
A. Behavioral Health
Adherence to Antipsychotic Medications for People Living with
76 U U 60* 50%* 62* 65 63

Schizophrenia

Antidepressant Medication Management - Effective Treatment
57 U U 46* 45* 49* 51 49
for Acute Phase

Diabetes Monitoringfor People with Diabetes and

. . U U U 75 65* U 66 68
Schizophrenia

DiabetesS ingforP lewith Schi hrenia/BPD Wh
|:? etes .creemn.g or Peoplewith Schizophrenia/ o are 78 u u he 84 80 77 79
Using Antipsychotic Med.

Follow-up after hospitalization for Mental lliness within 30 days 70 58* 68 51* | 48* 72 59 55

Follow-up care for Children Prescribed ADHD Medications -

Initiation Phase > v > > >3 > > >7
Initiation of Alcohol and Other DrugDependence Treatment 83 77* | 75* 77% | 72* 84 78 78
C. Diabetes Mellitus

Comprehensive Diabetes Care HbAlc Testing 78 85 74* 81 76 78 76 80
E. HIV/AIDS

Cervical CancerScreening 66 59* 64 73 66 66 63 67
Chlamydia Screening Among YoungWomen 54* | 38* | 57* 65 68 28* 58 66

Comprehensive Care for People Living with HIVor AIDS -
EngagementinCare

Comprehensive Care for People Living with HIV or AIDS - Syphilis
. U NA U 69 56* U 59 69
Screening

Comprehensive Care for People Living with HIVor AIDS - Viral
Load Monitoring

F. Perinatal Care

Well-Child Visits in the First 15 Months of Life 88 83* 87 92 89 83* 87 85
Breast Cancer Screening Among Women 50* | 49* | 54* 64 61 55 55 63
Colorectal Cancer Screening 36* 39* 43 45 39%* 40* 41 49

(*) Worse thanupstate value

(U) Unreportable due to number of recipients in these data being <30

(NA) Data not available

Data Source: Revised DSRIP Clinical Process of Quality Measures Chartbooks

Uniform Data System Clinical Measures of FQHCs

Another measure of quality is how well the region’s FQHCs perform with respect to their standard set of
clinical measuresthatare reported on theirannual FQHC Uniform Data System (UDS) report. All FQHCs
are requiredtotrack and report approximately 15 clinical measures drawn from the Centers for
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Medicare and Medicaid Services (CMS) list of Meaningful Use measures. These measures track
measures related to maternal and child health, preventive services, and chronicdisease management.
Overall, the FQHCs in Central New York fared betterthan the State averages. Table 23 provides specific

detail on how well the FQHCs fared against New York State averages across a selection of relevant

clinical measures thatare part of the FQHCs UDS Report.

Table 23: Federal Qualified Health Center (FQHC), Uniform Data System (UDS), Selected Clinical Measure Rates for each of

the FQHCs in the CNY Service Area — 2013

Northern Finger North
Oswego East Hill Lakes Family Rochester | Country | United All
Community | Family Migrant | Health Primary Family Cerebral All NY National
Syracuse | Health Medical, | Health Network | Care Health Palsy Health Health
Categories CHC Services Inc. Project | of CNY Network Center Association | Centers | Centers
Dental Services
. Yes Yes Yes Yes Yes Yes Yes Yes
Provided
Hypertension 25.0% 21.0% 24.8% 9.7% 23.1% 21.2% 29.6% 31.3% 19.5% 23.6%
Diabetes 9.1% 22.0% 13.4% 5.6% 10.0% 10.2% 16.0% 16.9% 10.0% 12.6%
Asthma 9.7% 9.0% 3.9% 2.5% 5.0% 6.6% 12.7% 6.9% 8.3% 5.9%
HIV 0.3% 0.0% 0.0% 0.1% 0.0% 0.1% 0.0% 0.0% 1.3% 0.6%
Prenatal
Patients 1042 n/a 7 n/a 155 1560 n/a n/a 38,935 | 494,869
Prenatal
patients who 526 n/a 1 n/a 93 994 n/a n/a 21,065 | 263,927
delivered
Accessto
Prenatal Care
(First Prenatal 80.3% n/a 14.3% n/a 93.5% 70.3% n/a n/a 77% 72%
Visitin
1°' Trimester)
Low Birth
. 7.3% n/a n/a n/a 4.3% 8.8% n/a n/a 6.7% 7.3%
Weight
Cervical Cancer
Screening 71.4% 30.0% 78.6% 33.7% 47.4% 61.5% 78.6% 51.3% 61.8% 57.8%
Adolescent
Weight
Screening and 87.1% 49.7% 34.3% 53.0% 63.9% 82.6% 52.9% 3.0% 55.7% 51.8%
Follow Up
Adult Weight
Screening and 31.4% 24.6% 91.4% 43.5% 33.2% 44.5% 50.0% 31.7% 53.3% 53.3%
Follow Up
Tobacco Use
Screening 100.0% 94.0% 92.9% 70.9% 89.0% 95.3% 100.0% 97.9% 90.4% 91.5%
Tobacco
Cessation 100.0% | 30.6% | 629% | 81.3% | 884% | 57.7% | 91.8% | 61.9% | 68.6% | 63.7%
Counseling for
Tobacco Users
Colorectal
Cancer 57.1% 25.7% 40.0% 24.5% 40.7% 13.7% 40.0% 32.0% 35.6% 32.6%
Screening
Childhood
N 91.4% 47.1% 84.3% 72.0% 43.2% 84.0% 87.1% 63.6% 76.2% 76.4%
Immunization
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Behavioral health services
Summary Description of Available Resources and Resource Capacity

Accordingto the New York Office of Mental Health' there are 280 providers of mental and behavioral
health servicesinthe CNYCCservice area. Thisincludes 13inpatient mental health programs, 35
outpatient mental health programs, 9emergency mental health programs, 59 residential mental health
programs, and 164 supportive mental health programs. Support programsinclude care coordination,
vocation, forensics, general support, self-help, and education services. Appendix Bincludes tables with
inpatient, outpatient, emergency, and residential mental health programs. These resources were
compiled through data provided by the CNA’s key informants, from lists provided by the CNYCC’s major
partners, and through resources provided by the New York State DOH website.*°

The breadth of expertisethat exists across the region seems considerable evenin the more rural areas
of the region. Forty-fourof the 173 organizationsthatresponded to the CNA’s PPS Partner Survey stated
that they provided behavioral health services. Across the se forty-four organizations, 56% reported
expertise with homeless populations, 66% with women, infants, and children, 52% with children with
special health care needs, 9% with migrant/seasonal farm workers, 30% with refugees, and 66% with
uninsured populations. These organizations also serve large proportions of Medicaid insured
patients/consumers. In fact, most of the organizations surveyed (30 out of 44) reported havinga
patient/consumer population that was made up of at least 50% Medicaid beneficiaries. For 14 facilities,
Medicaid beneficiaries constituted 75% of the patient population.

Table 24. Number of FTE Psychiatrists per 100,000 Population

County Psychiatrists

# Rate
Cayuga 1 13
Lewis 0 0
Madison 5 6.9
Oneida 28 12.0
Onondaga 71 15.2
Oswego 1 0.8
NY State 3,586 18.3
USA 29,521 9.4
*Rate per 100,000 population
Data source: AHRF 2012

These organizations were well distributed throughout the region but quantitative and qualitative
findings from the CNA strongly indicate that there are major shortages and capacity gaps with respectto

¥ Mental health programs inthe state are available at: http://bi.omh.ny.gov/bridges/directory?region=&prog_selection=
2 Mental health programs inthe state are available at: http://bi.omh.ny.gov/bridges/directory?region=&prog_selection=
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behavioral health care services, particularly forthose with substance abuse issues and those with severe
mentalillness. Itisfairto say that the leadingfindingfrom ourkeyinformantinterviews was the
dramaticimpact of behavioral health issues on Central New York’s population and the burden that this
has on its health, social service, and publichealth providers. Morbidity and mortality rates are high,
servicesare limited, and the lack of community supports including case management, housing, and
transportation present major barriers to care.

The Health Resources Services Administration Health Resources files also compile dataon the number of
psychiatrists per 100,000 population, which strongly corroborates the perceptions of our key
informants. Areview of this datashows thatin each of the six counties the number of full-time-
equivalent psychiatrists per 100,000 populationis dramaticallylowerthanthe New York State overall
figure. Table 24 shows the rates foreach county. In some casesthisrate isa small fraction of the
overall New York State rate.

Care coordinationis somewhat common across behavioral health providers. Twenty eight of the 44
organizations surveyed reported that they have care coordination or case management services.
However, key informantinterviews highlighted the fact that care is extremely fragmented forthose with
behavioral healthissues. Thisis largely due tothe fact that the service systems for medical and
behavioral health are distinct and very silo-ed. Itis extremely difficult to navigate the administrative,
billing, and funding landscape when it comes to operating and coordinating care, particularly forthose
with co-morbid medical and behavioral health issues.

Dental services
Summary Description of Available Resources and Resource Capacity

Accordingto the New York State Department of Health list of Article 28 Dental Health Facilities, there
are 14 organizations that provide dental services at 18 distinct sites across the CNYCC Service area.
These 16 organizationsinclude: Bassett Health Care Dental Departme nt; Community Memorial Hospital;
East Hill; Faxton-St Luke’s Healthcare; Finger Lakes Migrant Health; Loretto Geriatric Center; Pulaski
Health Center Dental; Sitrin Dental Clinic; Sitrin Medical Rehab Center; St Joseph’s Hospital Health
Center; Syracuse Community Health CenterInc.; UCP of Utica Area; and University Hospital SUNY Health
Science.

Many key informantsidentified ashortage of dental care as a challenge in the community. This lack of
primary care providersis evidenced by Health Professional Shortage Area (HPSA) designations, of which
there are many inthe CNYCC service area. Designated dental HPSAsin the region include the entire
county of Lewis, andindividuals eligible for Medicaid in Oswego County, the tribal population of the
Oneida Nation in Madison County, and the City of Syracuse in Onondaga.”*

! Designated HPSAs can be found at: http://hpsafind.hrsa.gov/HPSASearch.aspx
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Table 25. Number of FTE Dentists per 100,000 Population -2012

County Dentists

# Rate
Cayuga 30 37.5
Lewis 5 18.5
Madison 23 313
Oneida 127 54.1
Onondaga 338 72.4
Oswego 28 229
NY State 14,035 72.4
USA 183,286 59.4
*Rate per 100,000 population
Data source: AHRF 2012

Once again, according to the Health Resources Services Administration, Health Resources Files, only
Onondaga County has a dental providerto population rate thatis higherthan the State average. In
most countiesthe rateis lessthan or equal to one-half of the State average. Table 25 shows the rates
for each county.

Twenty-two of the 173 organizations that responded to the CNA’s survey reported providing dental
services. Dental providers wereamongthe least represented among survey respondents. This fact
supported acommontheme amongkey informantinterviews, that there isasignificant shortage of
dental providers, especially providers that take Medicaid, in the region.

Post-acute and long-term care services
Summary Description of Available Resources and Resource Capacity

Nursing Homes. Accordingto data available from the New York State DOH, there are 45 nursinghomes
inthe CNYCC service area.?” Alisting of these nursing home facilities by Countyisincluded in Appendix
B. All of the 45 nursing homes that have 2012 data available from the Nursing Home Quality Initiative®®
are certified by both Medicare and Medicaid. Across these sites, there are 7,279 beds (approximately
160 beds persite) and an average self-reported occupancy rate of 94%. The lowest occupancy reported
was 71% of beds. *

2 A di rectoryof nursinghomes, by county, is available at: http://nursinghomes.nyhealth.gov/searches/region

2 Nursing Home Quality Initiative Data is available at: https://health.data.ny.gov/Hea lth/Nursing-Home-Quality-Initiative-
Beginning-2012/aruj-fgbm

** NursingHome Quality Initiative Data is available at: https://health.data.ny.gov/Health/Nursing-Home-Quality-Initiative-
Beginning-2012/aruj-fgbm
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Accordingto the NYS DOH, there will be aneed for 6,435 residential health care facility (RHCF) bedsin
2016.% Currently, there are 7,279 beds across the CNYCCservice area, which meansthatthereisa
surplus of 844 nursing home beds. Overall, thisis notdramaticsurplus but the reality is that the beds
are notwell distributed, which means that some communities experience alarge surplus, while others
experience ashortage. The more urbanized areasin Oneida County (Utica) and Onondaga County
(Syracuse) face large surpluses of beds compared to 2016 need, while Lewis, Madison, and Oswego have
significantunmet need. As the “baby boomers” age overthe next 10-15 years the proportion of older
adults willincrease and the gapsinlong-term care thatare experienced in some of the more rural areas
willincrease and become more problematic.

Health Homes. The Affordable Care Act created an optional Medicaid State Plan benefitforstatesto
create Health Homes. Health Homes are designed to coordinate care for Medicaid beneficiaries with
two or more chronicconditions, or one chroniccondition and a risk of anothercondition, orone serious
and persistent mental health condition. There are three designated Health Homesinthe CNYCCregion:
Central New York Health Home Network (CNYHHN), Inc., Onondaga Case Management Services Inc., and
St. Joseph’s Hospital Health Center. These three Health Homes networks coverall countiesinthe CNYCC
service area, exceptforSt. Lawrence County.26

Medicaid Health Homes in CNYCC region Health Home Service Area (Among CNYCC Counties)

CNYHHN (Central New York Health Home Network) | Cayuga, Lewis, Madison, Oneida

Onondaga Case Management Services Inc. Cayuga, Madison, Onondaga, Oswego

St. Joseph’s Hospital Health Center Cayuga, Lewis, Madison, Onondaga, Oswego

Assisted Living Facilities. In addition to the list of Nursing Homes, the New York State Department of
Health also keeps adirectory of licensed assisted living programs. There are 12 such programs in the
CNYCCservice area. These programsinclude: North Brook Heights Home for Adults; Adirondack Manor
HFA D.B.A. Willow Park HFA; Cedarbrook Village, Incorporated; Loretto Utica Center Enriched Housing
Program; Presbyterian Residential Community; The Terrace at Woodland; Buckley Landing Enriched
Housing Site #6; Loretto EHP #1 Bernardine Apartments; Loretto Village Apts. Enriched Housing Site #5;
Manlius Home for Adults; Park Terrace at Radisson; and Sedgwick Heights.

Quality of Care

In terms of quality in the nursing home setting, the average number of deficiencies, according to the last
three certification years and last three years of complaint surveys, is 36 with a range of deficiencies

 Estimates of ResidentialHealth Care Facility Need and Capacityis available at:
https://www.health.ny.gov/facilities/nursing/rhcf_bed need by county.htm

%% Information on Medicaid Health Homes can be found at:
https://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/
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between 10and 139. %’ On average, 58% of staff at the nursinghomes had a flu vaccine, but this ranged
dramatically from 14% to 96% of staff. Amongthe 43 sites with composite quality scores from 2012, the
average score was 53 points out of 100. Six sites were inthe top quintile (score of over90.6 points),
while 12, 10, 10, and 5 sites were in the second, third, fourth, and last quintile s respectively. Quintile
performanceis based onall nursinghomesin the state.

Public health and community based resources/services
Summary Description of Available Resources and Resource Capacity

Theregion’s county and municipal publichealth departments have been active participantsin this
assessmentand are committed to be active as part of the region’s DSRIP projects. The publichealth
departments serve many functions from surveillance to assessmentand planningto service delivery to
screening, health education, and health promotion.

The publichealth departments are also often the conveners of community health organizations and
many of the community health organizations detailed in this assessment already participatein regional
community health coalitions. These coalitions are established mechanisms that share information and
resources, set priorities, and work to coordinate activities across the spectrum of stakeholdersto
achieve common goals. In this way, the coalitions of existing organizations are an established resource
that can be leveraged toimplement DSRIP project goals. There are 8 coalitionsinthe CNYCCregion. This
includes Comprehensive Adolescent Pregnancy Prevention Projects, which operatesin three separate
counties, and Tobacco Free coalitionsin Oswego and Onondaga. A list of these existing coalitions,
includingthe service areaand contactagency, is provided in Appendix B.

A key goal of the DSRIP program is to identify community-based resources and ensure linkages between
health care-focused and community resources. Community resources were identified in the survey. A
total of 44 organizationsreported thatthey provide community-based, non-medical services. These
organizations have expertise servinghomeless (57%); women, infants and children (57%); children with
special health care needs (41%); migrants/seasonal farm workers (16%); refugees (20% ); the uninsured
(68%); and other populations (59%).

Comparedto health care organizations, respondent non-medical organizations serve amore urban
population, with an average of 43% of clients livinginrural areas. On average, non-medical service
organizations have a population thatis 15% non-White, 4% Hispanic, 27% less than 18 years of age and
57% adultbetween 18and 64 years.

The 44 PPS Survey respondent organizations that reported providing non-medical services include
organizationsthat provide food bank services (6), housing (14), refugee assistance (2), transportation
(7), advocacy (16), peersupport(17), and community health education (15). The organizationsinclude
one YMCA, and six health departments not offering medical services. The organizations represent 158

7 NursingHome Quality Initiative Data is available at: https://health.data.ny.gov/Health/Nursing-Home-Quality-Initiative-
Beginning-2012/aruj-fgbm
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distinct sites that serve an estimated 280,218 patients annually. However, not all of these sites are
locatedinthe six countiesinthe PPSservice area; some service sites are located in the original set of
eleven counties.

Transportation Service Providers. Across the 44 organizations that provide non-medical services, 37
reported barriersto serving their consumers. Of those 37, 24 (65%) identified transportation as a major
barrierto servinglow-income consumers. While transportation services are available - seven out of 173
respondent organizations reported providing transportation in the PPS partnersurvey, including three
organizations that provide food bank services, fivethat offer housing, one YMCA, two health
departments, and four advocacy organizations (not mutually exclusive) —itis evident by the agreement
across respondents that the currentavailability of transportation is insufficient. The lack of bus
transportation options and limited transportation to rural areas in particular were specifically noted as
transportation gaps.

Food Banks. There were 186 organizations identified that provided food bank, community gardens, or
farmers market services, including Rescue Mission in Utica, Rescue Mission in Syracuse, Cayuga/Seneca
Community Action Agency, Catholic Charities of Onondaga, and Catholic Charities of Oswego. These
organizations and many others like them provide key services in urban and rural centers with
concentrated poverty. Many of these organizations provide support general to the overall population
others have expertise providing services to specific populations such as those with chronic conditions,
those of a certain demographicbackgrounds, and the homeless, as well as tothe uninsured, women,
infants, and children, children with special health care needs, individuals with mental health needs,
migrants, elderly, and refugees. While these organizations indicated that they offer care coordination
services (primarily focused on connecting homeless individuals to housing, jobs, treatment etc.) . Many
of the organizations indicated that transportation was a major barrier for their clients that prevent them
frombeingable to provide services to consumers. Many of these organizations also offer transportation
services.

In addition to the organizations that completed the PPS Partner Survey, the Food Bank of Central New
York islocated in Syracuse. Food Bank of Central New York isa non-profit that partners with 252
emergency food programsin Cayuga, Lewis, Madison, Oneida, Onondaga, and Oswego. The Food Bank’s
initiatives include Food $enSs, afood buying club designed to help consumers stretch theirfood dollars,
and investmentsinlocal farmers, container gardens forlow-incomeindividuals, and connecting families
to Farmers’ Markets to improve access to fresh fruits and vegetables.

Housing. Thirteen organizations that responded to the surveyindicated that they provide housing
services: Kids Oneida, Rescue Mission in Utica and Syracuse, Cayuga/Seneca Community Action Agency,
Herkimer ARC, Syracuse Brick House, d/b/a Syracuse Behavioral Healthcare, Loretto, Oswego County
Department of Social Services Division of Mental Hygiene, Catholic Charities of Onondaga County,
CatholicCharities of Herkimer County, Central NewYork Services, Inc., Liberty Resources, Inc., United
Helpers/Northern Lights, Catholic Charities Of Oswego. These housing organizations are generally
located in urban areas with concentrated poverty and homelessness: Utica, Syracuse, Auburn, Oswego,
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Ogdensburg, Rome, Oneida, and Fulton. Theirreported service areas alsoinclude Cayuga, Madison,
Oneida, Onondaga, and Oswego counties.

Thirteen of fourteen organizations have expertise providing services to homeless individuals, and there
isalso expertise providing services to the uninsured (9), women, infants, and children (9), children with
special health care needs (5), individuals with mental health needs (6), refugees(2), migrants (1), and
the elderly (1). Six housing providers offer advocacy and six offer peer support, whilefive offer
transportation services. Nine organizations also identified lack of transportation as a primary barrier to
providing services. In addition to transportation, the lack of available beds/long waiting lists was a
significant barrierto providing services to consumersinneed. In additionto the partners that completed
the PPS Partner Survey, anumber of other housing resources exist, including Housing Authoritiesin
Oneida, Rome, Syracuse, and Utica.

YMCA. There are 14 YMCAs in the CNY PPSregion, coveringall but Lewis County. None of the YMCAsin
the PPSservice areacompleted the PPS PartnerSurvey (there was one YMCA respondent from outside
the service area). Services and programs offered by the YMCAs are available publically on their websites.
Some of the services offered by YMCAs inthe region include: domesticand sexual violence crisis
services, emergency transitionalhousing for domesticviolence victims, housing and support for runaway
and homeless girls, violence prevention education (YWCA Mohawk Valley), flu shots (Auburn), child care
(Auburn, YMCA of the GreaterTri-Valley), academicsupport, SAT/ACT preparation classes, tutoring,
leadership development, health screenings, diabetes prevention services (Greater Syracuse), and
women empowerment activities (YWCA of Syracuse and Onondaga), among many otherservices.

Summary of Resources Available Across the Region

Table 26 provides asummary of the resources availableat the regional level, based on publically
available data.
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Table 26. Summary of Regionally Available Resources

Type of Known resources available in the region Known gaps in resources
service
Hospitals e 13 hospitalsincluding (2,827 beds total)
e 6 community hospitals (688 beds)
e 4regional medical centers (2002 beds)
e 4 hospitalswith 187 psychiatric beds
e 1Veterans Admin. hospital with 106 beds
Outpatient | 8 Federally Qualified Health Center HPSA designations:
primary organizations e Low income Individualseligiblefor
care 215 NCQA-certified PCMHs Medicaidinvarious areas of Cayuga,
96 hospital-based/extension clinics Madison, Oneida (Utica),and Onondaga
37 Diagnostic and treatment centers (Syracuse)
Behavioral 280 Mental/behavioral health programs HPSA designations:
health including e Entire counties of Lewis, Madison,and
e 13 inpatient Oswego
e 35 outpatient e Individualseligiblefor Medicaidin
e 9 emergency Oneida
e 59residential e Tribal population Oneida Nationin
e 164 supportive(e.g., care coordination, Madison County
vocation, self-help,and education)
Dental 14 Article 28 dental organizations (18 sites) HPSA designations:
e Entire county of Lewis
e Low income pops.inOswego County
e Tribal population Oneida Nationin
Madison County
e SyracusecityinOnondaga
Long-term 45 Nursing Homes Residential health carefacilityneed in 2016:
care 12 Licensed assisted living programs 6,435. There is a surplus of 844 beds
compared to expected need of 7,279 beds.
But distributionisuneven and there are
shortages in more rural areas. Gaps
expected by 2020 as “Baby Boomers” age.
Non- 8 community coalitions
medical 6 CAAs
services 5 ARCs
14 YMCAs
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IV. SUMMARY AND PRIORITIZATION OF CNA FINDINGS

The following table provides asummary of all CNA findings drawn from the quantitative and qualitative
data discussed above. Furthermore, the findings have been prioritized with respect to those that have

the greatestimpact on inappropraite hospital utilization, health status, and overall well-being.

Table 27. Summary and prioritization of CNA findings

Community
Need ID
Number

Community Need

Brief Description

Five of sixinduded countieshave poverty

Primary Data Sources

US Bureauof Census, American
CommunitySurvey, 5-year averages,

2008-2012

Widespread rates (% lessthan 100%FPL) greaterthanthe
. . 2013 Central New York Consumer
1 povertyacross Upstate NY average. All six have higher A S
the CNYCCregion proportionof population <200%FPLthan ccgss urvey . .
Keyinformantinterviews,
Upstate NY. ) )
community meetings, andfocus
groups
Betweena 32% and41% of childrenare
Widespreadpoor overweightorobese. Among adults, obesity ExpandedBRFSSJuIy200§-June
. . 2009; BRFSS County-Specific
lifestyle rates are higherthanthe Upstate NY average .
. N . . Prevention Agenda Reports
2 behaviors that in five of six counties. Inadequate Kevint P
contribute to consumption of fruits and vegetablesand eyintormantinterviews,
. - o community meetings, and focus
chronicdisease sedentary behavioris more prevalentin five
of sixcounties than the Upstate NY average. groups
Need forhealth . .
educationand High rates of obesity, tobacco use, poor Expanded BRFSSJuly 2008 - June
nutrition, limited physical activity, risky 2009; BRFSS County-Specific
3 :‘cliiavriiineisfsorall drinking, and other riskfactors lead to chronic Prevention Agenda Reports
illness and are evidence of the need for Keyinformantinterviews
segmentof the } . . - ¢
low income health education and awareness campaigns community meetings, and focus
wi
target population across sectors groups
Healthliteracy, Health literacyis a major barrier for large
language and proportions ofthe population, particularly for
cultural barriers low income foreign born andrecent . . .
. . . .. . Keyinformantinterviews,
are a major immigrants/refugees. Thisissuesimpact . .
4 . L L 1 community meetings, andfocus
barrierforsome  individuals andfamilies abilityto access rOUDS
foreignbornand  services and navigate the systemas wellas group
recent patient's ability to communicate with their
immigrants providers.
Publictransportation onlyexistsinurban
areas, where the majority of resources are.
Rural counties lack transportation options. 2013 Central NewYork Consumer
Lack of Publictransportationthat does existinurban Access Survey
5 . areasis limited. Lack of transportation makes Keyinformantinterviews, listening
transportation S - - . .
is difficult to access preventive and routine sessions, focus groups with
healthservices, to follow through on consumers
discharge, obtain medications, among other
challenges.
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Table 27. Summary and pri

Community

Need ID

Community Need

Number

Lack of consumer

itization of CNA findings

Brief Description

Primary care sites struggle to engage

December2014

Primary Data Sources

2013 Primary Care Safety Net
Assessment funded by the Health
Foundation of Westernand Central
New York

2013 Central New York Consumer

engagement consumers, even inareaswith unmet need
Access Survey
Keyinformantinterviews,
community meetings, and focus
groups
There arealarge numberof primarycare
Health Professional Shortage Area and
Medically Underserved Areas (HPSA/MUAs) 2013 Primary Care Safety Net
designated in the CNYCC, including entire Assessment funded by the Health
counties. Keyinformants reiterated this Foundation of Westernand Central
finding ofshortages of PCPs. Additionally, for New York
primarycare providers thatdoexistthereisa HPSA/MUA designations from HRSA,
substantialstrain onresources —a fact that Keyinformantinterviews, PPS
was noted by FQHC surveyrespondents to PartnerSurvey, Health Resources
Sienificant the CNYCC Partner Organizational Survey. Al Services Administration, Area health
|gn| ican sixcounties have a muchlowerrate of FTE Resources Files (AHRF), 2012
7 pri m.aryca re primarycare providers per 100,000 compared
provider
hort to the state.
shortages UDS Mapper
There are 8 FQHCs inthe region, operatinga 2013 Primary Care Safety Net
L . Assessment funded by the Health
robust, well-distributed network of sites. .
L . Foundation of Westernand Central
However, penetration into the low-income
. ; - New York
areas remains low in Cayuga and Madison. "Th uti - g
There were 215 PCMH organizations inthe U e'Evo e o_ Friflens Cerizie
. . . Medical Homes in New York State:
CNYCC region, with approximately 70% of C S dTrend ¢
those beingin Onondaga County. D L r?n 5aso _
September 2012." United Hospital
Fund.2012.
There arealarge number of primarycareand
mental health HPSA/MUAs designated in the
Mental health CNYCC, including entire counties. Key HPSA/MUA /Populations
8 provider informants also highlighted the lack of designations from HRSA, Key
shortages behavioral and mental providers. All six informantinterviews; AHRF 2012
countieshad alower rate of psychiatrists per
100,000 compared to the state.
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Table 27. Summary and pri

Community
Need ID
Number

Community Need

Brief Description Primary Data Sources

Lack of care

High rates ofchronic medical and behavioral
conditions, limited engagementin primary
care, high rates of inappropriate utilizations,

Expanded BRFSSJuly 2008 -June
2009

PPR, PQl and PPV Data from NYS
DOH

Keyinformantinterviews,
community meetings, and focus
groups

9 management icai i i
ca acigt and highratesof behaviorrisk factors are EAEd(;,c:'d Belneﬁfc:.lar\:ch;onchealﬂ'\
pacity evidence of the need for expanded and Eon ! |ons,Rnpa ITJnt'?nt'
strengthened care managementissues mergencyRoom Utllization
= & (Accessedfrom Health Data NY)
2013 Primary Care Safety Net
Assessment funded bythe Health
Foundation of Westernand Central
New York
Poorz?a! e Informants consistently noted that there is a PPR, PQl and PPV Data from NYS
transitions, lack .. ]
- lack of communication between providers, DOH
of coordination, L -
10 and resulting in poortransitions of care after Keyinformantinterviews,
. patients have beendischarged fromthe community meetings, and focus
fragmentation of hos pital
services pital. groups
In allincluded counties, cancerandheart .
. . . NYS Department of Health, Leading
. disease are the firstand second |eading
Chronicdiseases . . > Causes of Premature Death (Death
. causes ofdeath, respectively. Unintentional
are leading . . . . before age 75),2010-2012
11 injury, chroniclower respiratory disease, . ! .
causes of . . . Keyinformantinterviews,
remature death diabetes, suicide, and stroke are also inthe it i af
P top five, although there is variation across community meeungs, andatocus
. groups
counties.
All sixcounties had a higher proportion of Expanded BRFSS July 2008 - June
. L 2009; BRFSS County-Specific
adults withheavydrinkinginthe past month Prevention Azenda Reports
than the state. Four counties had a higher & P
. . 2013 Central New York Consumer
proportion of adults with poor mental health
. . . Access Survey
reportedinthe priormonth. Oswego is a hot - . .
. Keyinformantinterviews,
spotformentalhealthissues. . .
Poormental community meetings, and focus
healthacrossthe groups
regionleadingto 4 of 6 counties had higher PQl rates than the
12 . A
high utilizationof = State average and 6 of 6 countieshad higher E'Z)RI_'i PQl and PPV Data from NYS
hospitaland ED PPV rates
services The leadingcause of hospitalization (18,650
admissions) and ED use (51,432 visits) in the L . .
). . ( . ) Medicaid Beneficiary Chronic Health
CNYCC service areais depression. Drug abuse . .
. L. . Conditions, Inpatientand
and chronicstress/anxietyis the third and I
. . e Emergency Room Utilization
sixth leadingcause ofhospitalization, and the A of Health Data NY)
third and fifth leading cause of ED use, ccessedirom Hea a
respectively.
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Table 27. Summary and prioritization of CNA findings

Community
Need ID
Number

Community Need

Brief Description Primary Data Sources

High rates of
chronicdisease
leading to high

All sixcounties had a higher proportion of
adults with high blood pressure thanthe state
average. Five of sixcountieshad higher rates
of asthma.

Expanded BRFSSJuly 2008 - June
2009

PPR, PQl and PPV Data from NYS
DOH

2013 Central New York Consumer
Access Survey
Keyinformantinterviews,
community meetings, and focus

13 utilization of groups
hospitalandED  The second leading cause of hospitalization
services (15,827 admissions)and ED use (36,279 visits) . . )
. . . . Medicaid Beneficiary Chronic Health
inthe CNYCCservice areais hypertension. Conditi Inpatient and
Diabetes and Asthma are the fourth and fifth onditions, 1npa |en'?n .
. R . Emergency Room Utilization
leading cause of hospitalization, and the sixth (Ac dfrom Health Data NY)
and fourth leading cause for ED use, cessediro €a a
respectively.
Comparedto primarycare and mental health
HPSA/MUAs, there are fewer designat
AL, TS BB SEE E g . e HPSA/MUA designations from HRSA,
dental shortage areas, although thisis . . .
. . R Keyinformantinterviews; AHRF
Dental i contraryto the keyinformantinterviews 2012
14 entaiprovider which highlighted dentalshortages. Only . . )
shortages . Keyinformantinterviews,
Onondaga hada rate ofdental providers per it i 4f
100,000 anywhere close to the state average; community meeungs, andatocus
the otherfive counties had significantly lower groups
rates ofdentists.
Homelessness is anissue, especiallyin urban
hubs like Syracuse and Utica. Persons who are
homelessuse the EDs for shelter, food,
Lack of affordable showers, andcleanclothes. The lack of Keyinformantinterviews,
15 housin housingasanissueis exacerbated by community meetings, and focus
& increasingheroinand opiate use. Lack of groups
housingmakes it challenging to follow
through ondischarge plans, resulting in a
cycle of readmissions to EDs.
Currently post-acute, nursinghome ca pacity
Lack of post- s rlgh.t SI.ZedWIth 2 v.ery‘sllghtshortage but Health Facility Certification
capacityis not welldistributed and as )
16 acute care . . . e . Information (Accessed from Health
e e inappropriate hospital utilization declines Data NY)
there will be a need for additional ca pacity as
patients transfer to lessacute settings
Rural nature of Rural nature ofservice area and low US Bureauof Census, American
serviceareaand population densities creates major barriers CommunitySurvey, 5-year averages,
low population due to transportationandservice delivery 2008-2012
densitiescreates  |n general, the resources identified across
17 majorbarriers categories(hospital, primary care, behavioral
due to health, dental, post-acute, and community- PPS Part S
transportation based) were locatedinthe more urbanareas, artner-urvey
and service leaving rural areas with limited access to the
delivery available resources.
18 Syracuse and Syracuse and Utica hub s have large US Bureau of Census, American
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Table 27. Summary and pri

Community
Need ID
Number

Brief Description

Community Need

Primary Data Sources

Utica citieshave
large at-risk
populations

Lack of access to

immigrant, refugee and minority populations.
There is lesseducation, higher unemployment
in these areas. Povertyis also concentrated in
theseareas—%in povertyisatleastdouble
the CNYCC regional average.

Five of six (allbut Onondaga) counties have a
lower rate of recreation and fitnessfacility
establishments per 100,000 thanthe state

CommunitySurvey, 5-year averages,
2008-2012

US census Bureau, County Business
Patterns:2012. Additionaldata
analysis by CARES
Keyinformantinterviews,
community meetings, andfocus

19 opportunitiesfor . . groups
hysical activity average. Further, all six countieshave a lower DC Healthy Community Desien
P percentof the population that lives within A Y "y g
. Initiative and Geospatial Research
one-half mile from a park. ) A
AnalysisandServices Program.
Accessed from Environmental Public
Health Tracking Network, 2010.
All sixcounties have fewer grocerystoresper .
100,000 than the state, probablydue to the LB (CEmEUB EUEED, C'o'unty HSTEES
. Patterns:2012. Additionaldata
rural geography of the region. Further, four of .
Lack of access to . h . . analysis by CARES
20 healthy food sixcounties have a higher proportion of the ——
ealthytoo populationthatare low-income and have low 201_0 US Dept. of Agriculture Food
. . Environment Atlas Data as of
access (live more thanone mile from) to a
| November, 2012
arge grocerystore.
Although CNYCCservice area is generally
betteroff thanthe Upstate average with
respectto maternalandinfant health
Selected hot
. outcomes, there are selected areas ofneed.
spots with need . . . .
. With the exception of infant mortality, CHAI 2011
21 forimproved . .
Oneida performs relatively worse than other BRFSS 2009
maternaland . . L . .
. included counties onallindicators including
childhealth
lack of prenatal care, percentof women
breastfeeding, C-section, and proportion of
births thatare preterm and low birth weight
Regionally high Fourof six counties had higher overall
rates of composite Prevention Quality Indicator (PQl) All Payer Potentially Preventable
2 potentially rates than the New York State average. Rural Emergency Visit (PPV) Rates by
preventable areas have highrates of potentially Patient Zip Code (SPARCS) (Accessed
hos pitalizations preventable ER visits and a high proportion of from Health Data NY)
and ED use Medicaid beneficiaries with an ED visit.
Critical partners —those that have already
Healthcare self-identified as a PPS partner—have been 2014 Surveyof Health Care and
identifiedin six categories: hospital, primary Community Resources
resources that - . . .
care safetynet, behavioral health, dental, Keyinformantinterviews,
23 can be leveraged . . .
existacross the post-acute, and community-based. community meetings, andfocus
region Additionally, other potential partners have groups
g been identified to fill in gaps to maximize the See source list ofresources.
effectivenessof servicesprovided.
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Table 27. Summary and prioritization of CNA findings

Community

Need ID

Number

24

25

26

27

Large Medicaid
and dual eligible
populations

Aging population

Hospitals have
adequate
capacity

Selected hot
spots withneed
forimproved
services for
sexually
transmitted
infections

Community Need

Brief Description

Five of six counties have Medicaid rates
higherthan upstate average; more than 1in5
residents in Oswego and Onondaga are
Medicaid beneficiaries. Further, in five ofsix
countiesdualeligible make up a greater
proportion of Medicaid beneficiaries than the
NY state average.

Fourof sixcounties with higherthan state %
population 65+. Industries closing, | eaving
older, poorer population behind.

There are 12 hospitals inthe region. Across
the CNYCC region, the average number of
beds per 1,000 residents is equal to that of
the state. Similarly, the occupancyrate of
beds is comparable between the CNYCC
regionandthe state. Hospitals varyin quality
measures including wait time and patient
satisfaction, but have comparable ratesof
readmissions within30days.

Although CNYCCservice area is generally
betteroff thanthe Upstate average with
respectto sexually transmitted infections (Inc.
HIV/AIDS), Onondaga and Oneida Counties
have relatively highratesof HIV/AIDS,
chlamydia, gonorrhea, and syphilis.

V. RECOMMENDED PROGRAMMATIC STRATEGIES

December2014

Primary Data Sources

New York Department of Health,
Medicaid Enrollees and
Expenditures by County 2012

US Bureauof Census, American
CommunitySurvey, 5-year averages,
2008-2012

Health Facility Certification
Information (Accessed from Health
Data NY)

Hospital Profiles
(http://profiles.health.ny.gov/hospit
al/pages/technotes)

CHAI 2011
BRFSS 2009

Strategy 1: Strengthen and expand ambulatory care operations, including primary care, behavioral

health, and oral health care services

Ambulatory care services, including primary care, behavioral health, and oral health care services, must
be strengthened and capacity expanded if the overall health systemisto improve the communities’

overall health status, increase overall quality of services, and reduce costs, includinginappropriate
hospital utilization. The Community Needs Assessment findings identified very high rates of Prevention
Quality Indicators (PQls) (hospital inpatient utilization), Potentially Preventable Visits (PPVs) (hospital
emergency department utilization), and proportions of Medicaid beneficiaries using hospital emergency
departmentsinthe past 12 months when compared to Upstate New Yorkand New York State averages.
These rates were particularly high and pervasiveinthe more rural areasin the northern portion of the
CNYCCservice aswellasin the eastern portion. Key informantinterviews also consistently highlighted
shortagesin primary medical, behavioral health, and oral health care services as one of the leading
health care challenges, particularly in more rural areas, as well as the need for strengthening operations
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withrespectto PCMH, care coordination, services integration, and the use of evidence -based practice.
Finally, there werevery high levels of morbidity and mortality, particularly with respect to chronic
medical and behavioral health conditions, which is suggestive of the need for more intense chronic
disease managementactivities. For many of the recommendations provided here, referto Table 20 on
page 54, Primary Care Internal Operations Stre ngths and Weaknesses for more information.

a. Strengthen ambulatory care operations with an eye towards the Triple Aim

Initially, ambulatory care strengthening efforts should focus
on enhancinginternal clinicaland administrative operations
and systems. Specifically, these efforts should be geared to
achievingthe Triple Aim of: 1) improving quality of care and
the overall health of the population; 2) enhancing the patient
experience; and 3) creating efficient, cost-effective operations.
The range of possible operational advancementsin this regard
isbroad in nature andincludes activities to enhance internal
operations and external provider partnerships. The goal of
these effortsisto create patient-centered, coordinated,
integrated, service delivery approachesthatfocus on quality,

safety, and access. Figure 14: Triple Aim

b. Expand primary care capacity

Despite the recent growth in primary care capacity, specifically the growth in FQHC and hospital-based
provider capacity, targeted efforts still need to be made to build primary care capacity to fill geographic
gaps, meetthe needs of specificdemographic/socio-economic population segments, and address
specifichealth statusissues. Itis particularlyimportant to expand primary care safety net capacity to
ensure thatthose who are Medicaid insured or uninsured have access to care. This should be
accomplished through a multi-pronged strategy that focuses first on maximizing existing primary care
capacity then on adding additional providers or practice sites, as appropriate.

Existing practice sites should first explore whetheran unmet need can be addressed by decreasing
patient no-shows, improving provider and patient scheduling, refining patient flow, developing primary
care pods, creatinginterdisciplinary teams, or other ways that increase productivity and maximize
existing capacity.’® The Community Health Care Association of New York State (CHCANYS) developed a
statewide planin 2013 that details how community health centers should expand capacity. This
document contains valuable information for primary care practices everywhere.

% The Commu nity Health Care Association of New York State (CHCANYS), with support from the New York State Health
Foundation, hasdeveloped a statewide plan for community health centers to increase their ability to serve more patients.
Basedon extensive quantitative and qualitative analyses, the planidentifiesgeographic areas that have the greatest need and

potential for sustainable growth, estimates potential increasesin ca pacity withinthe existingsystem, and highlights strate gies
forcreating more capacity.
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Additional primary care capacity should be attained, as needed, by filling providervacancies, promoting
broader participationinthe State’s Medicaid program among private practitioners, adding providers at
existing clinic practices, and when feasible developing new primary care practices. Inevitably, expansion
efforts will occurthrough the actions of individual practice sites. However, these actions should be
consideredin collaboration with the fullhealth care system. Ideally, efforts will be based on a
community or market-level planin the context of developing a strong, collaborative, integrated delivery
systemthat coordinates the full spectrum of required publichealth, health care, and social services for
allwhoneedthem.

Communities must ensure thatthere isathriving safety-net practice or group of practicesthatare
geographically focused on serving all-comers and that are committed to and capable of servingall
residents regardless of their ability to pay. These core providers are animportantassetand must be
supported by the community at-large. However, in orderto develop asystem of care that is able to
provide accesstoallin need, mostcommunitiesin Central New York will need to apply a multi-pronged
approach that not only focuses onthe expanding FQHCs and othersafety net practices but also supports
the development of abroad range of providers. In many markets, the core safety-net providers are left
to serve a disproportionate number of the uninsured, which often makes it challenging forthemto
survive. Providers must develop systems and partnerships to share this burden. Specific efforts must be
made to supportthe free clinicsin Onondaga County because they are critical to the county’s safety-net.

c. Expand behavioral health care capacity

The National Institute of Mental Health (NIMH) stated in a 2008 report thatan estimated 26.2 percent
of Americans ages eighteen and older—aboutone in fouradults—sufferfrom a diagnosable mental
disorderina givenyear, which translates into 57.7 million people.”® Data from the CNY CNA fully
corroborates these findings and details the substantial impact that behavioral health issues have on
health status and inappropriate hospital utilization inthe CNYCCservice area. As discussed above, steps
needto be takento strengthen operational capacity (e.g., no-show rates, application of evidenced-
based practice, screening/assessment, patient flow, etc.) across all ambulatory care settings, including
behavioral health care settings. In addition, one of the most consistent themes across the
provider/consumerinterviews and focus groups and the quantitative datawas the need to expand
access to mental health and substance abuse services across the region. Virtually nocommunity was
leftuntouchedinthisregard.

As with primary care, it is particularly important to ensure that be havioral health service capacity is
available forthose who are Medicaid insured or uninsured. This should be accomplished through a
multi-pronged strategy that focuses first on maximizing existing capacity then on adding additional
providers or practice sites, as appropriate. Additional capacity should be attained by filling provider
vacancies, promoting broader participation in the State’s Medicaid program among private
practitioners, promoting telemedicineand other consultation models, promoting behavioral

2 http://www.milbank.org/uploads/documents/10430EvolvingCare/EvolvingCare.pdf
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health/primary care integration, adding providers at existing clinic practices, and when appropriate and
feasible developing new behavioral health ambulatory care practices.

Specificsteps should be taken tointegrate mental health and substance abusescreening, referral, and
treatmentservices within the primary care setting. Thistype of primary care integration s particularly
effectiveforthose with mild to moderate conditions. Itisequallyimportant thatsteps be takento
expand access to primary care medical services within outpatient behavioral health settings, particularly
for those with moderate to serious conditions. A range of models orintegration strategies have proven
inthe literature to be effective including: 1) co-location of primary care and behavioral services with
eitherthe primary care setting as the locus or the behavioral health care setting as the locus; 2)
enhanced referral relationships that promote provider/patient communication and ensure that patient
care iswell coordinated, evenif care is not co-located, 3) primary care providertraining models that
promote greater primary care providerinvolvementin counseling and medication management, and 4)
telemedicine initiatives that address shortages in psychiatricservices.

Effortsto expand service capacity need to go hand-in-hand with efforts to promote screening and
assessmentsothatthe CNYCC capacity can match demand and need forservices. The followingare a
range of strategies drawn from the assessment’s findings that will address unmet need, fill gapsin
capacity, improve health status, and ultimately reduce inappropriate utilization.

d. Expand oral health care capacity

Another consistentthemefrom the assessment’s provider/consumer interviews and focus groups, the
consumersurvey, and the quantitative datawasthe need to expand oral health service capacity. While
there isample capacity in many communities forthose who are commercially insured there is extremely
limited capacity fororal health services forthose who are Medicaid insured oruninsured. As with
behavioral health care services, efforts need to be made to expand access and capacity inthis area as
well. Once again, amulti-pronged strategy is appropriate thatfocuses onfillingvacanciesin dental
providers, integrating oral health services within existing safety net clinicoperations, promoting broader
participationinthe State’s Medicaid program among private practitioners, and developing new dental
safety net practices when appropriate and feasible.

e. Promote primary care engagementin a patient-centered medical home

Communities and primary care practice sites need to collaborate inan effort to reach out to the
community at-large to promote healthy behaviors, provide health education, and promote primary care
engagement. As mentioned, a portion of the unmet needin communities throughoutthe regionis due
to limited primary care capacity and/or lack of after-hours care. However, according to information from
JSI’'sinterviews and site visits, asignificant portion of the unmet need is associated with alack of
consumerengagementin care and a lack of appreciation forregular primary care services. Promoting
appropriate engagementin primary care is particularly important for people with health risk factors
and/orchronic health conditions. Forpeople with chronicconditions orspecificrisk factors, itis
importantthatthe education be augmented with counseling on disease management, behaviorchange,
and self-management.
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There are numerous evidence-based outreach and engagement programs that target the community at-
large as well asthose with chronicillness or certain risk factors. See evidence providedin
recommendation Section 1a.

f. Support initiatives that promote primary care providerrecruitmentand retention

Recruitmentand retention would benefit from aregional approach drawing on the expertise of state
and national agencies and organizations that are closely involved in provider training and development
(e.g. CHCANYS, Area Health Education Centers (AHEC), NYS Primary Care Office, Association of Clinicians
for the Underserved, and National Health Service Corps). Recruiting and retaining clinical staff is an
essential prerequisite to stabilizing and enhancing the primary care system. Most hospitals, health care
systems, and group practice settings in the region struggle to recruit physicians and fill gapsin their
clinical staffing. Thisissue is not unique to central New York; itis an issue that providersin largely rural
areas face throughout the nation. Additionally, providers could share resources and/or develop a tool kit
to guide the recruitmentand retention process and help practices be more prepared and involved in this
process. Finally, regional stakeholders could develop aresource centerthat would work collectively on
behalf of the region’s practices to support the recruitment process, as occurred in Minnesota through a
RWIF grant.

Strategy 2: Develop care managementand care coordinationinitiativesfocused on those with chronic
illness and/or those who are high utilizers of services

Care coordination aswell as evidence-based care management and palliative care activities focused on
those with emerging oralready complex chronic conditions as well as those who are otherwise high
utilizers of services are critical toimproving overall health status, reducing costs, and addressing DSRIP
goals. Findings above highlight the high rates of chronicconditions and the fact that hospital emergency
departmentandinpatient utilization is dominated by patients with chronic medical and behavioral
health conditions. According to the literature and information collected from our community needs
assessment, the most significant contributors to poor health status and high costs, including
inappropriate utilization are: lack of evidenced-based care, poor communication among health and
social service providers, lack of early detection and screening, failureto address behavioral health
issues, fragmentation of care/lack of coordination, and ineffective transitional services from hospital and
post-acute settings. A multi-pronged strategy that: 1) addresses the range of care managementand care
coordinationissues across the ambulatory, hospital, and post-acute settings, 2) involves abroad range
of other community-based agencies, and 3) works over time to address the underlying social and
environmental determinants of poor health that are barriers to improving health status and reducing
costs.

a. Develop care management and care coordination initiatives inambulatory care settings,
particularly in primary care and behavioral health service settings

Care coordination, care management, and palliative care programsin the ambulatory care settings,
including primary care practice settings, involve the identification of high-utilizers, proactive
management of patient care, and sharing of information between the patientand all the providers
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involved. Ultimately the goal is to encourage self-management and promote more coordinated,
efficient, patient-centered care. Many care managementand care coordination programs focus on
identifyingand managingthe care of high-cost, frequent utilizers (e.g., diabetics, asthmatics, those with
depression and substance abuse issues) that too often end up in hospital emergency departments or
inpatientsettings. Care managementand care coordination activitiesinclude creating care plans,
supporting patient’s self-management goals, linking patients to community resources, monitoring
follow-up, and helping with care transitions. These programs can be and are oftenimbedded within
PCMH programs.

b. Develop emergency departmentinitiatives targeted at super utilizers.

One of the core findings of the CNA is the fact that large proportions of the population use the hospital
emergency departmentastheirregularsource of primary or lack an understanding of the importance of
regularprimary care and preventive services. Care managementand care coordinationinitiativesin the
emergency department setting are often designed to identify high utilizers who are uninsured, not
linked to primary care services at all, and/orare infrequent utilizers of primary care services. Such
programs are particularly effectiveif they implemented in conjunction with case management based out
of the primary care setting. Inthis way, the ED is used to triage super-utilizers to the case management
program and community-based primary care settings.

c. Improve care-transitions/discharge planning for all patients.

Acrossthe region, poordischarge planning was identified as a barrierto preventing avoidable
readmissions. In addition, high rates of PPRs, PQls and PPVs are alsoindicative of the need tofocus on
transitions. Activities that support smooth transitions include conductingawhole-person assessment,
arrangingfor and promotingtimelyfollow-up visits and services, providing evidence-based palliative
care, communicating with receiving providers, better managing medications, usinga checklist to ensure
delivery of all services, and engaging the patientand family/caregiversin developingacare plan. The
data also highlights the importance of screening for behavioral health issues and making sure that
behavioral health specialists are involved in the discharge process. Improved data sharing capacity will
alsoresultinimproved care transitions.

Strategy 3: Promote population-based approaches to community health and primary care
engagementina patient-centered medical home

The findings also highlight the importance of developing broad collaborative activities involving health
care providers (including primary care), state/l ocal public health officials, social service organizations,
educators, businessleaders, and philanthropicorganizations that are focused on improving population -
based health outcomes and engagingindividuals and familiesin appropriate primary care. There is
growingappreciationin the health care field of the need for communities to address health care
disparities, improveits overall health status, and reduce health care costs, includinginappropriate
hospital utilization. Todo so, communities need to develop ashared agendaand implement targeted,
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integrated efforts that build on existing programs and assets. There also needs to be evaluative metrics
and a community-based infrastructure that guides and monitors these activities. >

a. Promote population-based approaches to community health

Figure 15, developed by the University of Wisconsin’s Population Health Institute, illustrates the
importance of taking action at the community-level toimprove health status, reduce mortality, and
reduce inappropriate utilization. Increasingly,
the literature shows that clinical care has a

Figure 15: Social Determinants of Health and Primary Care

limited impact onimproving health outcomes and Social Determinants of Health
keeping people healthy. Asaresult, new service
delivery and payment reform efforts, like DSRIP,
are beingdesigned to entice providersto keep
patientswell and improve health outcomes
rather than provide specificclinical care or
treatmentservices. Certainly, awell-integrated
system of care is essential to keeping
communities healthy. However, the greatest
impact comes from addressing the physical
environment and social/economicfactors as well
as changing risky health-related behaviors.

Communities that have showed the most
promising results are taking atwo-fold approach.

First, they are workingto ensure thatresidents have access to a well-integrated system of care that:
e Givesresidentsaccesstoappropriate primary care, behavioral health, and oral health services.

e Integratesabroad range of specialty care, inpatient, long-term care, and home-based services
that individuals and families need throughout the life-cycle.

e Promotes care coordination, care management, and patient/family self-management,
particularly for children, frail elders, and people with complex or chronicconditions.

e Deliversservicesacrossthe full spectrumin a patient-centered manner.

* Ha nleybrown, F., Kania, J., Kramer, M. Channeling Change: Making Collective Impact Work. Stanford Social Innovation
Review. 2012
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Second, communities and integrated delivery systems thatinclude primary care are workingtoimprove

physical environments, address social/economicfactors, and implement targeted community health

programs that:

e Educateresidentsandraise

awareness about key health
issues.

e Identify people atrisk,
particularthose who have
chronicdisease orthe leading
chronicdisease risk factors.

e Provide evidence-based
supportfor behaviorchange
and disease management.

e Linkall community residents,
especiallythose mostatrisk,
to regular, appropriate
primary care servicesina
patient-centered medical
home.

b. Develop programs and evidence-
based interventions geared to
addressing HIV/AIDS and other
sexually transmitted infections as
well as maternal and child health
outcomes

Figure 16: Approaches to Community Health

Health Outcomes -

Health Factors

Policies and Programs

—

Mortality ( length of life ) 50%

Morbidity ( quality of life ) 50%

Tobacco use
Health behaviors [ Diet & exercise
30%
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Sexual activity
A
Clinical care L Ceeiocas
(20%) Quality of care
Education
L Employment
Social and
‘economic factors [ Income
(40%)
Family & social support
[ Community safety
Physical [ Environmental quality
environment
(10%) [ Built environment

County Health Rankings model ©2012 UWPHI

As discussed above, the prevalence of chronicmedical and behavioral health conditions, along with the

health and behavioral risk factors that are associated with these conditions, are disproportionately
higherinthe CNY Care Collaborative’s service areas when compared to Upstate New York and New York

State averages. A broad strategy of health education and health promotion combined with efforts to

promote appropriate engagementin preventiveand primary care services is recommended. A review of
the data revealsthat maternal and child health indicators related to pre-term birth, infant mortality and

appropriate prenatal care need special attention as the ratesin many of the region’s counties are
substantially worse than the Upstate end New York rates. Likewise, the rates of HIV/AIDS and other

sexually transmitted infections, particularly in Syracuse and Uticaare much higherthanratesin Upstate
New York and New York State overall. There are dedicated organizations to provide HIV/AIDS services
and support people living with HIV/AIDS. AIDS Community Resources is one key resource, providing case

management, care management, risk reduction/education, linguisticsupport, transportation,
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psychosocial supportservices, supportive housing, and treatment education in several countiesin the
PPSservice area. Other medical and non-medical service providers are included in the list of county
resourcesavailablein AppendixB.

c. Support the development of registries and other HIT tools to identify and promote primary care
engagement, care coordination and chronic disease management

Safety-net practicesinthe region would benefit from support that would allow them to share
information between practice sites and explore how to use their EHRs to ensure that patients are fully
engagedintheircare, receive tailored follow-up, and the most appropriate case/care management
services. Based on a recentissue brief published by the CenterforHealth Care Strategies (CHCS)*!,
approximately 60 percent of physicians work in practices with four orfewer providers, and roughly 65
percent of all physician office visits occurin practices of this size. These national statistics reflect the
characteristics of central New York’s primary care safety-net. Smaller practices of this type usuallydon’t
have the staff to research and support the implementation of registries and use of all of the
functionalities of their EHRs. Information gathered by JSI corroborates these findings. Key stakeholders
interviews and consumer discussions emphasized the lack of coordinated care betweeninpatientand
outpatient providers as well as between primary care and behavioral health services.

Practice sites would also benefit from the formal implementation of primary care engagement, care
management, and palliative care protocols/interventions that leverage their EHRs to identify and
manage theirchronicdisease patients. Anotherissue brief developed by CHCS highlights the lessons and
best practice programs from a national pilot.>*

! http://www.chcs.org/usr_doc/Supporting_Meaningful_Use_Brief.pdf
32 Key Factors for Improving Care Deliveryin SmallPrimary Care Practices with High Medicaid Volume,
http://www.chcs.org/usr doc/Key Factors for Improving Care in_Small Primary Care Practices.pdf
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Strategy 4: Enhance transportation services for high-need populations.

There isa marked lack of publictransportation across the region, particularly outside of Syracuse. This
fact combined with the reality that poverty rates are high for large proportions of the population means
that many people have limited transportation options and face substantial barriers to accessing care. It
isimportantto note, however, thatthisisnot merely anissue forthose who needto getto health care
appointments butalso hasa majorimpact with respect tofollowing through on treatment regimens,
gettingto follow-up appointments with specialists, filling drug prescriptions, going to the grocery store
for healthy foods, and doing other regular activities of daily living. Keyinformants also mentioned the
challengesthat providers experienced getting to practice sites orgettingto home health settings.
Investmentin systems or partnerships thataddress transportation barriers, particularly for those with
chronicconditions, would increase the proportion of patients whose conditions are properly identified
and controlled. These systems could reduce inappropriate transfers.

Strategy 5: Develop care management programs within public, low income or transitional housing
settings for low income or homeless populations.

A keyfindingfromthe CNA’s key informant interviews and focus groups highlighted the need for care
management programs designed specifically forthose who are homeless or live in unstable housing
situations. These programs are designed specifically fora high utilizing cohortand are focused on
ensuringthathomeless patients are provided with stable housing as an integral part of their care
transition plans. Housingisrelativelyinexpensive compared to providing inappropriate care in the
emergency department or unnecessary inpatient admissions. Thus, investingin housingasameansto
preventreadmissionsis a cost-effective solution. The Housing First model, implemented in Seattle and
Chicago, has proven that providing transitional housing services can improve health outcomesand
reduce health care costs.
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V. METHODOLOGY

A. DSRIP Performance Data Methods

Abstracted Data

Data matrices were organized in accordance to the domains specified by the New York State
Department of Health’s Guidance for Conducting Community Needs Assessment Required for DSRIP
Planning Grants and Final Project Plan Applications. “System Transformation Metrics” were containedin
Domain 2, “Clinical Improvement Metrics” in Domain 3, and prevention-related metricsin Domain 4.

Population demographics and population health status were detailed in Domain 2 subdomains, 2Bi and
2Bii respectively. Domain 2Bii was further divided into nine subdomains (2Bii1-2Bii9).

All data that were included in the matrices were collected atthe county level, with some additional
analyses conducted atthe Zip Code level when specified. As available, matrices included 5-year
longitudinal (2008-2012), state, upstate (state notincluding NYC), and best performing county data.
Matrices were conditionally formatted to highlight counties performing worse than the state and/or
worse than upstate. Red cells designate a county value worse than both NY State and NY Upstate values;
blue cells designate a county value worse than the Upstate value; yellowcells designate a county value
worse than the NY State value; bold lettering within acell indicates that both upstate and state
comparisonvalues were not available; and underline lettering within a cell indicates that either upstate
or state comparison values were not available. Conditional formatting was only applied to most recent
data—in most cases, thisis 2012.

When data was not available from the source, it was labeled as not available with an “NA.” Data sources
alsodesignated whetherthe value was unstable with a “*” or if collected data did not meetreporting
criteriawithan “s.” Metadata was appended in the notes column as available.

Between 20% and 100% of all data values, including NA values, were checked for accuracy by an analyst
differentthan the data entry analyst. Data checks were selected randomly on a by-column basis.

Methods for Tables 1-5 of County Narrative Reports

Table 1, DemographicInformation, corresponds to the guidance’s domain 2Bi. The data source isthe
U.S. Census Bureau’s American Community Survey, 5-Year Estimates forthe years 2008-2012.

Table 2, Leading Causes of Premature Death, corresponds to the guidance’s domain 2Biil. The data
source is Vital Statistics Data as of March, 2014, located within the Leading Causes of Death by County,
New York State, 2012 spreadsheet onthe New York State Department of Health’s County Health
Statistics webpage. County rates were compared to the Upstate NY rate value for each condition.
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Table 3, Leading Causes of Hospitalization, corresponds to the guidance’s domain 2Bii2. The data source
is 2010-2012 SPARCS Data, located on spreadsheets accessible through the New York State Community
Health Indicator Reports (CHIRS) webpage. Data from these spreadsheets was compiled longitudinally
and sorted by rate in 2011. County rates were compared to the Upstate NY rate value foreach cause of
hospitalization.

Table 4, Population Health Indicators and Major Health Risk Factors, corresponds to the guidance’s
domains 2Bii6and 2Bii7. The data sources included are: Pregnancy Nutrition Surveillance System WIC
Program data (as of July, 2012) and 2009-2011 Vital Statistics Data (as of February, 2013), 2009-2011
NYS Department of Motor Vehicles Data (as of July, 2013), 2009-2011 SPARCS Data (as of February,
2013), and 2010-2012 Student Weight Status Category Reporting System Data (as of July, 2013)—all
located on spreadsheets accessiblethrough the New York State Community Health Indicator Reports
(CHIRS) that report Community Health Assessment Indicators (CHAI) webpage. Table 4also contains
Expanded BRFSS data July 2008 — June 2009, accessible through the County-Specific Prevention Agenda
Reports and County-SpecificReport - Expanded BRFSS July 2008 - June 2009 webpages.

Table 5, Access to Health Care, corresponds tothe guidance’s domains 2Bii8. The datasource is
Expanded BRFSS data July 2008 — June 2009, accessible through the County-Specific Prevention Agenda
Reports and County-SpecificReport - Expanded BRFSS July 2008 - June 2009 webpages.

Methods for Tables 6-11 of County Narrative Reports

Data on service utilization, prevalence of chronic conditions, leading causes of ER visits and inpatient
admissions, as well as adult and pediatric Prevention Quality Indicators (PQls/PDls), potentially
preventablereadmission (PPR) and potentially preventable emergency roomvisits (PPV) rates forthe
Medicaid population were obtained from Health Data NY. Other data sourcesincluded the Salient New
York State Medicaid DSRIP Dashboards and DSRIP Performance Chartbooks. Datawere available atthe
county and/or zip-code level. Data pertainingtothe PPS counties, overallNew York State and upstate
NY were selected andincluded in the analyses.

For the service utilization data (Table 6), the 2013 primary care data from the NYS DSRIP Dashboard #8
and 2012 Emergency Room and Inpatient Admissions data from Health Data NY (file name, “Medicaid
Beneficiaries, Inpatient Admissions and Emergency Room Visits by Zip Code: Beginning 2012”) were
used. Data were aggregated fromthe zip code level to the county level for the numberof unique
members served and total number of visitsindicators. The percent of county members with avisit was
calculated asthe number of unique members with avisit divided by the total numberof membersinthe
countyand multiplied by 100. The number of visits permember was calculated by dividing the total
number of visits by the total number of membersinthe county. Calculated variables were benchmarked
against state-wide data.
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For chronicconditions and leading causes of ER visits and inpatient admissions (Tables 7-9), one dataset
from Health Data NY was used (file name, “Medicaid Chronic Conditions, Inpatient Admissions and
Emergency Room Visits by Zip Code: Beginning 2012”). The data were limited to the counties of interest
and aggregated up to the countylevel. Additionally, the Episode Disease Categories were categorized
into Condition Categoriesin orderto group similar diagnoses (see Appendix Bfor details). For Table 7,
the percent of memberswith the condition was calculated as the number of membersin the county
with the condition divided by the number of membersin the county multiplied by 100. Intables8 and 9
the visits/admissions per member was calculated as the total number of visits/admission by condition
divided by the numberof membersinthe county with the condition. Fortables 7-9 the table was
ranked in descendingorder by the calculated variable, which was benchmarked against state -wide data.

For the adultand pediatricPQls and PDIs (Table 10), the Medicaid Inpatient Prevention Quality
Indicators for Adult Discharges: Beginning 2011 by Patient County & by Patient Zip Code files from
Health Data NY were used. Forthe potentially preventable emergency room visits data, the files
Medicaid Potentially Preventable Emergency Visits (PPV): Beginning 2011 by Patient County & Patient
Zip Code from Health Data NY were used. The 2012 risk-adjusted rate per 100,000 people foreach
PQI/PDI measure and the risk-adjusted PPV rate per 100 people forthe selected counties were
compared to the overall NYS and upstate NY rates. A rank order of the 11 counties by the composite
PQlsand PDIsand PPV rates were done for cross-county comparisons.

For potentially preventable readmissions (Table 11), the Medicaid Hospital Inpatient Potentially
Preventable Readmission Rates by Hospital: Beginning 2011 file from Health Data NY was used. The
2012 PPRratesfor hospitals that were identified within the PPS counties were selected and compared
to the statewide PPRrate. For counties with multiple hospitals, hospitals were ranked by their PPRrate
fromhighesttolowest.

For all measures and indicators, where available, zip code level analyses and GIS mapping were used to
identify areas within counties with higher rates orlower performance than the county average.

All data used were publicly available and de-identified. Statistical analyses were conductedin SAS9.3
(Cary, NC).

B. Condition Categorization of Episode Disease Categories

The Episode Disease Categories were categorized into Condition Categoriesin orderto group similar
diagnoses usingthe following categories.
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Anginaand IschemicHeart Disease
e AnginaandlschemicHeartDisease

e Unstable Angina

Asthma
e Asthma

e Status Asthmaticus

Atrial Fibrillation, Cardiac Dysrhythmia, and
Conduction Disorders

e Atrial Fibrillation

e Cardiac Dysrhythmiaand Conduction
Disorders

Bi-polarDisorder
e Bi-PolarDisorder

e Bi-PolarDisorder-Severe

Cardiomyopathy, Congestive Heart Failureand
Other Cardiovascular Major Diagnoses

e Cardiomyopathy

e Congestive Heart Failure

e OtherCardiovascularDiagnoses - Major

ChronicAlcohol Abuse
e ChronicAlcohol Abuse
e DeliriumTremens

ChronicBronchitis and other Chronic Pulmonary
Diagnoses
e ChronicBronchitis

e OtherChronicPulmonary Diagnoses

ChronicMental Health Diagnoses
e ChronicMental Health Diagnoses -
Minor
e Chronic Mental Health Diagnoses -
Moderate
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COPDand Other Major ChronicPulmonary
Diagnoses

e ChronicObstructive Pulmonary Disease
and Bronchiectasis

e OtherMajor ChronicPulmonary
Diagnoses

Drug Abuse
e Cocaine Abuse
e Cocaine Abuse - Continuous
e Drug Abuse - Cannabis/NOS/NEC
e Drug Abuse Related Diagnoses
e OtherSignificant Drug Abuse

e OtherSignificant Drug Abuse -
Continuous

e OpioidAbuse
e Opioid Abuse - Continuous

Congenital and Cardiac Defects/Anomalies

e Complex Cyanoticand Major Cardiac
Septal Anomalies

e OtherMajor Congenital Heart
Diagnoses Except Valvular

e ValvularDisorders

e Ventricularand Atrial Septal Defects

Conduct, Impulse Control, and Other Disruptive
Behavior Disorders
e Conduct, Impulse Control, and Other
Disruptive
e BehaviorDisorders Conduct Disorder -
Severe

Coronary Atherosclerosis
e (CoronaryAtherosclerosis

e Coronary Graft Atherosclerosis
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Depression Hypertension
e Depression e Hypertension
e Depressive Psychosis - Severe e Malignantand Other Significant
e Depressive and OtherPsychoses Hypertension

e Pulmonary Hypertension

Diabetes
e Diabetes-Juvenile Onset Premature Birth
e Diabeteswith Circulatory Complication e Prematurity - Birthweight 750 - 999
e DiabeticComa Grams
e DiabeticKetoacidosis e Prematurity - Birthweight <1000 Grams

e Diabetic Nephropathy e Prematurity - Birthweight <750 Grams

e DiabeticNeuropathy

e DiabeticRetinopathy Schizophrenia

e OtherDiabeticComplications * Schizophrenia

e Schizophrenia - Catatonia
e Schizophrenia- Exacerbation

C. Qualitative Methods

Qualitative data collection forthe DSRIP program CNA project consisted of atwo-part process,
beginning with the creation and dissemination of asurvey to assess organizational capacity, service
areas, patient/consumer demographics, particular areas of expertise, and barriers. The second part of
qualitative data collectioninvolved aseries of key informantinterviews. Building on these two data
sources, JSlalsoincorporated findings from past needs assessments during the review and analysis.

PPS Partner survey

The purpose of the survey was to cast a wide net of potential partners and resourcesinthe region. The
audience forthe PPS PartnerSurvey was identified as those organizationsthatthe PPS had included as
partnersin their DSRIP planning application to NYS DOH. This original list, included in the application to
NYS DOH, was used to create a list of PPS Partner Survey recipients. The list of partners included general
partnering organizations, other partnering organizations, alist of physicians, and alist of pharmacy
partners. Over 200 contacts received the survey.

The survey of key providersinthe region assessed anumber of service and capacity indicators. The
survey was organized by service type, including inpatient, outpatient primary care, behavioral health
(including outpatient, residential, and day treatment), dental, long-term care, and non-
medical/community services. Foreach service type, the survey assessed patient population (in terms of
payor mix and demographics), estimated full-time equivalent (FTE) capacity for medical and behavioral
health providers, facility capacity in terms of number of distinct service sites and number of
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unduplicated patients, progressinimplementing health information technology, and current and
expected capacity toserve both children and adults.

The survey was administered onlineand distributed via email toindividuals identified by the PPS as key
providersinthe region. Contacts were organized according to the county in which they provided service.
Organizations were contacted with aninitialemailand follow-up request three days laterto complete
the survey. Non-respondents and respondents with missing datawere then contacted athird time by
phone. Thisonline survey also collected address information that was used to map partners, and
capacity and services information to provide an understanding of available resources and remaining
gaps.

A total of 173 organizations completed the survey between August 21 and September 30, 2014. This
included 44 organizations that provide inpatient services, 37 organizations that provide o utpatient
primary care, 39 organizations that provide behavioral health outpatient services, 11 organizations that
provide residential behavioral health services, 11 organizations that provide day treatment behavioral
health services, 23 organizations that provide dental services, 43 organizations that provide long-term
care services, and 47 organizations that provide non-medical services in the community. Many
organizations provided multiple services.

Key Informant Interviews

In follow up to the survey, a numberof individuals wereselected for key informantinterviews. These
interviews provided context forthe data by focusing on perceived priority issues and root causes of
hospital readmissions. Key informantsincluded individuals representing hospital providers, other health
providers, and community-based organizations. Interview guides were designed for each type of
respondents, butin general the interview focused on an overview of the organization, perceived
significantissues thatinfluence health status, existing relationships between providersinthe regionto
be leveraged, and recommendations for systems-level changes toimprove access to and quality of
health care servicesforclientsinthe region.

The PPS identified aninitial list of key informant recommendations. These names were selected by the
PPS because the organization was identified as akey partnerfor the DSRIP project (i.e., akey county
provideridentified in Table 15 of this report) and theirinsight was seen as key to developing the picture
of needsandresourcesin the service area. Original contact lists consisted of the contact name, agency
name, position title within theiragency, phonenumber, and email address. The number of contacts
included on each listvaried by county, and included a mix of community based resource providers, other
healthcare providers, or hospital providers. This contactinformation data was cross referenced with
survey data, whenrelevant.

Keyinformantinterviews were led by alead interviewer based onthe interviewguide, which was
providedinadvance tothe interviewees. Responses were uploaded to a database with all interview
responses. The qualitative dataanalysis team maintained detailed records about recurringthemes
visible in each interview. Upon the identification of anew theme, the interviewers proceeded to explore
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the validity of said new theme in subsequent interviews. Each interviewee was asked to recommend
otherinterviewees, thus expanding upon the initial contactlist.

Throughoutthe Kll process, the full team of interviewers routinely convened to provide progress
updates and discuss any newly-identified themes. This fullgroup also reported any identified gapsin
interviewee type within each county. Forexample, some counties had an excess of otherhealthcare
providers, butanoticeable lack of community based resource providers. Once the gap was identified,
individualteam members conducted further research in an attempt to identify possible contacts that
couldfill the existing information vacancy within their respective county teams. Finally, before
producinga summary analysis report of findings taken from the interviews, the complete team of
interviewers metto confirmthe list of identified themes, overlapping and contrasting survey d atawith
that collected through the Kll process.

Keyinformantinterviews were conducted inthe month of September. Intotal, 77 key informant
interviews were completed, including some from the original set of countiesinthe PPSservice area. A
total of 56 interviews were conducted within the final service area of six counties. These interviewees
were diverse onanumber of indicators. Interviews were conducted in several counties, including
Cayuga(7), Cortland (9), Herkimer (7), Lewis (4), Madison (8), Oneida(14), Onondaga(14), Oswego (9),
and St. Lawrence (5). Additionally, the interviewees werediverse in the type of organization they
represented. Interviewees included 10hospitals located in six different counties. The hospitals
represented by interviewees were Lewis County General, Community Memorial, Crouse, St. Joseph’s,
Oswego (4interviews), and Canton-Potsdam Hospitals. There were 37 interviews with other health care
providers. These other health care providersincluded county agencies (health, aging, and mental health
departments), federally-qualified health centers, Health Home agencies, case management
organizations, and hospice providers, amongothers. Finally, there were 30interviews with community -
based resources. These community based resources included ARC agencies, housing authorities,
community action partnerships, community coalitions, rural health councils, the Salvation Army, and
Catholiccharities, amongothers. Alist of interviewees, including name, organization, organization ty pe,
and county of location, can be found in Appendix I. The diversity in geography and organization type
resultedinasaturation of themes surrounding resources and gapsin the service area.

Consumer Engagement Activities

Inputfrom consumersis a critical part of the CNY PPS. In-person consumer engagement activities were
conductedin each of the CNY counties. These activities ranged from structured focus groups to guided
listening sessions to individualinterviews. Both JSI and Eric Mower and Associate s (EMA) conducted
consumer engagement activities. Discussions with consumers were guided by aninterview protocol. The
protocol encouraged discussion on access barriers including provider communication, care coordination,
and experience locating services.

Participants were recruited by partnership agenciesin each County. Agencies included community
organizations and mental health providers, among others. Participating agencies included: Central New
York Adult Homes Inc., Cayuga County Mental Health Center, Liberty Resources, CazCares, Catholic
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Charities, Hutchings Member Support Center, Sunrise Recovery Center, Faxton-St. Luke’s Hospital and
theirPartner Advisory Committee members, Oswego Health, Lewis County Health department, North
Regional Centerfor Independent Living, and the Human Services Center. These agencieswere
geographically spreadtoincrease accessto participants and ensure diverse perspectives. Agencies
recruited participants either by asking patients who were attending the site foravisitto participateina
group or individual interview, or by active outreach to agency participants. Inall over 100 individuals
providedinputontheirexperiences with the health care system. Participantsinthese activities were
predominantly Medicaid recipients with asignificant number also being covered by Medicare. The
latter group of dually eligible was a combination of seniors and persons with developmental disabilities.

Several common themes emerged from the consumerinput. These themes have been discussed and
incorporated throughout the report, but are reiterated here as those that were of particularimportance
to consumers.

e Transportationisa significant problem with long waittimes and inconsistent service fromthe
“Medicaid taxis”

e Personswith mental healthissuesrelated feelinguncomfortable and made to feel “strange”
when accessing primary care and other non-mental health services

e Thereislittle communication between the various health care providers —lack of discharge
planning and primary care knowing what behavioral health providers are doing

e Findingproviders whotake Medicaid is often difficult. Thisis particularly true fororal health
care.

e Eyecare is hard to access — Medicare does not pay for glasses

e Thereisa lackof knowledge aboutwhatresources are availablein the community

Western and Central New York Low Income Consumer Survey (2013)

In 2013, JSI developed andimplemented a Central New York Consumer Access Survey (CNYCSS). The
2013 Central New York Consumer Access Survey (CNYCS) was developed to understand consumer
experience related to using primary care services inthe region. The primary objective isto understand
gaps inservices encountered by adults accessing care for themselves and/or children. The survey
guestions, which were designed to mirrorand complement the qualitativeinterviews with providers and
otherkeyinformants, assesses consumers’ experience scheduling appointments, reaching providers by
phone, and ability to communicate with providers to access care and a medical home. The survey
covered general health access barriers such asinsurance status and communication as well as specific
barriersto different types of medical services. The survey was designed based on the 2007 Westem New
York Consumer Access Survey (WNYCAS), which was developed primarily by drawing questions from
existing state and national health surveys. Where questions were not available to address specificissues
of interestto HFWCNY, JSl adapted similar questions from previous JSI surveys.

The goal of survey distribution was to capture familiesin two distinct groups: 1) those waiting for
services and affiliated with one of the community health centers or other pediatric providers that serve
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low-incomefamilies; and 2) familiesin the community whose status related to the safety-net utilization
were unknown. The survey was distributed face -to-face to parents at community agencies, events, and
provider offices with the cooperation of numerous organizations and individuals across the central New
York region. A total of 531 surveys were collected from Septemberthrough October2013.

The findings of this survey were used to inform the data collection forthe DSRIP application. The results
of the survey were discussed thoroughly in the 2013, and the executive summary of the findings of this
reportare included as Appendix D. The detailed review of the results of the CNY Consumer Access
Surveyisincludedin AppendixE.

Central New York Safety Net Assessment (2013)

In 2013, JSI with the support of the Health Foundation of Western and Central New York conducted a
primary care and safety netassessmentin Central New York thatfocused on eight countiesin Central
New York including all of the counties that are part of the CNYCC’s service area. Thisassessment
involved the following eight counties: Cayuga, Cortland, Herkimer, Madison, Oneida, Onondaga, and
Oswego. JSlused both quantitativeand qualitative methods to identify key gapsin the safety netin this
region at the zip code level. The analysisincluded characterizing safety net providers, the Medicaid
population, health status and indicators of inappropriate care, rates of admission and rates of discharge
across the eightincluded counties. The key findings of this reportalso served as the foundation for this
needs assessmentforthe DSRIP application. The executive summary of the findings of this past needs
assessmentareincludedin AppendixF.

Quantitative and qualitative data was first reviewed on the county-level, and county profilereports of
the data were created. These profiles should be reviewed foramore in-depth understanding of county-
specificissues. This report summarizes issues across the participating counties.

New York State Prevention Agenda Needs Assessments

The qualitative assessment that was conducted as part of the CNYCC CNA alsoinvolved areview of prior
needsassessments conducted by local health departments and hospitalsin conjunction with the New
York State Prevention Agenda. The purpose of this step was to explore whetherthe findings of the CHA
aligned with pastassessments.

D. Synthesis and Analysis of Data

The quantitative and qualitative datawas assessed at the county level. These datawere used to develop
profiles of counties participatingin the PPS. Fora more in-depth understanding of county-specificissues,
these reports should be reviewed. After finalizing the county profiles, this summary report was created.
This summary report draws on themes and findings across counties for challenges and resources that
are available atthe regional level.
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