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Outline
 Overview of the Prevention Agenda, Priorities and Process
 Medicaid Redesign Team Supportive Housing Initiative and
Social Determinants of Health
 Proposal – Mapping Assets that build community wealth and
resilience in New York State
 Questions for discussion

Draft October 5, 2018

Prevention Agenda 2019-24 Vision

New York is the Healthiest State
for People of all Ages
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Prevention Agenda is NYS’ Health
Improvement Plan
 Goal is improved health status of New Yorkers and reduction in
health disparities through increased emphasis on prevention.
 Call to action to broad range of stakeholders to collaborate at
the community level to assess local health status and needs;
identify local health priorities; and plan, implement and
evaluate strategies for local health improvement.
 Incorporated into NYS Health Care Reform Efforts
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Ad Hoc Committee to
Lead the Prevention
Agenda
Collaborative effort led by committee appointed by
the NYS Public Health and Health Planning Council,
including leaders from Healthcare, Business,
Academia, CBOs, Local Health Departments, and
other State Agencies.
Final Priorities based on active participation from
members of committee and stakeholder feedback.
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Cross-Cutting Principles

Age-Friendly NYS
AARP

Image Credit: NYAM

Health Across All Policies

Promote Equity

Enable Well-Being

NYS PREVENTION AGENDA 2019-2024

Healthy Aging

Draft October 5, 2018
7

7

Prevention Agenda Priorities 2019-2024
1.
2.
3.
4.

Prevent Chronic Diseases
Promote a Healthy and Safe Environment
Promote Healthy Women, Infants and Children
Promote Well-being and Prevent Mental And Substance
Use Disorders
5. Prevent Communicable Diseases
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Well-Being & Mental and Substance Use Disorder Prevention
Focus Area 1: Promote Well-Being
Goal 1.1 Strengthen opportunities to build well-being and resilience across the lifespan
Goal 1.2 Facilitate supportive environments that promote respect and dignity for people
for all ages
Focus Area 2: Prevent Mental and Substance Use Disorders
Goal 2.1 Prevent underage drinking and excessive alcohol consumption by adults
Goal 2.2 Prevent opioid and other substance misuse and deaths
Goal 2.3 5 Prevent and address Adverse Childhood Experiences (ACEs)
Goal 2.4 Reduce the prevalence of major depressive disorders
Goal 2.5 Prevent suicides
Goal 2.6 Reduce the mortality gap between those living with serious mental illness and
the general population
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MRT Supportive Housing and Social
Determinants of Health

Case Study

Philip’s Story
• Homeless
• Food Insecure
• Crime History
• Chronic Comorbid Conditions
• History of Substance Abuse

• Cognitive Limitations
• No Informal Support System
• 160 Emergency Room Visits one
year prior to intervention

Philip’s Story
• Health Home Enrollment (Coordination of Care)

• Supportive Housing Intervention
• Nutrition Intervention
• Reduction in Law Enforcement Interactions
• Reduction in Emergency Room utilization from 160
visits annually to 20 visits the year following the
intervention

June 2018

Not just a rental subsidy…
Providers coordinating with:
• Health Home/ Care coordination
• Health Plans

• Pharmacy
• Primary care
• Hospitals

• Law enforcement
• Medically Tailored Meals
• Other community based organizations
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Medicaid Redesign Team Supportive Housing Initiative

Capital
Rent
Support Services
Service and Operating
Tracking and Evaluation
Note: MRT SH Investment $704 million (General Funds) and $176 million (Bonded Capital)

• Funding is targeted to high-cost
Medicaid members

• Medicaid Redesign Investment:
$700 million over 7 years
• Has funded 19 rental subsidy and
supportive services programs
statewide
• 999 capital units constructed, with
936 more units in the pipeline

• Over 12,000 high-cost, high-need
Medicaid members served to date

Housing Security: Outcomes of MRT Supportive Housing
Number of high-need Medicaid recipients served to date: 12,000+

Housing
Security:
Housing is
Healthcare!

Clinical Characteristics
• 66% have a serious mental illness
• 46% have a substance use disorder
• 40% are HIV+
• 53% have one or more other chronic medical
conditions

• 26% have at least three of these diagnosis
types
Source: McGinnis et al, “Medicaid Redesign Team Supportive Housing Evaluation:
Utilization Report 1,” prepared by the SUNY Research Foundation for NYS DOH,
May 2017.
Note: Not shown are substance use + chronic medical condition (3%) and severe
mental illness + HIV (4%). Note: To obtain total percentage of participants with a
given diagnosis, sum all percentages that fall into the relevant circle (but may not
exactly match text due to rounding). Circles are not sized proportionately.
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MRT Supportive Housing Programs
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Upcoming Capital Projects
• Marion Avenue, Bronx – 65
supportive housing units
• 111 East 172nd Street, Bronx – 60
supportive housing units
• DePaul Upper Falls, Rochester – 30
supportive housing units
• Ethel Chamberlain, Syracuse – 16
supportive housing units

Health Homes Supportive Housing Program
• Provides rental subsidies and tenancy services
for homeless Medicaid members and enrolls the
member into New York State’s Health Home
program.
• Program began in 2014 and was expand as of
October 2018.
• Geographic areas served: NYC, Franklin, Essex,
Clinton, St. Lawrence, Niagara, Erie,
Schenectady, Westchester, Ulster, Nassau,
Albany, Rensselaer, Cayuga, Herkimer, Jefferson,
Lewis, Madison, Oneida, Oswego counties.

• Potential clients of the program must be enrolled
in Medicaid, homeless, health home enrolled or
the provider must work with the Health Home to
enroll the eligible member, and have one of the
following within the past 12 months:
o Two or more inpatient stays;
o Five or more emergency department visits;
o Four or more emergency department visits
and one or more inpatient stay;
o Have base period Medicaid spending above
the top 20% of Medicaid recipients’ relative to
the county of fiscal responsibility and target
population parameters (for example, an SMI
recipient in Westchester would have to have
base period spending more than 80% of the
19
SMI population in that county).

Olmstead Housing Subsidy
• State-wide program provides the following services to
help participants live safely and independently in the
community:
o Community Transitional Services (CTS)
o Environmental modifications
o Rental subsidies

o One-time assistance

• Program began in 2016
• Serves elderly or chronically disabled adult Medicaid
members who have spent at least 120 consecutive days
in a skilled nursing facility over the most recent two-year
period and have the ability to live safely on the community
• 204 participants housed to date
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Rapid Transition Housing
(Formally Nursing Home to Independent Living)
• Provides an array of services intended to
establish independence, wellness and selfmanagement:
o Community Transitional Services (CTS)
o Environmental modifications
o Rental subsidies
o Tenancy support services
• Serves 219 participants in Syracuse and
Long Island and will be expanding to new
areas in November 2018.

• Participants in the program must be on
Medicaid and referred as homeless highutilizers by a hospital, Managed Care
Organization (MCO), medical respite,
Performing Provider System (PPS), or skilled
nursing facility (SNF).

• Individuals must have one or more
documented chronic physical disabilities and
have two or more chronic conditions (e.g.,
asthma, diabetes, substance abuse disorder
(SUD).
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Special Needs-Assisted Living Program
• Assisted Living Programs (ALPs) serve persons who are
medically eligible for nursing home placement but serve
them in a less medically intensive, lower cost setting.
• This program serves special-needs populations through
training and capital improvements.
• Program began in 2017
• 6 capital and 5 training projects awarded grants through
competitive procurement
• Awarded projects include:
• Memory care unit
• Specialized care for traumatic brain injury patients
• Diabetic care program
• Safety monitoring system to prevent falls and
wandering

Empire State Supportive Housing Initiative
• Funds the service and operation of 6,000 units of Supportive Housing over the next five
years for persons identified as homeless with special needs, conditions or other life
challenges.
• Currently in its third round
• Medicaid Redesign Team (MRT) Medicaid Set Aside
o Projects of 15 or more ESSHI qualifying individuals, with 30 or more units in total, will
set aside 25% of designated ESSHI units for high–cost, high–need Medicaid users.
• The 2018 ESSHI RFP can be found on the OMH website:
https://www.omh.ny.gov/omhweb/rfp/2018/esshi

Access to Home Medicaid
ATH provides grants to eligible applicants to
make accessibility modifications to existing
owner-occupied or rental dwelling units occupied
by persons with disabilities.
Eligibility Criteria
• Enrolled in Medicaid
• Physically disabled or has substantial
difficulty with activities of daily living (ADL)
• Dwelling unit is the persons primary
residence or will be the persons primary
residence after modifications are
completed
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Rental Subsidy and Supports Through Other
Agencies
Office of Mental Health
• Rental Subsidies and case management Statewide and Brooklyn
• Step–Down/Crisis Residence Capital Conversion- Capital and operating funding for crisis or step-down
service units with 24/7 on–site support. Serves individuals with a serious mental illness who are being
discharged from a NYS OMH Psychiatric Center, Article 28 or Article 31 hospital and are not yet ready for a
full transition into the community; and individuals with behavioral health crisis who could be safely diverted
from inpatient care. Stays limited to 7–28 days.

Office of Alcoholism and Substance Abuse Services
• Statewide rental subsides and service supports for single adults who are high-cost Medicaid participants,
chronically addicted, and homeless or at risk of becoming homeless. Services include intensive case
management, job development and counseling services and clinical supervision of direct service staff.
Office for People With Developmental Disabilities
• Funding is used to develop a full continuum of housing options which are community based and relocate
individuals with developmental disabilities currently living in certified settings into more independent, less
restrictive housing settings. These may include non–certified housing alternatives with supports as well as
other evidenced based models and partnerships in housing alternatives.

Rental Subsidy and Supports Through Other
Agencies- Continued
DOH AIDS Institute
• Long–term tenant based rental assistance and supportive housing services for homeless or unstably housed,
Health–Home–enrolled, HIV+ individuals. Supportive housing counselors help recipients locate and maintain
housing and learn Health and Independent Living Skills.
Office of Temporary Disability Assistance
• NYC OTDA Disability Housing Subsidy Program- Ongoing rental subsidies for elderly or disabled Medicaid
enrollees facing imminent eviction in New York City.
• New York State Supportive Housing Program- Provides operating funding for supportive housing programs that
serve homeless persons with disabilities such as mental illness, chemical dependency, and/or HIV/AIDS.

June 2018
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Changing the Healthcare Delivery Conversation
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October 2017

What Are Social Determinants of Health and Why Are They
Important?
Social determinants of health are the structural conditions in which people are born,
grow, live, work and age

Addressing social determinants can have a significant impact on health outcomes

SDH Interventions can be less costly than traditional medical interventions___

Under VBP, VBP contractors aim to realize cost savings while achieving high quality
outcomes
 The VBP program design incentivizes VBP contractors to focus on the core
underlying drivers of poor health outcomes—the Social Determinants of Health

October 2017

Value Based Payments Social Determinants of Health and
Community Based Organization Requirements
1. All new and existing VBP Level 2 & 3 arrangements MUST include:
1. At least one Social Determinant of Health Intervention
2. At least one Tier 1 Community Based Organization (this does not exclude Tier 2
and 3 CBOs)
2. MCOs must provide upfront funds or start up funding to the provider/CBO for the social
determinants of health intervention.
3. The MCO/MLTC/VBP Contractor may decide on their own SDH intervention.
Interventions should be measurable and able to be tracked and reported to the State.
SDH Interventions must align with the five key areas of SDH, which includes:
• 1) Education, 2) Social, Family and Community Context, 3) Health and Healthcare 4)
Neighborhood & Environment and 5) Economic Stability
4. VBP Level 2 & 3 contracts without SDH and CBO requirements will not meet the
definition of VBP.
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Tier 1, Tier 2, and Tier 3 CBO Definitions
Tier 1 CBO

01

•

•

Non-profit, non-Medicaid billing, community based social and human service organizations
 e.g. housing, social services, religious organizations, food banks
All or nothing: All business units of a CBO must be non-Medicaid billing; an organization cannot have one
component that bills Medicaid and one component that does not and still meet the Tier 1 definition

Tier 2 CBO

02

•

Non-profit, Medicaid billing, non-clinical service providers
 e.g. transportation provider, care coordination provider

Tier 3 CBO

03

•
•

Non-profit, Medicaid billing, clinical and clinical support service providers
Licensed by the NYS Department of Health, NYS Office of Mental Health, NYS Office for Persons with
Developmental Disabilities, or NYS Office of Alcoholism and Substance Abuse Services.

Use the CBO list on DOH’s VBP website to find CBOs in your area

Future Opportunities: SDH, CBOs and VBP
• Value based payment (VBP) is creating
collaborations between healthcare systems
and community based organizations
• These collaborations include SDH
inventions, including housing
• VBP will change the way that healthcare
providers think about social determinants

• Housing and other social determinants will
become embedded in the healthcare system
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Innovative SDH CBO Projects
A.I.R NYC and HealthFirst
• A two part intervention that focuses on improving engagement and self-management for pediatric and adult
asthma patients. CHWs perform health education and home environment assessment to identify triggers. Also
assess for other SDH needs and make appropriate referrals.

ArchCare Community Life and Catholic Managed Long Term Care Inc.
• Timebank connecting plan members with volunteers to provide companionship. Goal is to prevent loneliness,
depression and prevent hospitalization among the elderly.

Schenectady City Mission and Eddy Senior Care
• Empower Health program, provides ambassadors and health coaches to engage with clients in the field to access
their needs and then provide immediate referral to community resources and/or refer client to a Health Coach for
addition support. Intervention helps clients navigate and address SDH needs such as housing, food,
transportation, health insurance, and accessing primary care..

Northern Manhattan Improvement Corporation and SOMOS
• Intervention focuses on assisting patients to maximize entitlement support, incentivize medication adherence and
to mitigate the impact of housing and food insecurity through direct service delivery and referrals. Intervention
will target the top 5% high utilizers that consume approximately 50% of the total medical expenditure.

DOH has approved 45 SDH CBO contracts to date

October 2017

How To Get Involved
•

Understand Community Needs

•

Know Your Key Community Partners:
 Performing Providers Systems (PPS)
 Managed Care Organizations (MCOs)
 Managed Long Term Care Plan (MLTC)
 Large Provider Systems
 CBOs

•

Understand the Local VBP Level 2 or 3 Arrangements
 TCGP, IPC, Maternity, HIV/AIDS, HARP, MLTC

•

Use Data to Determine the SDH Intervention Needed
 e.g. Housing, Nutrition, Health-based Housing Design

•

Leverage Existing Resources
 CBO Planning Grantees, CBO Consortiums and
Hubs

Visit www.health.ny.gov/mrt/sdh for more information
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Building Community Wealth and
Resilience

Draft October 5, 2018
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New Initiative: Building Community Wealth and Resilience*
When families possess assets — valuable skills, social networks, a home,
some savings, an ownership stake in a business — they enjoy greater
resilience and are better able to withstand occasional shocks like
unemployment or illness. They can plan for their future, send a child to
college, feel secure in retirement. A job may start or stop. It is assets, of
various kinds, that yield greater stability and security. As this is true of
families, it is also true of communities. - Marjorie Kelly in Owning Our Future:
The Emerging Owner Revolution
* Community wealth building is an economic approach based on broad democratic ownership and control that invests in
local talents, capacities and institutions, rebuilding capital to strengthen and create locally-owned family and community
owned businesses, resources and spaces that are anchored in place.
* Resilience is the capacity to cope with stress, overcome adversity, and thrive despite challenges in life.

Draft October 5, 2018
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Commons Framework
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Asset Mapping with Narrative, 2019

• The Commons
• Places we share and co-create
• Land Trusts and related assets
• Worker Cooperatives and related assets
• Anchor institution mission
• Resilience building efforts

Source: On the Commons

Draft October 5, 2018
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Why Resilience?
•
•

Adverse Childhood Experience
(ACEs) are common
ACEs experiences: physical,
emotional, or sexual abuse,
parental divorce, or living at home
with someone who was
incarcerated, abused substances,
or had a mental illness

Prevalence of Adverse Childhood Experiences (ACEs) in New York State,
2016 BRFSS, NYSDOH

Draft October 5, 2018
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October 23, 2018

Source: Robert Wood Johnson Foundation, CDC
https://www.rwjf.org/en/library/infographics/the-truthabout-aces.html
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Draft October 5, 2018
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Traumatic experiences in
childhood that can have
negative, lasting effects
on health and well-being
as adults and through
generations including
community wealth
building

Source: Robert Wood Johnson Foundation, CDC
https://www.rwjf.org/en/library/infographics/the-truthabout-aces.html

Draft October 5, 2018
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Adjusted Odds Ratios: 3+ ACEs by Selected Health Outcomes
Adjusted Odds Ratio

95% Confidence Interval

Ever diagnosed with depression
Had more than 14 bad mental health days (past
month)
Seeing impairment

6.23‡ times more likely

(4.48-8.65)

4.67‡ times more likely

(3.24-6.71)

3.59‡ times more likely

(2.10-6.12)

Non-asthma lung diseases

3.50‡ times more likely

(2.12-5.76)

Disability that limits daily activities

2.90‡

times more likely

(2.17-3.90)

Arthritis

2.88‡ times more likely

(2.19-3.78)

Kidney disease
Had more than 14 bad physical health days (past
month)
Fall in past 12 months (people 45+)

2.67† times more likely

(1.47-4.86)

2.59‡ times more likely

(1.85-3.63)

2.49‡ times more likely

(1.85-3.34)

Ever had asthma

1.81† times more likely

(1.31-2.50)

Obesity

1.73† times more likely

(1.33-2.24)

Poor sleep (<7 hours a night on average)

1.67‡

(1.30-2.13)

†

times more likely

Controlled for:
Income
Education
Age
Race
Ethnicity
Gender

= significant at p < .05; ‡ = significant at p < .01

Draft October 5, 2018
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NYSDOH, Behavioral Risk Factor Surveillance System 2016
Bureau of Occupational Health and Injury Prevention

October 23, 2018
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Building Community Wealth and Resilience
Strengthens
• Economic well-being
• Social capital
• Social cohesion and
inclusion
• Engagement
• Affordable housing
• Resilience
Draft October 5, 2018
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Questions
• Where do you see neighborhood wealth
building in communities?
• How have you worked with the public health
and health care sectors?
• How can the public health and health care
sectors support your work?
Draft October 5, 2018
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Contact
Prevention Agenda:
prevention@health.ny.gov
priti.irani@health.ny.gov
Social Determinants of Health and MRT Housing:
SDH@health.ny.gov
SDH CBO Website:
https://www.health.ny.gov/mrt/sdh

MRT Housing Website:
https://www.health.ny.gov/health_care/medicaid/redesign/support
ive_housing_initiatives.htm
Draft October 5, 2018
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