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INTRODUCTION 

 The experience of LHDs has varied significantly, from PPS to PPS within each region, and from region to region.  Some LHDs have 
initiated their involvement; some have been invited to the table; and in some cases, LHDs have felt “snubbed” by one or more PPS. In 
all cases, however, LHDs provide preventive services, health education, and collaborative efforts toward community health 
improvement that are woven into the fabric of population health initiatives needed in order for the DSRIP program to succeed.   

NYSACHO believes that these contributions deserve to be supported by NYS as critical population health infrastructure through an 
increase in the state aid to LHDs.  In addition to meeting goals of the DSRIP domains and the state’s Prevention Agenda, the work of 
LHDs serves core public health goals of communicable disease control and surveillance, chronic disease prevention, and 
environmental health that keep Medicaid patients out of hospitals every day.   

It is crucial that the public health infrastructure is sustained and strengthened as we strive to shift clinical care closer to a population 
health perspective and value-based payment model. 

Over the past two years, as the DSRIP process unfolded, NYSACHO has expressed concerns about the role of the local health 
departments in the DSRIP process. Many of those concerns remain, including: 

• Even those LHDs that have initiated or responded to the opportunity to “have a seat at the table” of a PPS are concerned about 
the value of the time spent there, and some of the PPSs have expressed similar concerns to LHD leaders. 

• Hospitals should not, and cannot, supplant the public health and population health work done by LHDs.  Local governmental 
health departments have decades of expertise and statutory obligations for population health measures, including 
communicable disease control and surveillance, chronic disease prevention, environmental health, maternal/child/family 
health, public health emergency preparedness, and community health assessment and improvement planning.   

• LHDs have experience and expertise in conducting community health assessments (CHAs) and improvement plans (CHIPs).  
LHDs had begun to work effectively with many of the state’s hospitals in a collaborative process to address community needs. 
However, the new federal IRS requirements on hospitals for a CHA have confounded this progress, as has the DSRIP 
requirement for yet another CHA.  Suddenly, this year, the state is requiring LHDs to move up their next CHA by one year to 
December 2016 instead of November 2017, due to the federal requirements on hospitals.  The result is confusion and 
unnecessary duplication of effort in a climate of strained resources. 
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• Moving funds from a DSRIP PPS to a county or municipality is an inefficient way to fund public health programs that can meet 
DSRIP goals.  Direct public funding of health departments is more efficient and cost effective. 

The erosion of the funding for state aid to LHDs has put this population health safety net at risk, and DSRIP funding will not remedy 
that loss. Increases in Article 6 support for Local Health Departments, including an increase the base grant to full service LHDs to 
$750,000 and the per capita rate to $1.30 per capita, an increase the base grant for partial service LHDs to $550,000, and an 
increase the state aid (beyond-base-grant) reimbursement rate to 38% is necessary to adequately fund New York’s Local Health 
Departments. A strong public health infrastructure will help support New York’s Prevention Agenda and its multiple initiatives for the 
Triple Aim and Population Health. 
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The New York State Association of County Health Officials (NYSACHO) represents all 58 local health departments (LHDs) in New York 
State (within 57 counties and the City of New York).  LHDs are local government entities responsible for delivering population health 
services to their communities in order to promote health and wellness and prevent disease, disability and injury throughout the state. 
Local health departments deliver core public health services, including: community health assessment and improvement planning, 
chronic disease prevention, communicable disease control, family health services, environmental health services, and public health 
emergency preparedness and response.  

Through a federal Medicaid waiver, New York State is implementing the Delivery System Reform Incentive Payment (DSRIP) program, to 
“promote community-level collaborations and focus on system reform, specifically a goal to achieve a 25 percent reduction in 
avoidable hospital use over five years. Safety net providers will be required to collaborate to implement innovative projects focusing on 
system transformation, clinical improvement and population health improvement.”   

DSRIP funds have been awarded to Performing Provider Systems (PPS’s). The work of a PPS encompasses four domains: 

Overall project progress (Domain 1) 

System transformation (Domain 2) 

Clinical improvement (Domain 3) 

Population Health (Domain 4) 

Each domain many include significant engagement of the health care delivery sector in improving population health. 

NYSACHO recently surveyed its LHD members to learn more about how and where local health departments are engaging with the 
Performing Provider System(s) serving their county or municipality, and what types of services LHDs provide that fall under the various 
DSRIP domains and could support DSRIP goals.  

The survey results indicate a significant variation in engagement from LHD to LHD and from PPS to PPS.  Even those LHDs that already 
serve on PPS committees vary in their level of involvement. However, the results also indicate that, in many cases, the population 
health expertise and the programs and services offered by LHDs have the potential to make significant contributions to DSRIP efforts 
undertaken by Performing Provider Systems.  

This aggregation of the survey results provides a closer look at how LHDs can contribute to DSRIP population health objectives. 
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Survey Results: 

A total of 45 of the 
58 local health 
departments 
responded to 
NYSACHO’s DSRIP 
survey in October 
2015. Of the 45 
respondents, 41 
LHDs reported that 
they have some 
involvement with 
their local PPS. Of 
those 41 
reporting, 19 LHDs 
are in counties 
served by two or 
more PPS. The 
remaining 26 have 
only one PPS in 
their jurisdiction.  

  

Source of Map graphic: NYSDOH. LHD information added 
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91.11% 

8.89% 

Do you currently provide services that are needed 
by the PPS in the following areas? 

yes no

4 

41 

Total survey respondents: 45 of 58 LHDs 

Of the 41 local health departments responding that they were engaged with one of more PPS, 37 participate formally, either as part of 
the governance structure or through committee participation by both local health officials and LHD staff.  A total of six local health 
officials reported serving on their PPS board and 26 serve on a committee.  Three LHDs report that they have staff (other than the 
Commissioner/Director) serving on a PPS Board, and 24 LHDs have staff participating on a committee. Eight of the LHDs served by 
more than one PPS report participation on either the board or committees of multiple PPS.  The number of staff participating with PPS 
activities ranges from zero to nine, with 34 LHDs reporting between 1-4 staff persons involved with their PPS.  

16 LHDs indicated that they anticipate a potential subcontract between their LHD and PPS. Of these, three of those served by more 
than one PPS have possible subcontracts with all PPS’s in their county. 35 LHDs reported that they would be willing and able to 
contract to provide services to their PPS and 41 report that they provide services related to one or more of the following service areas: 

 

• Promote Mental Health and Prevention Substance Abuse 
(MHSA) 

• Prevent Chronic Disease: Promote Tobacco Use Cessation 
• Prevent Chronic Disease: Increase Access to High Quality 

Chronic Disease Preventive Care & Management in Both 
Clinical and Community Setting 

• Prevent HIV and STDs 
• Promote Healthy Women, Infants and Children 
• Development of community-based health navigation services 

 
Common barriers/challenges to contracting with PPS included:  County Legislative or Board of Supervisor approval of any contract; lack 
of designation as safety net provider; lack of adequate funding in the subcontract to cover expenses; lack of information; slow speed of 
PPS in making contract information available; reaching acceptable contract terms; possible union or civil service obstacles. 

91 % of LHDs responding indicated that they provide services that may be needed by the PPS.  Of these, 49% provide services that 
promote mental and/or prevent substance abuse, 73% provide services to promote tobacco use cessation, 95% LHDs provide services 
to increase access to high quality chronic disease preventive care and management in both clinical and community settings, 75.6% 
provide services to prevent HIV and STDs, and 97.5% provide services to promote health women, infants and children. Additionally, 
17% reported that they have developed community-based health navigation services. The following pages include graphs and trends 
indicating the types of services that LHDs provide in each area listed above. 
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 Common Trends: 
 Public Health Educators 
engaged in schools, community 
partners, and collaborative 
outreach 
 Participation in Opiate 
Prevention Coalition  
 Mental health clinics, home 
care services/visits 
 Work collaboratively with 
County Mental Health Agency  
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Common Trends: 
 PH Educators are engaged 
in schools and community 
partners  
 Tobacco cessation classes 
 Members of Tobacco 
Coalition 
 PHN home visits 
 ATUPA enforcement 
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Common Trends: 
 Promote Healthy 
Communities, 
Healthy Families, 
Healthy Meal Plans 
 Sodium reduction 
in communities 
 Obesity Prevention 
 CHIP projects 
 Chronic Disease 
Self Management 
 Hypertension 
education 
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Common Trends: 
 HPV vaccine promotion and 
administration 
 Teach sex education 
 HIV & STD Testing 
services/clinics & programs 
 Immunization Clinics and 
Health Education 
 Family planning, communicable 
disease 
 PH Nurses, medical staff 
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Common Trends: 
 PHN & MCH 
Home visits, 
coalition 
partnerships  
 PHN 
Assessments 
 MCH staff 
through MCH 
program 
 WIC program 
for at risk 
children and 
parents 
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In addition to traditional public health services, some Local 
Health Departments have developed community/nurse 
navigator programs or provider similar type services through 
current public health programs. These include: 

 Community Health Workers 
 Screening by MCH staff, with referral to navigator if 
necessary 
 Nurse Navigator services provided to high risk prenatal 
patients at a local obstetrician office 
 Navigators to educate and assist in insurance enrollment 
through NY State of Health 
 NY Connects Program 
 Navigator program to improve patient care and promote 
public health goals around high risk and postpartum follow-up, 
immunizations and lead poisoning 
 Nurse navigation type services for Immunization program, 
Prenatal program , Community workers and 
 minority health office 
 Services provided through divisions of Early Intervention and 
Nursing (through a CHHA)  
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LHDs were also asked if they could provide services, or provide additional services other than ones previously indicated, if they 
received adequate funding 

 
 


