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NY DSRIP Program

1115 Waiver DSRIP Overview
• State & Federal funding deployed to improving patient care & experience 

through a more efficient, patient-centered and coordinated system.

• Delivery System Reform Incentive Payment program
−Quality Goals: Reducing avoidable readmissions (PPR) by 25%
−Reimbursement Goals: Statewide migration 

to Value Based Care

Care Compass Network
• 1/8th of NYS

• 220K Medicaid Members

• The Baseline
−2015: 0 VBP

−Access to Care / Workforce Challenges

−Minimal Community & Clinical Collaboration
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• ‘Upstream’ Partner: Multiple 
Touches per Year/Week

• A Trusted Partner

• Mission Driven

SDOH in a VBP World

Engagement Barriers

• Mission Driven

• Thin margins = little ability 
to innovate or expand 
capacity

• Grant infrastructure not 
suitable for HIPAA or FFS, 
let alone VBP.

Understanding & Integrating 
Social Determinants of Health



Vision for Integrated Care
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Formative Years
I. Data Competencies

− Data Reporting, Invoicing, Paper to EHR Evolution, Security Infrastructure
− Privacy, Security, Compliance, and Related Training / Support

II. Business Planning & Scaling

III. Recognizing Baseline Skills

Recent Years
I. Network Development

II. Data Standardization
− Example Comprehensive 44 question Needs Assessment

III. Data to Drive Decisions

IV. Value Proposition Development

Integrating SDOH Efforts
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FFS Support

Phase I

(4/1/16 – 3/31/17)

Phase II

(4/1/17 – 12/31/17)

Phase III

(1/1/18 - 03/31/20)

FFS
S&S Upside

Metric Upside
Bundles, PMPM, 

FFS
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Mechanisms of Transformation



48.8% Food Insecure

The Results
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Opioid Use Disorder Cohort 
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14.4% Child Care Insecure

43.3% Clothing Insecure

Social Determinants of Health

67% Transportation Insecure

29.8% Housing Insecure

41.9% Two or More ED Visits



Child Care Insecurity Clothing Insecurity Food Insecurity Health Care Insecurity Housing

Medical Transportation Medicine Insecurity Phone Insecurity Two or More ED Visits

Needs Assessment Distribution

Cohort Management Dashboard



Cohort Management Dashboard

Deploying a standardized needs assessment across the region to 
identify SDOH needs and map interventions to clinical outcomes.
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The Value

KPIs

Infrastructure

Framework for SDOH Value Prop
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Mark Ropiecki

Executive Director

mropiecki@carecompassnetwork.org

www.carecompassnetwork.org

Let’s Connect!
CareCNdsrip Care Compass Network CareCompassNetwork

Sign up for our monthly newsletter on our website!

mailto:mropiecki@carecompassnetwork.org
http://www.carecompassnetwork.org/

