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I. Introduction

Today, the Committee on Health, chaired by Council Member Corey Johnson, will hold a hearing on Proposed Int. No. 973-A and Int. No. 974. Council Member Johnson is the prime sponsor on both pieces of legislation. Among those invited to testify are representatives from the Department of Health and Mental Hygiene (DOHMH) and NYC Health and Hospitals. 
II. Background

Health planning is a tool for widening availability of healthcare resources, while also ensuring that resources are allocated efficiently, in an orderly fashion, and without excessive duplication.
 It was a “major theme” of American healthcare policy from the 1950s to the 1980s, but has since waned in influence.
 
From 1986 until 2013, municipalities in New York State, including New York City, were periodically required to prepare a “municipal public health services plan.”
 Each plan was required to include health planning-related information, including an “estimate and description of the immediate and long term needs for public health services...a statement and description of the public health objectives which the municipality intends to achieve, including how the public health services…will maintain and improve the health status of its residents [and] maintain and improve the accessibility and quality of health care…a projected four-year plan of expenditures necessary to implement [these] programs…[and] evidence that the governing body of the municipality has adopted the plan as a basis for the municipality’s public health activities…”
 These plans were reviewed and approved or disapproved by the commissioner of the State Department of Health.
In 2013, this requirement was replaced with a requirement that municipalities incorporate, among other things, “an ongoing assessment of community health needs” and “development of policies and plans to address health needs” into the health services they provide in broad areas such as environmental health and communicable disease control.
 Municipalities are required under the amended law to produce a pared down “community health assessment,” which requires less information than did a municipal public health services plan. Required to be included in a community health assessment is an assessment of the applicable population’s health, identification of areas for improvement, and a plan for implementing such improvements and tracking progress.
 Notably missing from these requirements is an assessment of immediate and long term needs for public health services.
Among other ongoing efforts to rationalize the healthcare landscape in the City is New York State’s “Population Health Improvement Program.” The aim of this statewide initiative is to promote “better care, better population health and lower costs” by “identifying, sharing, disseminating and helping implement best practices and strategies to promote population health and reduce health care disparities…”
 This program is designed to integrate with related State Department of Health efforts including its “Prevention Agenda,”
 the “Health Innovation Plan” (often referred to as SHIP),
 and the “Medicaid Delivery System Reform Incentive Payment Program” (often referred to as DSRIP)
.

The Population Health Improvement Program is divided into regions, one of which is New York City. The provider in New York City was announced in December 2014 as the Fund for Public Health in New York, a non-profit organization formed by DOHMH. 

Among the stated objective of the Fund for Public Health in implementing the Population Health Improvement Program in New York City are “increase[ing] investment…in interventions that prevent disease and improve health equity” and “support[ing] local transition to value-based health care” by, among other things, “develop[ing] a plan for expansion of advanced primary care in NYC.”

Population Health Improvement Program providers are intended to engage stakeholders, including health care consumer, patient advocates, disability rights, and behavioral health advocates; insurers; human services agencies; representatives from business and unions; schools; housing authorities; and local transportation officials.

The Council Committee on Health held a hearing on legislation to create an interagency coordinating council on health and other health planning matters in the late 1990s. That legislation never received a vote in the Committee. It was last reintroduced in 2002, failing to receive a hearing during that session.
III. Analysis of Proposed Int. No. 973-A
Proposed Int. No. 973-A would create an Office of Comprehensive Community Health Planning (OCCHP) and an Interagency Coordinating Council on Health (ICCH). The OCCHP would be a part of the executive office of the Mayor, or a part of any department or agency with a mayor-appointed leader, to be determined by the Mayor. 

The OCCHP would be charged with coordinating and improving healthcare delivered by City agencies and entities in contract with the City and analyzing and promoting improvements to healthcare delivered by non-government entities. Among its specific list of responsibilities are the following:

· To “develop and coordinate initiatives to promote access to culturally competent health care” as well as “initiatives to increase equal access to and utilization of health care” for New York City residents 
· To “identify and develop a plan to address areas…throughout the city for which there is a shortage of health care professionals, and for which transportation barriers exist, through the designation of rational areas for the delivery of health services”

· To coordinate with city agencies providing health services directly or through contract “to analyze existing…health services resources…and to develop and coordinate initiatives to expand and enhance primary care capacity…” and to “formulate [a]…plan for the delivery of community-bard health services on or on behalf of city agencies…,” and to coordinate with such agencies in the development of the health systems assessment report required by the bill
· To develop plans “to increase equal access to and broaden the provision of charitable, free or low-cost health care to the uninsured, indigent and low-income residents” of New York City and “to address the health needs of vulnerable populations,” which includes a variety of specifically enumerated populations.

· To “consider proposals” from agencies, the Council, and outside entities “for the improvement and expansion of healthcare delivery services” in New York City and to “consider the recommendations of the interagency coordinating council on health” and “integrate planning efforts of state and federal agencies, to the extent known” and others “in creating the comprehensive health services plan” required by the bill
· To “plan and develop a comprehensive information service...regarding health services resources” in New York City

· To “implement the comprehensive health care services plan” required by the bill
The OCCHP would be responsible for producing a Comprehensive Health Care Services Plan every two years, with the first due by June 1, 2016. This plan would be required to examine the overall health service delivery system in the City, including an analysis of “the distribution, access, quality and costs of health care services in the City, and [the identification of] existing and anticipated future needs for health care services compared to available and anticipated resources.” It would be required to include a two-year proposed agenda for issues to be addressed by the OCCHP, and its plan for addressing the issues identified in the plan. It would also include a Health Systems Assessment, which is described below.

Those years without a required Comprehensive Health Services Plan would still require the production of a Health Systems Assessment, with the first such standalone assessment due by June 1, 2017. Highlights of the information required to be included in Health Systems Assessments are descriptions “of allocations by…city agencies providing health services or which contract with entities for the provision of health services,” “data and analysis of such data” including the number of persons served, and “the number and names of non-governmental entities…providing mental health services…,federally qualified health centers…, and private organizations providing health services in the city, and estimates of the number of physician, private and faculty practices, disaggregated by community district.”

The ICCH would be established to “advise the director of the office of community health planning and mayoral agencies on issues relating to community health planning.” It would include representatives from a variety of city agencies, the Council, the community boards in each borough, and various health-related organizations or professions within the field of health. The Mayor would appoint the chair. It would review and make recommendations on many of the areas covered in the Health System Assessment and Comprehensive Health Care Services Plan documents produced by the OCCHP, including recommendations on the following subjects:
· “means for improving the delivery management, coordination and supervision of health services in order to improve the efficiency, effectiveness and quality of, access to and continuity of care”

· “projects or programs to be undertaken by one or more agencies which could make more efficient use of existing resources or promote the expansion of health services or the enhancement of existing health services”

· “means for better coordination of health service delivery by city agencies” in a number of disease, health-related, and demographic categories, “and develop a plan for implementation of such recommendations by the city”

· “the distribution and allocation of public funds and health care resources for hospitals and other health care facilities and services”

The ICCH would be required to meet at least nine times per year, with at least one public hearing on health care needs and service delivery in each borough and at least four other meetings.

In carrying out its duties, the ICCH would be required to consult with and consider the recommendations of local providers, health care workers, community groups, patient and community advocacy groups, and other members of the public.

Proposed Int. No. 973-A would go into effect 120 days after it became law.

IV. Analysis of Int. No. 974
Int. No. 974 would require DOHMH to provide an interactive health facilities map on its website. The map would be required to include the following facilities that provide primary and preventative care and that are open to the general public: every DOHMH-operated clinic, every hospital, diagnostic and treatment center, and community healthcare center operated by New York Health and Hospitals, every voluntary non-profit and publicly sponsored diagnostic and treatment center that provides primary care services, and every federally qualified health center and federally qualified health center “look-alike.” The map would be required to be searchable by zip code tabulation area, and by facility type and services offered. Facilities that specialize in offering services to the homeless or public housing residents would be required to be so identified. DOHMH would be required to provide an online plain language guide to the types of facilities on the map, including how the facility types differ and the potential advantages and disadvantages of choosing one facility type over another.

The map created pursuant to Int. No. 974 would also be required to include 24 categories of health-related data by zip code tabulation area. Among the data included would be population data, income-related data, demographic data including race, age, sexual orientation, and immigration status, English speaking, insurance enrollment data, morbidity data, data on chronic conditions such as diabetes, and data on shortages of health professionals.

Int. No. 974 would take effect 120 days after becoming law.
Proposed Int. No. 973-A

By Council Members Johnson, Chin, Constantinides, Cumbo, Espinal, Levin, Levine, Rose, Arroyo, Eugene, Gentile, Mendez, Palma and Richards
A Local Law

..Title

To amend the New York city charter, in relation to establishing an office of comprehensive community health planning and an interagency coordinating council on health

..Body

Be it enacted by the Council as follows:

Section 1. Chapter one of the New York city charter is amended by the adding a new section 20-A to read as follows:

§ 20-A. Office of comprehensive community health planning. a. There shall be an office of comprehensive community health planning. Such office may be established in the executive office of the mayor, and may be established as a separate office therein or within any other office of the mayor, or within any department or agency the head of which is appointed by the mayor. Such office shall be headed by a director appointed by the mayor. For the purposes of this section only, the term “director” shall mean the director of the office of comprehensive community health planning.

b. Powers and duties. The office of comprehensive community health planning shall have the power and duty to:

1. develop and coordinate initiatives to promote access to culturally competent health care, quality primary, ambulatory, acute, long-term and preventive care, and continuity of care for all residents of the city of New York;

2. develop and coordinate initiatives to increase equal access to and utilization of health care for all residents of the city of New York, including, but not limited to, those who are not eligible for health insurance or cannot afford health insurance;

3. coordinate with the mayor’s office, the department of city planning, the department of health and mental hygiene, the department of social services/human resources administration, the department of homeless services, the administration for children’s services, department of education, department of corrections, all other city agencies providing health services or which contract with entities for the provision of health services, the New York city health and hospitals corporation, and health care providers to analyze existing health care and health services resources and assets throughout the city, and to develop and coordinate initiatives to expand and enhance primary care capacity through measures including, but not limited to, the creation of new primary care facilities in high need areas; 

4. develop plans to increase equal access to and broaden the provision of charitable, free or low-cost health care to the uninsured, indigent and low-income residents of the city of New York by public and private providers of primary, acute, emergency and ambulatory health services including hospitals and clinics located in the city;

5. develop plans for addressing the health needs of vulnerable populations, including, but not limited to: low-income individuals; the uninsured; the under-insured; communities of color; the aging; lesbian, gay, bisexual and transgender individuals; immigrants; women; individuals under the age of 21; and people with disabilities;
6. consider proposals from the council, the New York city health and hospitals corporation, the department of health and mental hygiene and any other agency providing health services or which contracts with entities for the provision of health services, other public and private providers of health care services, health care workers and/or organizations representing health care workers, local social service providers, community groups, health care, patient and community advocacy organizations, and other members of the public for the improvement and expansion of healthcare delivery services on a citywide, borough-wide and community district basis;

7. plan and develop a comprehensive information service for the benefit of the general public, service providers and government personnel, designed to facilitate public accessibility to information regarding health services resources on a citywide, borough-wide and community board basis, including, but not limited to, the availability of affordable or low-cost facilities providing primary, ambulatory, acute, long-term and preventative care services;

8. formulate an integrated, comprehensive, and coordinated plan for the delivery of community-based health services by or on behalf of city agencies, including, but not limited to, affordable or low-cost facilities providing primary care services;

9. identify and develop a plan to address areas of health services throughout the city for which there is a shortage of health care professionals, and for which transportation barriers exist, through the designation of rational areas for the delivery of health services;

10. consider the recommendations of the interagency coordinating council on health, public and private providers of health care services, health care workers and/or organizations representing health care workers, local social service providers, community groups, health care, patient and community advocacy organizations, and other members of the public in creating the comprehensive health care services plan prepared pursuant to subdivision c of this section;

11. coordinate with the department of health and mental hygiene, the New York city health and hospitals corporation and all other city agencies providing health services or which contract with entities for the provision of health services on the creation of the health system assessment report prepared pursuant to subdivision d of this section; 

12. integrate planning efforts of state and federal agencies, to the extent known, into the comprehensive health care services plan prepared pursuant to subdivision c of this section; and

13. implement the comprehensive health care services plan prepared pursuant to subdivision c of this section.

c. Comprehensive health care services plan. No later than June 1, 2016, and every two years thereafter, the director shall prepare and submit to the mayor and the speaker of the council and post online a plan on health care services in the City. Such plan shall display and analyze information concerning the distribution, access, quality and costs of health care services in the City and shall identify existing and anticipated future needs for health care services compared to available and anticipated resources. Such plan shall contain a two-year proposed agenda consisting of specific issues to be addressed by the office of comprehensive community health planning and its plans for addressing the issues identified in such plan. Such plan shall include a health system assessment that includes the information required to be included in a health care assessment prepared pursuant to subdivision d of this section.

d. Health system assessment. No later than June 1, 2017, and every two years thereafter, the director shall prepare and submit to the mayor and the speaker of the council and post online a report on health care services in the city. Such report shall include, at a minimum, the following information:

(1) a breakdown for the immediately preceding fiscal year of allocations by the department of health and mental hygiene and all other city agencies providing health services or which contract with entities for the provision of health services for health services and the number of persons served by the department and such agencies and entities;

(2) data and analysis of such data relating to all health services provided by the department of health and mental hygiene and all other city agencies providing health services or which contract with entities for the provision of health services; and

(3) the number and names of non-governmental entities, including, but not limited to, entities that are considered diagnostic and treatment centers under article 28 of the public health law, entities providing mental health services pursuant to an operating certificate issued pursuant to article 31 of the mental hygiene law, federally qualified health centers as such term is defined in section 1395x(aa) of title 42 of the United States code, and private organizations providing health services in the city, and estimates of the number of physician, private and faculty practices, disaggregated by community district.

§ 2. Chapter one of the New York city charter is amended by the adding a new section 20-B to read as follows:

§ 20-B. Interagency coordinating council on health. a. There shall be an interagency coordinating council on health established by the mayor, to advise the director of the office of community health planning and mayoral agencies on issues relating to community health planning. 

b. Such council shall consist of a representative from the department of health and mental hygiene, all other city agencies providing health services or which contract with entities for the provision of health services, a representative of the New York city health and hospitals corporation, a representative from the mayor’s office of health and human services, five members representing community boards, one from each borough selected by each respective borough board, the speaker of the city council or a designee, and the chairperson of the council committee on health, or successor committee, or their designee. In addition, the mayor shall appoint ten members; provided, however, that:

(1) one such member shall be a representative of an organization that represents all hospitals throughout the city;

(2) one such member shall be a representative of a community development fund initiative organization that is primarily engaged in lending to health care facilities; 

(3) one such member shall be a representative of a health policy and advocacy organization that provides interdisciplinary approaches to health policy, research, evaluation, education and community engagement, and does work to eliminate disparities in health care access and outcomes;

(4) one such member shall be a representative of a not-for-profit operating foundation that supports community health centers through strategic investment, outreach, education, and health policy research; 

(5) one such member shall be a representative of a statewide primary care association whose members are primarily community health centers;

(6) one such member shall be a representative of a not-for-profit health services research and philanthropic organization; 

(7) one such member shall be a representative of a provider of ambulatory care services;

(8) one such member shall be a representative of an organization representing community health workers; 

(9) one such member shall be a representative of an organization that represents community groups, advocates, health workers, and healthcare-related unions; and

(10) one such member shall be a representative of a union representing attending physicians and dentists.

In addition, the speaker of the council shall appoint nine members; provided, however, that:

(1) one  such  member  shall  be  a representative  of  a federally qualified health center as defined in section 1395x(aa) of title 42 of the United States code that receives funding for individuals and families experiencing homelessness;
(2) one  such  member  shall  be  a representative  of  a federally qualified health center as defined in section 1395x(aa) of title 42 of the United States code that receives funding for residents of public housing;

(3) one such  member shall be a representative of an organization that operates an Article 28 school-based health center;
(4) one such member shall be a representative  of a community advisory board for a private hospital not funded by the city;

(5) one such member shall be a representative  of a community advisory board for a city-funded public hospital;
(6) one  such member shall be a primary care physician licensed to practice in New York state with a specialization in obstetrics and gynecology;

(7) one such member shall be a representative of a union representing interns and residents;

(8) one such member shall be a representative of a union representing nurses; and

(9) one such member shall be a representative of a union representing health care workers in the  homecare, hospital and nursing home industries, as well as pharmacies, freestanding clinics and other healthcare settings.

c. The mayor shall designate the chairperson of the interagency coordinating council from among its members who shall preside over all meetings.

d. In conjunction with the office of comprehensive community health planning, the interagency coordinating council shall: 

1. conduct a review of the quality of care, access to care and continuity of care for health services provided by the New York city health and hospitals corporation, the department of health and mental hygiene and all other city agencies providing health services or which contract with entities for the provision of health services;

2. conduct comprehensive assessment of the current and projected health care system and health services locations and needs on citywide, borough-wide and community district basis, including examining the adequacy of access to affordable high quality primary, acute outpatient and emergency health care services and recommend how to achieve and maintain appropriate distribution of, and equitable access to, such services; 
3. assess communities that lack access to quality health care due to cultural and/or language barriers, including analysis of how health providers and city agencies conduct outreach to such communities, and identification of those communities which are at most risk for lack of access to the health system;

4. assess and analyze the number, adequacy and type of providers and their associated health professionals in communities, especially those with high numbers of immigrants and individuals with limited English proficiency;

5. assess and analyze, on a community district basis, the adequacy, current and projected capacity and availability of affordable health care in the areas of primary care, hospitals, ambulatory services, immunizations, and sexually transmitted infections, and the ability of providers in these communities to deliver culturally competent care;

6. recommend means for improving the delivery, management, coordination and supervision of health services in order to improve the efficiency, effectiveness and quality of, access to and continuity of care;

7. recommend projects or programs to be undertaken by one or more agencies which could make more efficient use of existing resources or promote the expansion of health services or the enhancement of existing health services;

8. recommend means for better coordination of health service delivery by city agencies in the following areas: obesity, asthma, chronic disease, violence, HIV/AIDS, healthcare for the aging, women’s health and maternal health, healthcare for lesbian, gay, bisexual and transgender individuals, healthcare for immigrants, women, children and youth, healthcare for people with disabilities and low-income residents, healthcare for the homeless, and develop a plan for implementation of such recommendations by the city;

9. develop an action plan and citywide policy including health impact reviews that measure and address social determinants of health that lead to disparities as well as the contributing factors that may impact health status, health literacy, physical activity, nutrition, access to healthcare, women’s health and environmental health; 

10. assess the distribution and allocation of public funds and health care resources for hospitals and other health care facilities and services and make recommendations for the allocation and coordination of such funds; and

11. develop a two-year proposed agenda consisting of specific issues to be addressed by the interagency coordinating council. 

e. The interagency coordinating council shall meet a least four times each calendar year and, in addition, shall hold at least one public hearing on health care needs and service delivery annually in each borough on separate dates. 

f. In carrying out the duties and powers provided herein, the interagency coordinating council shall consult with, provide opportunity for meaningful input from, and duly solicit and consider the recommendations of local providers of health care services, health care workers and organizations representing them, social service providers, community groups, patient and community advocacy organizations, and other members of the public.
§ 3. This local law shall take effect 120 days after it becomes law.
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Int. No. 974

By Council Members Johnson, Chin, Constantinides, Cumbo, Espinal, Levin, Levine, Miller, Rose, Arroyo, Eugene, Gentile, Mendez, Palma, Richards, Wills, Dickens and Menchaca
A LOCAL LAW

To amend the administrative code of the city of New York, in relation to the creation of a health facilities map
Be it enacted by the Council as follows:

Section 1. Chapter 1 of title 17 of the administrative code of the city of New York is amended by adding a section 17-199.1 to read as follows:
§ 17-199.1 Healthcare Facilities Map. a. The department shall provide to the public on its website an interactive healthcare facility map that displays the location of every clinic operated by the department, every hospital, diagnostic and treatment center, and community healthcare center operated by the health and hospitals corporation, every voluntary non-profit and publicly sponsored diagnostic and treatment center that provides primary health care services, and every federally qualified health center as such term is defined in section 1395x(aa) of title 42 of the United States code. Such map need not include any such site restricted to a limited population or which does not provide preventative or primary care services. Such map shall be searchable by zip code tabulation area, with the option of also viewing surrounding zip code tabulation areas, and shall be sortable by facility type and scope of services offered. Such map shall indicate any site displayed that has an emphasis on providing care for the homeless or residents of public housing. Such map shall include the total annual number of patients receiving services at each included site and a breakdown of the zip code tabulation area of residence of such patients.

b. The webpage that contains the map provided pursuant to subdivision a of this section, or a webpage available through a prominently displayed link on such webpage, shall include a brief guide in clearly understandable language describing each of the facility types included on such map and indicating how these types differ. Such guide shall include a brief description of the potential advantages and disadvantages that are most likely to be relevant to the individuals in determining which type of facility to choose to receive health care services.

c. The map provided pursuant to subdivision a of this section shall allow the public to view the following data, searchable by zip code tabulation area:

(1) total population;

(2) median income;

(3) total population with a household income below the federal poverty line;

(4) total population with a household income below 200% of the federal poverty line;

(5) racial demographics;

(6) age demographics;

(7) sexual orientation demographics;

(8) percentage of population born outside the United States;

(9) percentage of households with limited English proficiency;

(10) percentage of population that is uninsured;

(11) percentage of population that is enrolled in Medicaid;

(12) total number of patients receiving services in the past year at a federally qualified health center;

(13) percentage of patients receiving medical services in the past year who received such services at a federally qualified health center;

(14) percentage of patients receiving medical services in the past year with a household income below 200% of the federal poverty line who received such services at a federally qualified health center;

(15) age-adjusted mortality rate; 

(16) percentage of babies born with a low birth-weight, as such term is defined by the department;

(17) infant mortality rate;

(18) percentage of population with high blood pressure; 

(19) percentage of population that is obese;

(20) percentage of population that suffers from diabetes;

(21) percentage of population that suffers from such other chronic diseases as the department may designate;

(22) whether an area is a mental health, primary care, or dental health professional shortage area, or a medically underserved area or medically underserved population, as designated by the United States health resources and service administration;

(23) whether an area is a primary care service area, as designated by the national center for health workforce analysis; and

(24) other data that the department makes available in a mapped format through its website that is available by zip code tabulation area.

§ 2. This local law takes effect 120 days after it becomes law.
dss

LS 1945/2015
7/7/15
� Evan M. Melhado, “Health Planning in the United States and the Decline of Public-Interest Policymaking,” The Milbank Quarterly, June 2006, pg. 359–440, available at http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690168/#fn1.


� Id.


� Former N.Y. Pub. Health Law §602.


� Id.


� N.Y. Pub. Health Law §602.


� N.Y. Pub. Health Law §602-a.


� New York State Department of Health, “Population Health Improvement Program Overview,” PowerPoint Presentation, May 2015, available at https://www.health.ny.gov/community/programs/population_health_improvement/docs/overview_slides.pdf.


� The Prevention Agenda focuses on preventing chronic disease, sexually transmitted diseases, vaccine-preventable diseases, and health care-associated infections, and promoting a healthy environment, maternal, child and infant health, mental health, and reproductive health.


� SHIP focuses on improving access to, and coordination among, health care options, as well as increased value.


� DSRIP focuses on transitioning to a performance-based payment model and integrating healthcare delivery systems.


� Fund for Public Health NY, “NYC Population Health Improvement Program,” available at http://www.fphny.org/programs/nyc-population-health-improvement-program.


� New York State Department of Health, “Population Health Improvement Program Overview,” PowerPoint Presentation, May 2015, available at https://www.health.ny.gov/community/programs/population_health_improvement/docs/overview_slides.pdf.





1

