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GOAL 
Integral to the success of the Delivery System Reform Incentive Payment (DSRIP) program is encouraging 

hospitals to engage in collaborative efforts to integrate services across the spectrum of medical and health 

services, with the waiver focused on reducing unnecessary and preventable hospital utilization. 

CAPACITY 
Although hospital occupancy rates are lower than the state rate, there are unique issues in the AHI North 

Country PPS region concerning hospital capacity. Due to the very rural nature of the region the facilities are 

far apart, some have seasonal census fluctuations and ensuring surge capacity all need to be considered when 

looking at capacity.  

MEDICAL VILLAGES 
To start to address the changing health care needs, three hospitals in the PPS received funding through the 

Capital Restructuring Financing Program (CRFP) to become Medical Villages. There will be a reduction in 

inpatient capacity and an expansion of needed outpatient services. 

ENSURING FULL CONTINUUM OF CARE 
The PPS is working with LeadingAge NY and the region’s post-acute providers to implement the strategies 

outlined in the study which was released in early 2015 entitled “A Roadmap to a Rational, Sustainable and 

Replicable System of LTC Services in the Eastern Adirondacks”. 

The Commission for Healthcare in the 21st Century and the North Country Health Systems Redesign 

Commission (NCHSR) report identified that in the AHI North Country PPS region there is a reliance on 

institutional care, and preventive as well as home and community care services need to be strengthened.  

A key strategy in transforming the current system is developing a stronger, more coordinated system of 

primary care integrated with behavioral health services.  

• The PPS service area has many primary care practices already recognized as Patient Centered Medical 

Homes so the basis for coordinated care already exists. The plan with DSRIP is to expand the number 

of primary care practices operating under advanced primary care models and integrate behavioral 

health providers into this system. 
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• The North Country Health Systems Redesign Commission also identified that there is a wide range of 

home and community based services, but providers and community members need a better/more 

systematic referral system to ensure access for patients. 

• There is a need to regionally coordinate training and retraining programs. As the system transforms 

from institutional based care to home and community based services, providers and provider staff 

need to be trained with new skill sets.  

• There is also a need to create incentives for recruitment and retention specifically for identified 

shortage areas. 

 
The North Country Health Systems Redesign Commission (NCHSR) report identified the health care needs of 

the people in the North Country as well as the current system’s ability to meet those needs. 

There were four categories assessed: chronic conditions and multi-morbidity (with a focus on diabetes, 

acute cardiovascular conditions, and behavioral/addiction care) representing different types of patient 

needs especially relevant to the North Country. 

CHRONIC CONDITIONS 
In the North Country, the most common chronic conditions among Medicaid beneficiaries are depression, 

followed closely by diabetes, rheumatoid arthritis/osteoarthritis, and ischemic heart disease. 

Based on payer claim information (SPARCS data) for inpatient hospital care, the most common chronic 

diseases among hospital admissions are lower respiratory disease, non-specific chest pain, and chronic 

obstructive pulmonary disease (COPD).  

DIABETES 
Approximately 6% of the Medicaid population in the North Country suffers from diabetes (NCHSR). The use 

of inpatient services for patients with diabetes is higher in St. Lawrence and Clinton counties, where there 

are a high number of avoidable admissions for this chronic disease. The North Country also has a higher 

diabetes mortality rate. 

MULTI-MORBIDITY 
Approximately 1.4% of the North Country Medicaid population suffers from multi-morbidity (NCHSR), and 

this accounts for 4.3% of total Medicaid spending. Approximately 21% of Medicaid spend on beneficiaries 

with multi morbidity is on inpatient hospital care compared to 13% in the rest of New York State. 

ACUTE CARDIOVASCULAR CONDITIONS 
According to research by the New York State Department of Health, cardiovascular diseases (CVD) affects 

almost 8% of adults in the state and accounts for almost 40% of all deaths annually (Behavioral Risk Factor 

Surveillance System–RFSS). 

HEALTH CARE NEEDS OF THE PEOPLE IN THE NORTH COUNTRY 
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The treatment of acute cerebrovascular accidents (or stroke) is a proxy measure of acute cardiovascular 

disease. The total cost of care (up to one year following discharge) for North Country Medicaid beneficiaries 

who suffered a stroke is approximately $ 17,000, with approximately 35% for inpatient services. (Salient 

NYS Medicaid System Data). 

For acute cardiovascular conditions, the time to the acute treatment facility as well as capabilities and 

experience of these facilities are key predictors of outcome. A significant portion of North Country residents 

are transported to stroke centers, but many still remain in the North Country.  

Distances in the North Country will also present a challenge to optimal, in-time treatment, and the number 

of people transported to designed stroke centers indicates a need to streamline this care to balance the 

time to treatment with the capabilities and expertise per center. 

MENTAL HEALTH AND SUBSTANCE ABUSE CARE 
In the North Country, mental health conditions among Medicaid beneficiaries are more prevalent than 

substance abuse. The most commonly treated mental disorders in 2012 were mood disorder (53%), anxiety 

(27%), psychosis (8%), and post-traumatic stress disorder (6%). Suicide mortality rates in the North Country 

are above the state average, indicating a need for services that address mental health conditions (NCHSRC). 

Approximately 15% of the Medicaid beneficiaries in the North Country is treatment for a mental health 

condition, and this accounts for 30% of total Medicaid spending. Compared to the rest of the state, 

beneficiaries with a mental health problem account for a larger portion of hospital utilizations (11%) than 

the same type of beneficiaries throughout the rest of the state (8%). 

The North Country includes areas underserved by mental health professionals, and various counties report 

shortages of capacity to treat patients with mental health problems. This lack of mental health 

professionals, combined with a need for supportive housing in the region, may be driving patients to 

inpatient services as the only alternative to care (NCHSRC). 

Substance abuse is also a significant issue in this region, and substance abuse providers are in short supply 

in the North Country, potentially forcing patients to inpatient services.  

 

The objective of DSRIP project 2aiv “Create a Medical Village Using Existing Hospital Infrastructure” is to 

reduce excess bed capacity and repurpose unneeded inpatient hospital infrastructure into “medical villages” 

by creating integrated outpatient services centers to provide emergency/urgent care as well as access to the 

range of outpatient medicine needed within the community. 

This project will convert outpatient or unneeded hospital capacity into new space to be utilized as the center 

of a neighborhood’s coordinated health network, supporting service integration and providing a platform for 

primary care/behavioral health integration. The proposed medical villages will be part of an “integrated 

delivery system” and seen by the community as a “one-stop-shop” for health and health care. 

 

MEDICAL VILLAGES 
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The AHI PPS will create three Medical Villages throughout the service area to take advantage of existing 

infrastructure throughout the region to realign health system capacity and address community needs. 

. These Medical Villages include: 

• Clinton County: CVPH in Plattsburgh, renovate hospital infrastructure to redesign the Adult Mental 

Health Unit to meet State requirements and convert unneeded hospital capacity into a Medical Village, 

including an outpatient Behavioral Health Transition Services Center 

• Essex County: Moses Ludington Hospital in Ticonderoga, decertify 15 licensed beds and continue to 

operate a freestanding emergency department with robust outpatient services under new operation and 

co-locate primary care services with Hudson Headwaters to expand access for outpatient behavioral 

health integration 

• Warren County: Glens Falls Hospital, renovate to add crisis stabilization services and medical 

observation 

CVPH IN PLATTSBURGH 
The CVPH Medical Village in Plattsburgh will serve residents of Clinton County and northern Essex and 

Franklin counties. The project will renovate hospital infrastructure to redesign the Adult Mental Health Unit to 

meet State requirements and turn unneeded hospital capacity into a Medical Village with an outpatient 

Behavioral Health Transition Services Center. 

The Center will aid patients during and after discharge assuring a smooth transition back into the community. 

The Behavioral Health Transition Services Center will assist in the coordination of care and establish systems 

for “warm” handoffs from an acute setting to a less costly, non-hospital based setting. 

This outpatient effort will require collaboration with community behavioral health agencies. The one-stop-

shopping model will serve the serious and persistently mentally ill (SPMI) on an inpatient and outpatient basis.  

The renovation will also include an outpatient pharmacy to serve these same patients as well as other 

patients as they are leaving the Emergency Care Center. This will increase patients’ medication adherence and 

decrease unnecessary readmissions and/or visits to the emergency department. There will also be 

opportunity to decrease “temporary boarding” of psychiatric patients in the emergency department while 

they wait for an inpatient bed. 

This partnership will strengthen both providers and expand their scope of service. 

August 31, 2017 Update:  

Received NYS DOH approval with all contingencies satisfied. Currently, under the NYS Office of Mental 

Health review. Received approval for our SNF relocation, which is not part of the Medical Village CRFP 

project of CON but is necessary for the relocation of the Adult Mental Health Unit and development 

of the Medical Village project space. 

One change in this strategic plan update is the way new services are counted for the DSRIP funds. This 
is drastically different than originally anticipated at the writing of the grant and the early days of 
DSRIP planning and the PPS. This was discussed at length at our August Medical Village meeting.   
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As requested, we will report to AHI PPS the count of active patients in the prescribed manner. In 
addition, we will report on the goals and objectives of the original grant application as it was designed 
to improve transitional services, including collaboration between inpatient and outpatient providers, 
and increase access to outpatient, community-based services. Hopefully, these efforts on the part of 
the Medical Village and its partners will increase continuity and quality of care to better serve our 
patients.  We appreciate your support as we proceed with this plan. 

This Medical Village project is scheduled for completion in 2018 and includes the following: 

• Coordinate care and establish systems for smooth handoffs from the acute phase to a less restrictive, 

less expensive non-hospital based setting. 

• Create space to care for patients with dual diagnoses of mental health and substance abuse. 

• Decrease licensed adult mental health unit beds to 18. 

• Renovate space to meet state requirements for programmatic activities. 

• To create space for the mental health unit, CVPH will reduce 54 licensed skilled nursing facility beds and 

transfer them to Meadowbrook Nursing Home. 

• Use vacated space for a pharmacy closer to the ER for filling scripts upon discharge from the inpatient or 

ER setting. Medication management will reduce repeat hospitalizations. 

• Decrease staffed inpatient beds by 10 licensed acute beds by the end of DSRIP Year 5 due to expected 

continued decrease in inpatient demand. 

Approximately 44% of patient volume in the adult care mental health unit are Medicaid or uninsured. 

Avoidable ED use and admissions are expected to decrease through the improved continuity and coordination 

of care across providers. 

MOSES LUDINGTON HOSPITAL IN TICONDEROGA 
Moses Ludington Hospital (MLH) in Ticonderoga will decertify 15 licensed beds, but continue to maintain a 

freestanding emergency department (ED) and robust outpatient services operated as an outpatient campus 

of Elizabethtown Community Hospital (ECH). The renovated space at the Ticonderoga campus will have space 

for 3 observation beds and 4 treatment areas for emergency care, pharmacy services, laboratory services and 

radiology testing. 

To complete the new constellation of services in Ticonderoga, Moses Ludington Hospital will partner with 

Hudson Headwaters Health Network (HHHN) to provide primary care services and behavioral healthcare to 

residents. A behavioral health counselor and care management will be embedded in the practice. 

August 15, 2017 Update:  

The plan is still the same as reported in March 2017; however, there is an update on the inpatient 
beds. On August 2nd, we suspended service of our inpatient unit making our beds inactive. We have 
not officially de-certified them, but had approval from the state to make them inactive. They will be 
decertified when the corporate change takes effect in mid-October and we become ECH and MLH 
ceases to exist. 

This Medical Village project is scheduled for completion in 2018 and includes the following: 

• Through restructuring, Moses Ludington Hospital will cease to exist and the Ticonderoga Medical Village 

will become part of Elizabethtown Community Hospital (ECH), a critical access hospital. Fifteen (15) 

staffed licensed inpatient beds currently at Moses Ludington Hospital will be decertified.  
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• Inpatients will be sent to Elizabethtown Community Hospital or other acute providers based on the needs 

of the patient. 

• The Ticonderoga campus will provide outpatient emergency, primary and specialty care services. Primary 

care services will include integrated behavioral health care and sharing health information among clinical 

partners via certified electronic health record (CEHRT) technology. 

• There will be a free-standing emergency care center and extensive outpatient ancillary services. The 

current 4 room emergency department will be expanded to include 2 additional rooms for emergency 

visits and 4 observation rooms for patients requiring monitoring over a 24-hour period. A total of 6 ED 

and 4 Observation rooms are now planned. 

Mobile imaging services, such as MRI will be provided in a location more accessible to outpatient services. 

Increased access to primary care, behavioral health and the availability of stand-alone emergency care should 

impact avoidable hospital use. 

GLENS FALLS HOSPITAL 
Glens Falls Hospital will create a crisis stabilization unit and observation unit in Glens Falls. The focus will be 

on behavioral health, child and adult, patients in crisis that are brought to Glens Falls Hospital for the 

inpatient psychiatric unit. The project will create a stabilization pathway for patients in crisis that present to 

the emergency department. The Observation Unit will serve patients that may not require admission but 

need an appropriate setting for observation and stabilization prior to a return to outpatient care.  

This Medical Village will serve patients from southern Essex, Hamilton, Warren, Washington and northern 

Saratoga counties. 

Glens Falls Hospital provides a comprehensive range of outpatient and inpatient behavioral health services to 

patients in five counties. The hospital will mobilize existing resources by reducing the size of the existing 

behavioral health unit and reallocate resources to avoid hospitalizations through the implementation and 

utilization of crisis stabilization and observation. 

This Medical Village project is scheduled for completion in 2018 and includes the following: 

• Develop a crisis care center, including space for both adult and adolescent behavioral health holding 

areas, providing individuals in severe distress with supervised care to assist with de-escalation. This will 

provide better care for both adults and adolescents, leading to improved health outcomes and reduced 

inpatient and emergency room visits for this vulnerable population. 

• Create a dedicate crisis unit, location to be determined. 

• Renovate triage areas. 

• Renovate and expand outpatient behavioral health (1 south). 

• Decertified 4 licensed beds (2 from the behavioral health unit and 2 from the pediatrics unit). 

August 15, 2017 Update: 

The CON to decertify the 4 licensed beds (2 inpatient BHU and 2 pediatric) has been approved this month. 
There is an additional step needed to complete the decertification of the two behavioral health beds 
through the Office of Mental Health. We are currently working with them to understand their process and 
submit the relevant paperwork. As far as construction of the Crisis Care Center, we are on track from the 
last update provided in the Strategic Plan. Policies and protocols continue to be finalized and staff training 
is ongoing.  
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Medicaid enrollees and the uninsured population have significant behavioral health needs. Often this 

population utilizes the emergency department as a source for primary care and crisis support. Creating a crisis 

care center will ensure patients have appropriate outpatient resources for support and assistance. 

The crisis care center will provide an outpatient resource as an alternative to costly emergency room visits 

and inpatient stays. Patients with behavioral health conditions typically have a high rate of readmission; this 

community based service will work toward reducing readmissions among this population. 

Foundational to the success of the Medical Village projects are the Adirondack Regional Medical Home pilot, 
AHI Health Home and the Adirondacks ACO, all working to improve access to primary and preventive care. 

These initiatives have had an impact on the hospitals as evidenced by declining hospital occupancy rates and 

emergency department visits which had been a trend in recent years.  

  
AHI LICENSED BED REDUCTION PLAN 

  HOSPITAL BED TYPE TOTAL NOTES 

  CVPH Adult Mental Health    4 

 Inpatient Acute    10 Scheduled by end of 5-Year DSRIP 

     14 

 

  Moses Ludington Inpatient    15 Decertified Oct 2017 (become ECH & MLH ceases) 

 

  Glens Falls Behavioral Health     2 

 Pediatric     2 

      4 

  Total Licensed Bed Reduction   33 

 

 

Each of the three hospitals have supported and fostered these initiatives. Establishing the Medical Villages will 

enable the hospitals to partner with community providers to convert space that is being made redundant 

through delivery system reform into needed outpatient services. 

 

This plan will be reviewed periodically and updated as needed.   

 

 

 

SUMMARY 


