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ABSTRACT \

Objectives: The Delivery System Reform Incentive Payment (DSRIP)
program was designed to move hospitals toward more effective and
accountable care for their Medicaid and charity care patients. Assessing
potential changes among DSRIP-participating hospitals in community
partnerships, data analytic capabilities related to quality measurement,
and engagement in the DSRIP model may provide information for future
value-based payment strategies.

Study Design: Statistical analysis of linked hospital data from 2 web surveys,
supplemented with findings from 2 rounds of key informant interviews.
Methods: Data from 2 New Jersey hospital web surveys in 2015 and
2018 were analyzed to assess changes in hospital activities, practices, and
perceptions related to the DSRIP program. Survey measures included the
number of partnerships that hospitals developed with community organi-
zations and outpatient providers, hospitals’ ability to share patient data with
outpatient partners, hospitals’ analytic capability to leverage patient data for
quality assessment, and perceptions of hospital representatives of the value of
their DSRIP projects. Stakeholder feedback from key informant interviews
conducted in 2014 and 20 rovided context for survey findings.

Results: Hospital partnerships with community providers did not grow
significantly over the DSRIP implementation period, which may be due to
constraints in program design. Hospital capacity for collection of data to
fulfill DSRIP reporting requirements increased over the study period. Data
exchanges with outpatient partners facilitated use of rapid-cycle evaluation
tools he value of data sharing for improving quality of care and popula-
tion health was perceived more positively over time. The perceived benefit of
DSRIP project activities overall, for patient access to care and overall health,
also increased between the 2 surveys

Conclusions: In New Jers lable evidence suggests that DSRIP
successful in catalyzing many aspects of a hospital industry transformation
toward data-driven population health management. These findings can
inform policy makers’ decisions about how to structure future initiatives to
help hospitals progress further in delivering value-based care.
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he Delivery System Reform Incentive Payment

(DSRIP) program, a 2010 federal initiative negotiated

between states and CMS under section 1115 waiver
authority, provides a financing mechanism for providers to
transform care for beneficiaries of Medicaid, the Children’s
Health Insurance Program, and charity care.! By tying funds
to measurable quality outcomes, DSRIP establishes incentives
for providers (mainly hospitals) to proactively manage the
health of their low-income patients, making these providers
regional anchors in the Triple Aim quest for better care, better
health, and lower costs. DSRIP or DSRIP-like programs have
been implemented in 12 states to date and vary in size, reach,
provider participation, and funding pools.? While the original
program structure is evolving, the concepts underlying DSRIP
are poised to be an integral part of the future Medicaid delivery
system landscape as value-based payment structures grow in
prominence for health care providers.

Although some early assessments of DSRIP’s impact
on patient outcomes and population health indicators are
emerging,> opportunities to learn from the implementa-
tion experiences of participating providers are more quickly
available. Understanding these dynamics can yield valuable
information to inform framing and implementation of future
policies.® Some available evidence includes case studies that
discuss DSRIP program design and lessons learned from
implementation in several states.”!° These studies demonstrate
the positive role that DSRIP played in providing resources and
harnessing organizational motivation for improving provider
data capabilities and building effective community partner-
ships.>® Providing incentives for these changes was a core
DSRIP objective because sustainable, cost-effective health
improvements for low-income populations are predicated on
integrated and accountable delivery systems.”!' Consequently,
assessing progress made by providers in building infrastructure
to support redesigned processes of care delivery is an important
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metric for evaluating DSRIP’s impact, yet this has not been
studied in a systematic way.

In addition, DSRIP promotes engaging community and
social services organizations in improving population health
by providing funding for services that are not traditionally
reimbursed for Medicaid patients. Under DSRIP and similar
projects in other states, providers have partnered with such
organizations to identify and connect patients directly to
community resources addressing social needs.!? The program
encouraged hospitals to address patient needs as far “upstream”
as possible, shifting their efforts to innovative population health
missions, for example, by developing home interventions for
children with asthma or arranging transportation for patients
with diabetes to aerobics classes. An assessment of hospitals’
perceptions of the effectiveness of the DSRIP model is there-
fore important for understanding hospital engagement in this
reoriented model of patient care.

This study utilizes quantitative and qualitative information
about the New Jersey program to examine hospital operational
changes brought about by DSRIP and perceptions of hospital
leaders about the value of these changes for improving patient
health. Specifically, we describe the impact of DSRIP on New
Jersey hospitals in terms of (1) increasing collaboration with
clinical and community partners, (2) improving data infra-
structure and analytic capabilities for meeting data reporting
requirements, and (3) strengthening the perceived value and
effectiveness of patient care models structured for population
health management. New Jersey provides a good venue for such
a study because all hospitals in the state were eligible to partic-
ipate in the program, not just the safety net hospitals (SNHs)
with a high proportion of Medicaid and uninsured patients.

BACKGROUND
DSRIP utilized a pay-for-performance (P4P)/reporting system
to encourage hospitals to adopt a population health manage-
ment approach to improving care for New Jersey’s low-income
population. Hospitals had to utilize data to identify a chronic
condition relevant for their patient population, adopt a care
management project, form partnerships with community
organizations and outpatient providers to help establish a
continuum of care, and specify relevant validated outcome
metrics so that the impact of DSRIP activities on patient and
population health could be measured."”® Elements of hospital
projects such as improved case management, discharge plan-
ning, patient education, and a focus on outcome measurement
reflect the population health management principles embedded
in DSRIP projects.

After state and CMS approval of care management proj-
ects, New Jersey DSRIP-participating hospitals took part in

THE AMERICAN JOURNAL OF

ACCOUNTABLE CARE

4 overlapping program stages with defined activities deter-
mining incentive payments across demonstration years (DYs):
developing technology, tools, and human resources infrastruc-
ture (stage 1); piloting, testing, and implementing a chronic
disease care project (stage 2); achieving project-based quality
improvements and reporting quality metrics capturing the
impact of DSRIP projects (stage 3); and reporting prespeci-
fied population-focused quality metrics (stage 4). An important
stage 1 activity involved engaging project partners, such as
schools, doctor’s offices, or federally qualified health centers,
to support hospitals with their DSRIP projects. Stage 3 and 4
activities required hospitals to report on several project-specific
and population health-related quality metrics for an attributed
population of Medicaid and charity care patients. Whereas
metrics based on administrative data were prepared by the
state, those based on paper or electronic health records (EHRs)
were calculated by hospitals, sometimes in coordination with
outpatient partners. Collaboration for such clinical data sharing
was thus strongly encouraged under DSRIP, and those project
partners sharing data with the hospital were designated as data
reporting partners. As the program progressed, a larger share
of payments was tied to P4P, requiring improvements in proj-
ect-related outcomes over baseline for hospitals’ attributed
population. Hospitals could also receive universal performance
pool (UPP) payments for maintaining quality of care in areas
outside their project focus.

Leveraging patient data to guide care and assess outcomes
was an integral component of the program’s data-driven popu-
lation health orientation. Data related to patient utilization were
used to assess key health challenges in an area, identify patient
populations for directing interventions, and calculate metrics
for determining incentive payments. Data reporting partner-
ships, in particular, were expected to promote care integration
and shared accountability between hospitals and community
health care providers. These data sharing relationships were
seen as potentially increasing the effectiveness of hospitals’
rapid-cycle improvement tools by providing more information
on patients’ progress toward health improvement goals.

METHODS

We use data collected from 2 hospital web surveys adminis-
tered as part of the New Jersey DSRIP evaluation that were
fielded during April 2015 (DY3), shortly after implemen-
tation of hospitals’ DSRIP projects, and then again 3 years
later, after the end of the first round of the demonstration in
February 2018 (DY6). The first survey was sent to managers
at all DSRIP-eligible hospitals in the state (n=64), regard-
less of whether they participated in the program, and the
response rate was 65%. The second survey was sent only to
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Characteristics of DSRIP Hospitals by
Survey Participation

Table 1.

Paired
analytic
sample
(n=22)

Nonresponders/
unlinkable
(n=27)

Safety net hospitals

Stage 3
performance DY5

Stage 4
performance DY5

UPP performance
DY5

DSRIP, Delivery System Reform Incentive Payment; DY, demonstration
year; UPP, universal performance pool.

hospitals that participated in the DSRIP program (n=49).
The response rate was 86%.

To examine the effects of DSRIP on hospitals over time, our
statistical analysis compares data linked over both surveys (n=
22).We used repeated-measures analysis of variance to examine
changes in data infrastructure capabilities, community partner-
ships, and perceptions of the value of the DSRIP program in
improving patient health. We also present cross-sectional results
from some questions asked only on the second survey. Pairwise
deletion was used to deal with item nonresponse.

To determine whether hospitals included in the paired
analytic sample differ from those excluded, we compare
hospital safety net status and DSRIP performance data for
these 2 groups of hospitals using unpaired z tests. We define
SNH status based on receipt of Hospital Relief Subsidy Fund
dollars in 2011. Performance data are from payment summa-
ries posted to the DSRIP website detailing the number of stage
3, stage 4, and UPP quality metrics for which hospitals were
awarded payment out of the total attempted.'* All analyses were
done in SPSS with a set at 0.05. P values are reported in the
results when differences were significant.

To provide context for our findings, we draw on 2 rounds
of key informant interviews (KIIs) with DSRIP stakeholders;
they include selected DSRIP personnel in participating
hospitals, DSRIP program advisory committee members,
officials from the New Jersey Department of Health, outpa-
tient providers who had partnered with DSRIP hospitals,
and hospital industry association representatives. We selected
stakeholders who we believed were best equipped to answer
questions on DSRIP’s impact, potential, and sustainability.
The first round of interviews was conducted from October
2014 to February 2015 and consisted of 12 interviews with
13 key informants. The second round was conducted from

October to December 2017 and consisted of 10 interviews
with 29 key informants. Semistructured interview guides
were used in both rounds. Research team members inde-
pendently analyzed the interviews and came to a consensus
on core themes.

This research was approved by the institutional review board
of the authors’ home institution, Rutgers, The State University
of New Jersey, and informed consent was obtained from
all participants.

RESULTS

Of the 64 general acute care hospitals in New Jersey, 9 (14.1%)
elected not to participate in DSRIP and 6 (9.4%) dropped out
during the implementation period. None of these 15 hospi-
tals were SNHs. Of the 49 hospitals that participated in both
rounds of DSRIP, 22 (44.9%) responded to both surveys and
were included in the paired sample. The remaining 27 either
did not participate in 1 or both survey rounds or were unlink-
able due to inadequate identifying information. SNHs were
overrepresented in our paired sample compared with DSRIP-
participating hospitals not in our analysis (64% vs 44% SNH,
respectively). We further examined differences in hospital
performance by survey participation that may reflect differ-
ences in hospital experience and engagement. We calculated
the percentage of stage 3 and stage 4 metrics for which
payment incentives were earned in DY 5 and found no statis-
tically significant differences; however, UPP achievement
in DY5 was slightly lower in our paired sample than among
excluded hospitals (62% vs 69%), although this difference fell
short of statistical significance (Table 1).

Relationships With Clinical and Community Partners
Hospital informants expressed some uncertainty about
program requirements for clinical and community partners
during the first round of interviews, possibly explaining limited
hospital engagement with partners early on. The survey indi-
cated that hospital partnerships did increase slightly over the
DSRIP implementation period. On average, hospitals had 4.7
project partners for their DSRIP programs in the beginning
of the implementation period, and this increased to 5.0 by
DY6 (Table 2). The strategy of recruiting physician practices
as partners doubled over the study period, from 24% of hospi-
tals to 48% of hospitals, and in DY6, physician practices were
the most common partner type reported by hospitals, with an
average of 1.7 practices per hospital (Table 2). An increasing
proportion of survey respondents reported recruiting other
(nonclinical) community organizations as partners, going
from just under 40% in the first survey to about 60% in the
second survey.
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Table 2.

Paired sample

How many project partners does your hospital have?
How did your hospital identify project partners?
Already working with partners before DSRIP

Recruited physician practices as partners

Hospital Relationships With Clinical and Community Partners

‘ DY3 (2015) ‘ DYé6 (2018) ‘

n

4.68 5.00

Recruited other clinical partners, such as health centers and FQHCs

Recruited other community organizations as partners

How many data reporting partners does your hospital have?

In addition to reporting partners, with how many other organizations
did you want to establish a reporting partner relationship but could not

because they were unable to share the necessary data?

With how many organizations did you want to establish a reporting
partner relationship but could not because they were participating in

DSRIP with a different hospital?

Cross-sectional sample

DYé6 (2018)

Mean or %

Please indicate how many of each of the following types of project

partners you have:
Physician practice
FQHC
Community health center
School

Senior center

If you were already working with a project partner related to clinical care
before DSRIP was implemented, how did the DSRIP program affect your

relationship with these partners?
Strengthened
No impact

Weakened

DSRIP, Delivery System Reform Incentive Payment; DY, demonstration year; FQHC, federally qualified health center.

The average number of data reporting partners did not
increase over the study period. However, we observe an
increase in the average number of organizations with which
hospitals would have liked to partner for data sharing but
could not because of the complexity of data sharing require-
ments or because a potential partner was already in a data
sharing relationship with another hospital (Table 2). The
DSRIP program did not provide funding for the extra work
required of data reporting partners, thus constraining hospi-
tals’ ability to forge partnerships, according to the second

round of KIIs. Finally, it is worth noting that a majority of
hospitals surveyed (more than 75% in both rounds) were
working with outpatient partners before DSRIP. Of those
with existing clinical partners, approximately 70% felt that
DSRIP had strengthened these relationships and none felt
those relationships were weakened.

Data/Analytic Capabilities
Both rounds of KlIs revealed that preparing the chart-based
stage 3 and stage 4 metrics was a challenge for all hospitals,
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Hospital Analytic Capabilities®

Table 3.

Paired sample

With how many reporting partners does your hospital have an interoperable

EHR?

What percent of stage 4 metrics were obtainable from EHRs?

‘ DY3 (2015) ‘ DYé6 (2018) ‘

Mean or % | Mean or %

0.45 0.64

(1, no EHR; 2, 1%-20%; 3, 21%-40%; 4, 41%-60%; 5, 61%-80%; 6, 81%-100%)

Own hospital’s inpatient/ED chart-based metrics

Outpatient reporting partners’ chart-based metrics

21 3.71
9 3.1

Please rate your hospital’s experience in dealing with the data-related activities of the DSRIP program:
(1, no difficulty; 2, minor difficulty; 3, moderate difficulty; 4, major difficulty)

Stage 3 metrics
Collection of inpatient or ED care metrics from chart/EHR
Collection of outpatient care metrics from chart/EHR
Stage 4 metrics
Collection of inpatient or ED care metrics from chart/EHR
Collection of outpatient care metrics from chart/EHR

Are you using any rapid-cycle evaluation tools?

Have real-time data exchanges with partners facilitated your use of rapid-cycle tools?

DSRIP, Delivery System Reform Incentive Payment; DY, demonstration year; ED, emergency department; EHR, electronic health record.
2Rows in bold indicate significant differences between DY3 and DY6 estimates (P<.05).

particularly those lacking sophisticated EHR systems. Some
stakeholders described the considerable efforts made to
extract the data needed to comply with reporting require-
ments. These learning experiences may also explain improve-
ments in the analytic capabilities of hospitals in our sample
over the DSRIP implementation period. Hospitals reported
that a higher percentage of stage 4 inpatient or emergency
department chart-based metrics were obtainable from EHRs
in the second survey than in the first (P=.03) (Table 3).
Hospitals also reported less difficulty in the second survey
than in the first in collection of inpatient and outpatient
metrics to fulfill reporting requirements (P<.01).

Changes in the data capabilities of outpatient reporting part-
ners were less evident, although this is based on the smaller sample
of responding hospitals with a data reporting partner. The overall
average number of reporting partners with an interoperable EHR
did increase slightly from the first survey to the second, and the
percentage of stage 4 metrics obtainable from reporting partners’
EHRs increased over this time period. Finally, most hospitals were
using rapid-cycle evaluation tools (290%), and the percentage
of hospitals agreeing that this was facilitated by real-time data
exchanges with partners increased from 11% to 42% (P=.04).

Perceived Value and Effectiveness

Survey results showed that hospital respondents’ perceptions
of DSRIP’s value and effectiveness were generally positive, and
some indicators improved significantly with DSRIP implemen-
tation. Hospitals’ reasons for applying for and remaining in the
DSRIP program were almost all unchanged, except that DSRIP
was increasingly viewed as an opportunity for more financial
resources (P=.04) (Table 4).In the first survey, hospital respon-
dents felt that disease management programs under DSRIP
had the greatest impact on quality of care and population health
outcomes, and this further increased in the second survey. As
the program progressed, hospital respondents reported a more
positive assessment of the various DSRIP-prescribed activities
in improving quality of care and population health outcomes
(Table 4). They increasingly saw the value of sharing data with
reporting partners, reporting stage 4 metrics, and using rapid-
cycle assessment and improvement tools; by the second survey,
every aspect was rated as having at least a moderately positive
impact, except for reporting on stage 4 metrics. These find-
ings are consistent with both KII rounds in which interviewees
expressed enthusiasm for the chronic disease management
aspect of DSRIP but saw little value in reporting measures

8/06.20

The American Journal of Accountable Care®



Table 4. Hospital Perceptions of DSRIP’s Value and Effectiveness?

DY3 (2015) DYé6 (2018)

Paired sample n
Mean or % Mean or %

Rate the following with regard to importance to your hospital’s decision to apply for/remain in DSRIP:
(1, very important; 2, somewhat important; 3, not important)

Support for the disease management goals of the DSRIP program 20 1.20 .80
Need the funds to finance existing operations 20 1.35 .50

Synergies with related programs (eg, readmissions, ACOs, value-based 20 125 130 64
purchasing) ’ ’ :

Opportunity for more financial resources 20 1.50 1.15 .04

What overall impact do you think the following aspects of the DSRIP have on quality of care and population health outcomes?
(=2, substantially negative; -1, moderately negative; O, little or no impact; 1, moderately positive; 2, substantially positive)

Chronic disease management programs 21 1.10 1.29 .28
Stage 4 reporting of universal metrics 20 0.25 0.75 .08
Knowledge sharing through Learning Collaboratives 21 1.10 1.14 .85
Building relationships with project partners 20 1.00 1.25 .51
Sharing data with reporting partners 18 0.50 1.17 .02
Rapid-cycle assessment and improvement tools 21 1.00 1.38 .08
Building infrastructure capacity for data collection and reporting 21 0.57 1.00 13

How would you characterize the changes in the following health-related aspects of your community as a result of DSRIP
activities? (-2, substantial worsening; —1, some worsening; 0, little/no change or too early to assess; 1, some improvement; 2,
substantial improvement)

Patient access to health care services 21 0.71 1.14 .02
Continuity of patient care 21 1.10 1.14 71
Quality of patient transitions between care settings 21 0.90 1.14 .08
Quality of health care delivered 21 0.95 1.14 .33
Patient health 21 0.67 1.05 .01

DY6 (2018)
Cross-sectional sample
Mean or %

Please rate your agreement with the following statements about the DSRIP program:
(1, strongly disagree; 2, somewhat disagree; 3, neutral; 4, somewhat agree; 5, strongly agree)

Fairly rewards hospitals’ efforts to improve chronic disease 20 338
management processes

Uses payment methodologies that fairly incentivize hospitals’ financial 2 3.1
investments in chronic disease management processes ’

Utilizes appropriate quality metrics for measuring benefits to patients 24 333
from chronic disease management processes :

Improved chronic disease management processes at my hospital for the
better 24 3.88

Fostered community partnerships that have a positive impact on SDOH 24 3.83

ACO, accountable care organization; DSRIP, Delivery System Reform Incentive Payment; DY, demonstration year; SDOH, social determinants of health.
2Rows in bold indicate significant differences between DY3 and DYé6 estimates (P<.05).
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beyond those related to their specific intervention.

The survey assessed whether hospitals regarded DSRIP
activities as improving access to care, quality of care, and
health, and we observed improvement in perceptions in some
areas. In the first survey, hospital respondents perceived that
their DSRIP activities improved patient access to health
services and patient health only modestly, if at all, with an
average rating just shy of “some improvement.” In the second
survey, respondents attributed at least “some improvement”
in all queried aspects of patient health and care to the benefi-
cial effect of DSRIP activities. Among these, DSRIP’s effects
on patient access and overall patient health were statistically
significant (P=.02 and .01, respectively) (Table 4).

The second survey further assessed hospital respondent
impressions of DSRIP’s overall value and effectiveness in
5 areas: program incentives, payment methodologies, quality
metrics, disease management, and community partnerships.
The average rating of these statements indicated modest
agreement. T'his was corroborated by findings from the second
round of KlIs, in which some of these positive perceptions
were also communicated by stakeholders. Hospital informants
felt that their DSRIP initiatives underscored the importance
of connecting with the community outside the hospital,
although progress was sometimes slow because the outpatient
component was not emphasized from the beginning of the
program. Hospital informants mentioned the value in being
able to use DSRIP funds flexibly to pay for services not tradi-
tionally reimbursed. By the second set of KlIs, informants
were also expressing positive effects on health outcomes from
their interventions.

DISCUSSION
New Jersey was 1 of 12 states implementing a DSRIP or
DSRIP-like program between 2010 and 2018, and we have
highlighted salient ways in which New Jersey hospitals
responded to DSRIP over the first demonstration period. Our
findings suggest small, positive improvements in partnership
relationship building, data capabilities, and perceived impact
on patient care and population health. We found statistically
significant increases in hospitals’ capability for quality metric
reporting and in belief by respondents that their DSRIP
programs were improving patient access and health. Our
results also point to areas where there is room for improve-
ment in the design of incentive-based delivery system reforms.
Our surveys revealed that although hospitals had, on
average, 4 to 5 project partners from the time of project initi-
ation, there was not significant growth in such partnerships
over the DSRIP implementation period. Nevertheless, the
majority of hospitals agreed that DSRIP fostered community

partnerships that had a positive impact on social determi-
nants of health. As for data reporting partnerships, aspects
of DSRIP’s design likely limited growth in these partnerships
from reaching their full potential. Foremost among them
was the lack of financial resources to compensate outpatient
providers for the additional work around data collection or for
the ongoing reporting that would be required of them. Future
DSRIP and DSRIP-like programs should be designed with
an awareness that partners may require external funding to
enable their participation, a lesson also echoed in an exam-
ination of DSRIP in New York.” Some of the administra-
tive restrictions that limited outpatient collaboration to just
1 hospital may have also impeded new partnerships.

Our analysis revealed increased hospital ability and greater
ease over time in extracting quality metric data from EHRs.
Although this may reflect in part an industry-wide trend of
improved EHR sophistication, it also suggests that DSRIP
spurred growth in data and analytic capabilities for partici-
pating hospitals. Moreover, perception of the positive impact
of data sharing on quality of care and health outcomes
improved as the program progressed. It seems that as data
sophistication and analytic capabilities grew, so too did appre-
ciation of their value in enhancing care.

Hospitals’ survey responses indicated that their belief in the
value and effectiveness of the DSRIP program in improving
access to care and health increased over the implementa-
tion period. This is notable given that DSRIP represented a
major transition point for the hospital industry to value-based
payment arrangements under Medicaid. Notwithstanding
this positive outlook, the survey indicated considerable room
for improvement in the operationalization of P4P structure.
Hospitals respondents only “somewhat agreed” that DSRIP
used payment methodologies that “fairly” incentivized hospi-
tals’ investments in chronic disease management processes.
Also, the importance of DSRIP as a source of financial
resources increased from the first survey to the second. This
could indicate greater financial pressure among DSRIP hospi-
tals following investment in their chronic disease management
programs and the first P4P and UPP results. Although these
findings may be driven in part by the overrepresentation of
more resource-constrained SNHs in our sample and hospi-
tals with slightly lower UPP payments, they are also consis-
tent with the findings from KlIs that were based on the overall
hospital industry.

Limitations

This study is the first to quantify changes in hospital practices
and perceptions using repeated survey data on DSRIP imple-
mentation experiences supplemented by broad stakeholder
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KlIs. Although our statistical power was limited due to nonre-
sponse and the inability to link data for some hospitals, the
findings provide insights on the association between DSRIP
program features and the observed changes in hospital opera-
tions around patient care and population health improvement.
Without similar information for nonparticipating hospitals,
we cannot draw inferences about the extent to which DSRIP
may have contributed to the changes we observe, particularly
in the growth of analytic capabilities, which may reflect an
industry-wide trend. We conducted a sensitivity analysis to
determine if there was a dose-response relationship between
the DSRIP funding level of each hospital and the changes
in analytic capabilities, but we did not find a clear pattern.
Additionally, caution should be used in extrapolating our
findings to all hospitals, as SNHs were overrepresented in our
analytic sample. Still, these hospitals are an important target
of the DSRIP, so their strong response rate is a strength of our
analysis.

CONCLUSIONS

The DSRIP program was designed to orient hospitals to popu-
lation health management using a data-driven approach to
identifying community health needs, delivering targeted inter-
ventions using evidence-based models of care, and promoting
an accountable payment structure based on hospital quality
performance and reporting. In New Jersey, the program was
successful in catalyzing many aspects of this industry trans-
formation. Processes around data collection for quality metric
reporting became better established. Exchanging data with
outpatient partners has facilitated use of rapid-cycle evalua-
tion tools, and hospital respondents reported that data sharing
and DSRIP activities have positively affected the patients and
communities that they serve. Results also point to areas where
improvements could be made in the operationalization of a
P4P structure.
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