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Executive Summary
The New York State Public Health and Health Planning Council approved a State Health
Improvement Plan, The State Prevention Agenda, designed to serve as a guide to focus efforts
to improve the health of all New York State residents over the course of five years. In conjunction
with the NYS DOH’s Prevention Agenda, the two key areas of Kingsbrook’s focus are (1.)
Prevention of chronic disease (focus area: to increase access to high-quality chronic disease
prevention care and management in both clinical and community settings) and (2.) Prevention of
infectious disease/HIV (focus area: to decrease HIV morbidity and increase early access to and
retention of HIV care).

(1.)

Prevention of Chronic Disease:

Patient Centered Medical Home: Kingsbrook has been recognized by NCQA as a Level 3 PCMH
practice, providing primary care and chronic disease treatment via a set of standards that
describe clear and specific criteria; including organizing care around patients, working in teams
and coordinating and tracking care over time. The NCQA PCMH standards strengthen and add to
the issues addressed by NCQA’s original program. As such, we will be committed to this model
beyond 2017.
PCMH is a health care setting that facilitates partnerships between individual patients

and their personal physicians, and when appropriate, the patient’s family. Care is facilitated by
registries, information technology, health information exchange and other means to assure that
patients get the indicated care when and where they need it, in a culturally and linguistically
appropriate manner.
The overall goal for Kingsbrook’s PCMH programs is to improve the quality and continuity

of care that patients receive while enhancing the ambulatory training experience of the primary
care residents. The chronic disease focuses include: comprehensive diabetes care; blood
pressure/nephropathy monitoring/HbA1 control/, monitoring colorectal cancer screenings,
tobacco use/smoking cessation, cervical cancer screening, breast cancer screening, post
specialty care visits/wait times, referrals & complete documentation.

Prevention of Infectious Disease/HIV:

Designated AIDS Center (DAC): Care to patients infected with HIV/AIDS and Hepatitis is
provided by Kingsbrook’s Designated AIDS Center (the “DAC”) which serves more than 600
clients annually and offers a broad array of services. The HIV program provides a collaborative
approach in the management of patients, some who are poor, homeless, illiterate, substance
dependent, mentally challenged and others who are socially isolated (immigrants, the
incarcerated and the elderly). There were 4,175 HIV counseling & screening encounters of which
906 were provided at no cost.
th

Kingsbrook implemented the 4 Generation Testing technology to increasing HIV testing
and to better identify acute cases of the virus starting in September 2015. From Jan – Sept,
2015, 2,557 individuals received Rapid HIV testing conducted using Ora Quick method. From
th
Sept – Dec. 2015, 533 individual received HIV testing using 4 Generation Testing method.
Ninety percent of all HIV positive patients were linked to care in the DAC program.

During the year 2015, Kingsbrook Jewish Medical Center implemented a Hepatitis C
screening protocol in the inpatient setting. For those patients with positive reactive test results,
they are referred to the DAC providers for treatment. From Nov-Dec 2015, 1,248 patients were
tested for HCV and 25 patients were identified to be HCV positive and 65% were linked to care
for treatment. 35% of the HIV positive patients are also co-infected with HCV and 25% are
currently on HCV treatment.
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The Delivery System Reform Incentive Program (DSRIP):
The goal of the DSRIP program is to promote community-level collaborations and focus on
system reform in order to reduce avoidable inpatient admissions and unnecessary emergency
room visits by 25% over 5 years for the Medicaid and uninsured populations in New York State.
Efforts include a focus on: clinical support backup, access to an electronic Health Coordinator
Dashboard, and PCMH recognition support. DSRIP special project focuses are:

Creating an Integrated
Delivery System

Reduce 30-Day
Readmissions

ED Care Triage

PCMH

Population Health

 Health Home
Sustain a health home at risk intervention program. Each hospital paired with a
care management agency that deploys on-site home health care coordinators
to facilitate referrals. Actively identifies eligible patients.
 Care Transitions Intervention Model
Creating care plans for high risk-patients including collaborations with
transitional care nurses for assessment of best practices.
 Reduce Numbers of Avoidable ED Visits
Patient navigator embedded in the ED, targeting frequent utilizers presenting
with low severity needs. Follow-ups with patients and providers regarding
appointments.
 Level 3 Standards
Focus on care management integration of behavioral health and chronic
disease management.
 Mental Health & Substance Abuse
Strengthen mental health and substance abuse infrastructure across systems.
 HIV Care
Increase early access to and retention in HIV Care

Community Care of Brooklyn (CCB)
Under New York State’s (DSRIP) program, the Maimonides CCB is a performing provider system
(PPS) a partnership of regional care providers collaborating on projects focused on improving
population health and delivery transformation. The network includes hospital partners: Kingsbrook
Jewish Medical Center, Interfaith Medical Center, Brookdale Hospital, New York Community and
Wycoff Medical Center.
Community Care of Brooklyn (CCB):
 6 hospitals and 8 FQHC’s
 500 Community–Based Small Physician Practices
 350 Social Service Organizations
 Largest Performing Provider System
 454,000 attributed patients for PPS performance reporting
 Governance through committee structure with consensus-based report
 CCB leverages experience from the building of the Brooklyn Health Home, a network of
care management services providers
 Use of web-based electronic Health Coordinator (“Dashboard”)
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Process & Methods:
The data and information reviewed at our community health needs assessment is as follows:
1. Community Health Profiles NYS DOH, for Flatbush, Central Brooklyn and Canarsie 2015,
2. County Health Rankings for Kings County 2013, health, socioeconomic and sociodemographic information from the 2000/2010 Census and the 2006
3. The New York Academy of Medicine Health Needs Assessment (DSRIP)
4. Indicators from Prevention Status Report (CDC)

Assessment of Needs:
The issues of the overall community were addressed, noting that Central Brooklyn residents
experience more barriers to health care access than those in NYC overall. The underinsured
population and those with limited access to healthcare services contribute to the overwhelming
disease rates, which are higher than the state and national averages. In East Flatbush 24% of
residents are uninsured with 14% going without needed medical care. In Canarsie 17% are
uninsured with 9% going without needed medical care, Crown Heights reflects 20% of residents
are uninsured with 14% going without need medical care and in Brownsville it is reported that
18% of the community is uninsured with 11% going without needed medical care.
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Official Report
Process & Methods:
The analytical method applied to identifying needs started with the review of the overall health
rankings for the county that included mortality rates, health behaviors, the uninsured and
social/economic factors. Thereafter, we looked at the pervasive health disparities in each of
these neighborhoods individually, as reported by the community health surveys and health
profiles. In addition, we discussed the assessment conducted for DSRIP by the New York
Academy of Medicine.
Assessment of Needs:
Kingsbrook’s Primary service areas include: 11203, 11212, 11213, 11236. Kingsbrook’s
secondary areas: 11225, 11226, 11207, 11208 and 11233. The issues of the overall community
were addressed, noting that Central Brooklyn residents experience more barriers to health care
access than those in NYC overall. The leading causes of death in this area of Brooklyn are (1)
Heart disease (2) Cancer (3) Diabetes. Reports identify Central Brooklyn as one of the epicenters
of diabetes in New York City, reflecting the following rates within our primary services areas (East
Flatbush 12%, Crown Heights 16%, Canarsie 15%, Brownsville 15%). Additionally, obesity rates
are four times higher than most areas in the city: (East Flatbush 30%, Crown Heights 33%,
Canarsie 32%, Brownsville 32%).
In Central Brooklyn, most HIV diagnoses are late stage (HIV already progressed to AIDS). As
such, new diagnoses are reported in the following areas: (East Flatbush 46.8%, Crown Heights
40.9%, Canarsie 22.3%, Brownsville 66.0%). Asthma hospitalizations for adults in Central
Brooklyn per 100,000 adults are as follows: (East Flatbush 246, Crown Heights 325, Canarsie
192, Brownsville 621).
In an effort to combat these disparities, our central focuses, in conjunction with the NYS DOH’s
Prevention Agenda, are (1) Prevention of chronic disease (focus area: to increase access to
high-quality chronic disease prevention care and management in both clinical and community
settings) and (2) Prevention of infectious disease/HIV (focus area: to decrease HIV morbidity
and increase early access to and retention of HIV care).

The details of these findings are demonstrated below:
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Summary of Health Data Reviewed
1. Community Health Profiles, New York City Dept. of Health
These profiles produced by the New York City Department of Health and Mental Hygiene, cover all
Brooklyn Community Districts. The reports detail health inequities, chronic disease and death rates most
prevalent in these districts. The following are profiles for Kingsbrook’s primary service areas. The data
speaks to Kingsbrook’s Prevention agenda focus on chronic disease management and infectious disease
management.
East Flatbush (156,151)
The top causes death for residents in East Flatbush are heart disease and cancer. Death rates due
to diabetes, stroke, hypertension, homicide and HIV are higher than the city rates. 24% of
residents have no health insurance, 14% have gone without needed medical care. The life
expectancy is 82.1 years. (Community Health profiles, East Flatbush p. 10 & 13).*Hospitalizations
rates are higher than the NYC average.
Race Demographics:
Black Non-Hispanic
Hispanic
White Non-Hispanic
Asian Non-Hispanic
All Others

89%
7%
1%
1%
2%

Health Profiles:
Diabetes
12%
Obesity
30%
HIV
46.8 per 100,000
New diagnosis

Hospitalizations:
*Stroke
*Asthma
*Mental Health
*Diabetes

384
246
746
404

per 100,000
per 100,000
per 100,000
per 100,000

All

Crown Heights (97,772)
The top causes death for residents in Crown Heights are heart disease and cancer. Death rates
due to HIV and nephritis are more than twice the city rates. 20% of residents have no health
insurance, 14% have gone without needed medical care. The life expectancy is 77.5 years.
(Community Health profiles, Crown Heights p. 10 & 13). * Hospitalizations rates are higher than
rd
the NYC average. Mental Health 3 highest rate in NYC.
Race Demographics:
Black Non-Hispanic
Hispanic
White Non-Hispanic
Asian Non-Hispanic
All Others
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64%
12%
18%
3%
3%

Health Profiles:
Diabetes
16%
Obesity
33%
HIV
40.9 per 100,000
New diagnosis

Hospitalizations:
*Stroke
*Asthma
*Mental Health
*Diabetes

398
246
1,252
515

per 100,000
per 100,000
per 100,000
per 100,000

Summary of Health Data Reviewed
1. Community Health Profiles, New York City Dept. of Health (Cont).
Canarsie (197,211)
The top causes death for residents in Canarsie are heart disease and cancer. Death rates due to
diabetes, heart disease, hypertension, nephritis and septicemia are higher than the city rates.
17% of residents have no health insurance, 9% have gone without needed medical care. The life
expectancy is 81.3 years. (Community Health profiles, Canarsie p. 10 & 13). * Hospitalizations
rates are lower than Brooklyn and NYC averages.
Race Demographics:
Black Non-Hispanic
Hispanic
White Non-Hispanic
Asian Non-Hispanic
All Others

60.0%
9%
26%
4%
2%

Health Profiles:
Diabetes
15%
Obesity
32%
HIV
22.3 per 100,000
New diagnosis

Hospitalizations:
*Stroke
*Asthma
*Mental Health
*Diabetes

344
192
494
352

per 100,000
per 100,000
per 100,000
per 100,000

Brownsville (86,377)
The top causes death for residents in Brownsville are heart disease and cancer. Death rates due
to diabetes, HIV, heart disease and homicide are more than twice the city rates. 18% of residents
have no health insurance, 11% have gone without needed medical care. The life expectancy is
81.3 years. (Community Health profiles, Brownsville p. 10 & 13). * Hospitalizations rates are
higher than Brooklyn and NYC averages. Mental Health more than two times the Bklyn and NYC
rates.
Race Demographics:
Black Non-Hispanic
Hispanic
White Non-Hispanic
Asian Non-Hispanic
All Others
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76%
20%
1%
1%
2%

Health Profiles:
Diabetes
15%
Obesity
32%
HIV
66.0 per 100,000
New diagnosis

Hospitalizations:
*Stroke
*Asthma
*Mental Health
*Diabetes

413
192
1,727
748

per 100,000
per 100,000
per 100,000
per 100,000

Summary of Health Data Reviewed
2. CDC Prevention Status Report: The Prevention Status Reports (PSRs) highlight—for all 50
states and the District of Columbia—the status of public health policies and practices designed to
address (10) important public health problems and concerns. Of the (10) health issues addressed,
(2) relate to our prevention agenda and chronic disease management efforts.
a. HIV
The Prevention Status Report highlights the status of three key policies and practices that state health
departments can use to improve the health of people living with HIV infection and prevent the spread of
HIV: Facilitating Medicaid reimbursement for routine HIV screenings, making state laws compatible with
CDC’s 2006 HIV testing recommendations and reporting all CD4 and HIV viral load data. These policies and
practices reflect recent scientific advances in HIV prevention and medical care, create new opportunities
for substantially reducing new HIV infections and HIV-related illness and death, and are important statelevel tools that further the goals of the 2010 National HIV/AIDS Strategy.

CDC Prevention Status on HIV 2015
CDC estimates that more than 1.2 million
people in the United States are living with HIV

In 2013, 3,547 people (aged ≥13 years) in New
York were diagnosed with HIV infection. Twenty-

and that 12.8% (about one in eight) are not
aware they are infected. In 2010, the White
House released the first National HIV/AIDS
Strategy for the United States to increase the
nation’s sense of urgency and to improve HIV
prevention and care.

one percent of these people were diagnosed late
in the disease and therefore were at increased
risk for disease progression, death, and
transmission of HIV to others. In 2012, an
estimated 17,858 people with HIV died in the
United States. Of these, CDC estimates that
2,467 were from New York.

b. Heart Disease & Stroke
The Prevention Status Report highlights the status of key policies and practices that state health
departments can use to reduce heart disease and stroke, including: implementing electronic health
records and developing state policy on drug therapy and management. This report focuses on policies and
practices recommended by the Community Preventive Services Task Force, the US Surgeon General, and
the Institute of Medicine on the basis of scientific studies supporting their effectiveness in the
management of heart disease and stroke risks.
CDC Prevention Status on Heart
Disease 2015
Cardiovascular disease—including heart disease,
stroke, and other vascular diseases—is the leading
cause of death in the United States. Each year,
nearly 800,000 people die from cardiovascular
disease, accounting for one in every three deaths.
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Twenty-nine percent of US adults—more than 70
million people—have high blood pressure and
approximately 73.5 million have high levels of lowdensity lipoprotein (LDL) cholesterol. High blood
pressure and high LDL are two leading risk factors
for heart disease and stroke. About one of every six
healthcare dollars in the United States is spent on
treating cardiovascular disease.

Summary of Health Data Reviewed
3.

County Health Rankings: Published online at countyhealthrankings.org, the Rankings help
counties understand what influences how healthy residents are and how long they will live. The
Rankings are unique in their ability to measure the current overall health of nearly every county
in all 50 states. They also look at a variety of measures that affect the future health of
communities, such as high school graduation rates, access to healthy foods, rates of smoking,
obesity, and teen births. Communities use the Rankings to help identify issues and opportunities
for local health improvement, as well as to garner support for initiatives among government
agencies, healthcare providers, community organizations, business leaders, policy makers, and
the public. *The ranking for Kings County is relatively low , 52 on national scale of 1- 61.

Health Outcomes New York State
Premature Death
5,400

(Cont)…
Primary Care Physicians

1,200
1,280

Poor of Fair Health

17%

Dentists

Poor Mental Health Days

3.7

Mental Health Providers

420

Adult Smoking

14%

Diabetic Monitoring

86%

Adult Obesity

24%

Mammography Screenings

62%

Physical Inactivity

24%

Unemployment

6.3%

STD’s

489.5

Income Inequality

5.6%

Uninsured

12%
th

Summary of Health Data Reviewed
DSRIP Community Needs Assessment: The goal of the DSRIP program is to promote communitylevel collaborations and focus on system reform in order to reduce avoidable inpatient admissions and
emergency room visits by 25% over 5 years for the Medicaid and uninsured populations in New York
State. To inform the health system transformation that is required under the DSRIP program, several
emerging Performing Provider Systems (PPSs) contracted The New York Academy of Medicine (NYAM) to
complete a Brooklyn-wide Community Needs Assessment (CNA). The CNA was governed and monitored
by a Steering Committee consisting of representatives from each of the following emerging PPSs: AW
Medical; The New York City Health and Hospitals Corporation (HHC) including representatives from
their central office, Coney Island Hospital (HHC), Kings County Hospital (HHC), and Woodhull Medical
and Mental Health Center (HHC); Lutheran Medical Center; Maimonides Medical Center; and SUNY
Downstate Medical Center.
The specific aims of the CNA were to:
 Describe health care and community resources
 Describe communities served by the PPSs
 Identify the main health and health service challenges facing these communities
 Summarize the assets, resources, and needs for the DSRIP project
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The reports survey of findings show a key component of DSRIP is to reduce avoidable
emergency room and inpatient hospital admissions by bolstering community based providers and
organizations to enhance coordination of care, prevention, and disease management, particularly
for those with chronic conditions. Yet, they found the distribution of primary care providers uneven
in Brooklyn, with sparse numbers in certain low-income neighborhoods.
In addition, while community providers have made myriad efforts over the years to improve
outreach to both community members and hospital providers, concerns remain within the
community regarding the adequacy and accessibility of outpatient care. According to community
needs assessment participants, ambulatory care providers’ capacity, perceived quality, linkages
to broader health care delivery systems.
According to Brooklyn residents completing the community needs assessment survey, the
greatest health concerns in their community are diabetes (51.5%), drug and alcohol use (44.1%),
high blood pressure (40.7%), obesity (35.2%), asthma (30.9%), and cancer (30.5%). The most
common self-reported health problems were high blood pressure (27.7%), depression or anxiety
(22.2%), high cholesterol (21.6%), chronic pain (19.1%), asthma (18.6%), and diabetes (14.4%).
Approximately 33% of respondents were overweight and 30% were obese; 29% described their
health as fair or poor.
Under New York State’s (DSRIP) program, the Maimonides CCB is a performing provider system
(PPS) a partnership of regional care providers collaborating on projects focused on improving
population health and delivery transformation. The network includes hospital partners: Kingsbrook
Jewish Medical Center: Interfaith Medical Center, Brookdale Hospital, New York Community and
Wycoff Medical Center.
CCB is comprised of over 800 participant organizations, more than 3,000 clinical providers
(including 1,100 PCP’s), and over 448,000 attributed Medicaid lives, making it one of the largest
PPS in New York State and by far the biggest in Brooklyn.

CCB plans to:




Expand primary and urgent care capacity
Integrate behavioral health and primary care services
Prevent avoidable ER visits and hospitalizations and incorporate palliative care in primary
care practices, where appropriate

Central Services Organization (CSO):
Provides a suite of services and technologies enabling rapid advancement of coordinated clinical
service models to partners
CSO provides:
• Clinical Support and Backup
• Access to an electronic Health Coordinator Dashboard
• PCMH Recognition Support
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Strategies & Interventions: DSRIP PROJECTS
HEALTH OBJECTIVE
Creating an
Integrated Delivery
System

Reduce 30 Day
Readmissions

GOALS/STRATEGIES
 Health Home
Sustain a health home at risk intervention
program. Each hospital paired with a
care management agency that deploys on site
home health care coordinators
to facilitate referrals. Actively identifies
eligible patients.
 Care Transitions
Intervention Model
Creating care plans for high risk-patients
including collaborations with TCN’s
for assessment of best practices.

PROCESS MEASURES


Partnered with CAMBA to place
Health Home care coordinators on
KJMC Campus. Started early 2016.



Started implementation in October
2015 and expanded team in May
2016.
Care plans are established and
entered on the PPS Dashboard
Collaborating with CAMBA on
Health Home enrollment
Hired ED Navigator August 2016
Care plans entered on the PPS
Dashboard
Collaborating with community PCPs
for care management
Collaborating with CAMBA on
Health Home enrollment




Reduce Numbers of
Avoidable ED Visits
Patient navigator embedded in the ED,
targeting frequent utilizers presenting
with low severity needs. Follow ups with
patients and providers re: appointments.




 Level 3 Standards
Focus on care management integration of
behavioral health and chronic disease
management.





ED Care Triage

PCMH

Population Health
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Mental Health &
Substance Abuse
Strengthen mental health and substance abuse
infrastructure across systems.
 HIV Care
Increase early access to and retention in HIV
Care and treatment.






Outpatient MultiSpecialty Center
Suite 100 received PCMH 2014
Level 3 recognition in May 2016
Pierre Toussaint Family Health
Center submitted for PCMH 2014
Level 3 recognition in October
2016.







Provide a modified Collaborative
Care model integrating behavioral
health into primary care settings
Integrated HIV/HCV screenings
and care navigation into all care
settings

Strategies & Interventions for Chronic Disease Prevention;
Patient Centered Medical Home (PCMH)
Patient Centered Medical Home: Kingsbrook has been recognized by NCQA as a Level 3
PCMH practice, providing primary care and chronic disease treatment via a set of standards that
describe clear and specific criteria; including organizing care around patients, working in teams
and coordinating and tracking care over time. The NCQA PCMH standards strengthen and add to
the issues addressed by NCQA’s original program. As such, we will be committed to this model
beyond 2017.
Prevention of chronic disease (Goals):
Goals for this program include: (1) increasing access to high quality chronic disease prevention
care and management, in both clinical and community settings, (2) increasing screening rates for
cardiovascular diseases, diabetes, breast, cervical and colorectal cancers, especially among
populations experiencing health disparities, (3) preventing the initiation of tobacco use, especially
among low socioeconomic status (SES) populations, (4) and increasing the availability,
accessibility and use of evidence-based interventions in self-care management in clinical and
community settings. The NCQA ’s Patient-Centered Medical Home (PCMH) module is an
innovative program for improving primary care; especially as it pertains to our chronic disease
treatment.
Prevention of infectious disease/HIV (Goals):
Goals for this program include: (1) increasing early access to and retention in HIV care in New
York State, (2) decreasing HIV and STD disparities in New York State, (3) decreasing STD
morbidity in New York State, (4) increasing and coordinate Hepatitis C Virus (HCV) prevention
and treatment capacity In New York State, (5) preventing HIV and STDs and Develop STD
diagnosis and treatment capacity in settings beyond government clinics, (6) instituting methods to
educate adults about the importance and safety of vaccines for their children and themselves.
Design HIV interventions to address at least two co-factors that drive the virus, such as
homelessness, substance use, history of incarceration and mental health.
With an understanding of how these disparities affect the overall community, we reviewed assets
and resources that have been mobilized and employed to address the above identified issues
and focus goals, including:
(1) Kingsbrook’s chronic disease focused programs and services
(2) community outreach programs and past partnership wellness efforts and
(3) suggested efforts from the assessment team, to see how seamless correlations and
interventions can be made.
PCMH Objectives and goals are as follows:
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PCMH Module for Chronic Disease
HEALTH OBJECTIVE:

GOALS:

C02 - Colorectal Cancer
Screening

Numerator definition:: All adults that received appropriate CRC
screening
Denominator definition: All adults seen in the practice 50-75 yrs
of age (20 charts reviewed manually for baseline values)

Comprehensive
Diabetes Care: Blood
pressure controlled
(<140/90 mm Hg)

Numerator definition:: Blood Pressure is <140/90 mmHg during
the measurement year
Denominator definition: Patients 18-75 years of age as of
December 31 of the measurement year who had a diagnosis of
diabetes (type 1 or type 2) (20 charts reviewed manually for
baseline values) (20 charts reviewed manually for baseline values)

Comprehensive
Diabetes Care:
Nephropathy
Monitoring

Numerator definition:: All DM patients (type 1 or 2) age 18-75
who had a nephropathy screening
Denominator definition: All adult DM patients (type 1 or 2)age 1875 seen in the practice

Diabetes HbA1c Control
>9.0%*

Numerator definition:: All DM patients (type 1 or 2) who had their
most recent A1c value >9.0%
Denominator definition: All adult DM patients (type 1 or 2) seen
in the practice

Tobacco Use
Assessment

Numerator definition:: All adults queried about tobacco use one
or more times in the past 24 months
Denominator definition: All adults 18 yrs or older seen for at least
2 office visits (20 charts reviewed manually for baseline values)

Smoking Cessation

Numerator definition:: All adult tobacco users who received
cessation intervention one or more times in the past 24 months
Denominator definition: All adults 18 yrs or older seen for at least
2 office visits identified as smokers (20 charts reviewed manually
for baseline values)
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QARR- Cervical Cancer
Screening

Numerator definition:: Women who had a Pap smear in the past
24 months
Denominator definition: All women seen in the practice in 21-64
yrs old (20 charts reviewed manually for baseline values)

MU - Breast Cancer
Screening

Numerator definition:: Women who had a Mammogram in the
last 24 months
Denominator definition: All women seen in the practice in 40-69
yrs old (20 charts reviewed manually for baseline values)

MU- DM Urine
Screening-Nephropathy
Assessment

Numerator definition:: All DM patients (type 1 or 2) age 18-75
who had a nephropathy screening
Denominator definition: All adult DM patients (type 1 or 2)age 1875 seen in the practice

QARR-Cervical Cancer
Screening

Numerator definition:: Women who had a Pap Smear in the past
36 months
Denominator definition: All women seen in the practice in 21-64
yrs old (20 charts reviewed manually for baseline values)
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Interventions: Strategies & Activities
Prevention Agenda Focus: Increase access to high-quality chronic disease prevention &
management.
HEALTH OBJECTIVE

Advancements to
Cancer Prevention
& Treatment

Implement programs
and services designed
to improve the issues
affecting cancer
patients, while
addressing a wide
variety of cancer
and/or treatmentrelated conditions and
symptoms in a clinical
setting.
Prevention efforts
include the
development of
education and
screening options to
help heighten
awareness and early
detection
opportunities in the
community setting.
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GOAL
KJMC STAR Cancer Rehabilitation
The Certified STAR Program is a nationally
recognized cancer survivorship accreditation that
focuses on improving the lives of survivors who
suffer from the side-effects caused by cancer and
its treatments. The program offers coordinated
cancer rehabilitation care that is supported by a
team of specially trained medical professionals.

PROCESS MEASURES
Measures: Currently screened 177
patients and were able to treat 24
patients with Physical Therapy, 17 with
Occupational Therapy and 2 with Speech
and Language. The team focuses on
achieving functional gains, cancer
education, awareness and screenings.
***See PCMH Chart on p. 20 for
partnership details.

Radiology Services
Advancements to services in 2015 included the
acquisition of a new 64-Slice CT Scanner with the
latest dose reduction software and a new
angiographic bi-plane system. A new ultrasound
System was also acquired in 2016 to meet the
increasing needs for advanced breast cancer
detection services.

Measures: The later part of
September, 2015 to that of 2016,
showed that ultrasound volume
increased from 6,108 to 7,134, an
increase of 1,026 studies or (14%).
Similarly, for that same period,
mammography saw a volume increase
from 1,894 to 1934, an increase of 40
studies (2%) for that period. Total annual
ultrasound volume for 2015 was 8,375
and 2,516 for mammography.
Measures: Meaningful Use-Breast
Cancer Screening: For women who had a
mammogram in the last 24 months and
all women seen in the practice 40-69 yrs
old (20 charts reviewed manually for
baseline values).***See PCMH Chart on
p. 13 for further cancer measure details.

Patient Centered Medical Home
(PMCH)
Kingsbrook has been recognized by NCQA as a
Level 3 PCMH practice, providing primary care
and chronic disease treatment via a set of
standards that describe clear and specific
criteria; including organizing care around
patients, working in teams and coordinating and
tracking care over time. The NCQA PCMH
standards strengthen and add to the issues
addressed by NCQA’s original program. As such,
we will be committed to this model beyond
2017. As such, we will be committed to this
model beyond 2017 with health focuses that
include: Breast Cancer Screening Provision,
PCMH Cervical Cancer Screening and PCMH
Colorectal Cancer Screening Provisions.
Screenings & Education (Brooklyn
Healthy Partnership)
Kingsbrook has maintained a valuable
relationship with the Cancer Service Program
(“CSP”). This partnership helps to increase
access to mammography services to residents of
Kingsbrook’s community through our GYN
Services.

Measures: The partnership with CSP
provides funding for free outreach,
education, mammography, clinical breast
exams, pap test, pelvic exams and the
take home fecal test (FIT or FOBT) for
colorectal cancer screening. In 2015, 246
free were provided ).***See PCMH Chart
on p. 20 for further partnership details.

Interventions: Strategies & Activities
Prevention Agenda Focus: Increase access to high-quality chronic disease prevention &
management.
HEALTH OBJECTIVE

GOAL/STRATEGIES
Patient-Centered
(PCMH)module:

Advancements to
Diabetes Prevention
& Treatment

Advancing diabetes
care via the PCMH
Chronic Care Model,
with a focus on early
recognition of the
importance of patient –
centered, selfmanagement, patient
empowerment , and
team-based care.
Prevention efforts
include development of
education via our Best
Health School Module
to help heighten
awareness and
encourage healthy
lifestyle changes in the
community.
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Medical

Home

This program for improving primary care,
pertains to our chronic disease treatment
via a set of standards that describe clear
and specific criteria. The program is an
expansion on Kingsbrook’s original NCQA
Diabetes Recognition Program and gives
medical practices information about
organizing care around patients, working in
teams and coordinating and tracking care
over time.
Diabetes Prevention Program
(CDC) -Community Setting:

Kingsbrook has just integrated this program
into its diabetes care model to assure a
broad dissemination of the lifestyle
intervention for those who are pre-diabetic.
This 16-week “core” lifestyle change class,
taught by a trained Lifestyle Coach, follows
an approved curriculum that emphasizes
lifestyle interventions specifically for
prevention of type 2 diabetes in persons at
high risk for diabetes.
Best Health School:

This unique health and wellness module
offers education and screening efforts yearround to the community on and off the
medical center campus. Comprised of a
diverse curriculum offered by our medical
staff, classes address chronic disease
management which include a heavy focus
on diabetes and its core morbidities. Classes
include: Diabetes Awareness, Medication
Management, Diabetic Foot Care and
Hypertension to name a few.

PROCESS MEASURES
Measures: Diabetes Care: Blood
pressure controlled (<140/90 mm Hg)
Blood Pressure is <140/90 mmHg during
the measurement year.
Patients 18-75 years of age as of
December 31 of the measurement year
who had a diagnosis of diabetes (type 1
or type 2) (20 charts reviewed manually
for baseline values) (20 charts reviewed
manually for baseline values). ** See P.
13, PCMH chart for more diabetes
measures in detail.
Measures: The interventions must
also emphasize long-term improvements
in nutrition and physical activity. The
program tracks participants height,
weight, race, physical activity, session
dates, pre-diabetic diagnosis. 24-month
evaluation period.

Measures: In 2015 the school
educated a total of 300 persons, most of
which were educated via our on-site
classroom. However, in 2016 the
educational roster exceeded 500
persons, a growth of over 65%. We aim
annually to grow this program by 10%
from 2016-2018 with a special focus on
off-site “community setting” education.

Interventions: Strategies & Activities
Prevention Agenda Focus: Increase access to high-quality chronic disease prevention &
management.
HEALTH OBJECTIVE

GOAL/STRATEGIES
KJMC STROKE REHABILITATION
PROGRAM

Advancements to
Stroke Prevention &
Treatment

Implement
advancements and
specialty programs in
Rehabilitation,
Emergency Medicine
and the Vascular
Laboratory to help
ensure the most
comprehensive care,
treatment and
detection of stroke.

Prevention efforts
include development of
education and
screening options to
help heighten
awareness and early
detection
opportunities in the
community via our Best
Health School.

This program offers a holistic
interdisciplinary team approach to treat
impairments and activity limitations and
restrictions of persons who have suffered
from a stroke. The goal of the program is to
provide persons served with individualized
treatments that will optimize and maximize
function and deliver care in a sensitive and
compassionate manner.
KJMC TELE-STROKE PROGRAM

This technically advanced program involves
a team of neurologists, interventional
neuroradiologist, cerebrovascular and
endovascular neurosurgeons, assisting in
the assessment and treatment of KJMC
stroke patients. To facilitate an ongoing,
real-time consultation, the Tele-stroke
Network is enabled with a 2-way, video
conferencing system with medical
specialists. Program Goals Educating the
community on healthy lifestyles, decrease
stroke and improve the quality of life for
those patients presenting with stroke
symptoms from treatment to rehabilitation
care. Goals to improve outcomes and
reduce complications, improve patient
satisfaction and enhance care through
technology.
CARF STROKE PROGRAM

Kingsbrook Rehabilitation Institute is
pleased to announce the accreditation of
the Stroke Rehabilitation and Cancer
programs by CARF. This accreditation
distinguishes Kingsbrook’s program as the
th
only one of its kind on the Northeast, the 4
in USA and the 6th site worldwide. This
achievement is an indicator of
Rehabilitation’s commitment to improving
the quality of the lives of persons served
GOLD STROKE RECOGNITION

Kingsbrook has received the American Heart
Association/American Stroke Association’s
®
Get With The Guidelines -Stroke Gold
Quality Achievement Award with Target:
SM
Stroke Honor Roll.
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PROCESS MEASURES
Measures: Our physical therapists
employ time-tested treatments as well as
newer modalities to help stroke patients
regain motor function lost to stroke. We
have fully integrated occupational
therapists, speech and language
therapists, neuropsychologists, and
vocational counselors that work with our
stroke patients to aid in community
reintegration.
Measures:
Implemented in 2015, measures of
success are related to patient outcomes.
Patients who present to the ED with
symptoms of stroke and are successfully
treated with Tissue plasminogen activase
(TPA ). Those who were not eligible for
TPA intervention, were referred to our
partner organization for neurointerventional care with good outcomes.
Some patients were referred back to our
Stroke Rehab Program resulting in
successful mobility and speech
improvements. (**Partner info provided
on Partnership Chart—NYU Lutheran, p.
21).

Measures: This accreditation
recognizes the Institute’s success in
delivering excellent patient-centered
care that exceeds national and
international standards in Stroke &
Cancer Rehabilitation.

Measures: Recognizes the hospital’s
commitment and success ensuring that
stroke patients receive the most
appropriate treatment according to
nationally recognized, research-based
guidelines based on the latest scientific
evidence.

Interventions: Strategies & Activities
Prevention Agenda Focus: Increase access to high-quality chronic disease prevention &
management.
HEALTH OBJECTIVE

Advancements to
Mental Health
Prevention &
Treatment
Provide state-of-the-art,
specialized care for
numerous behavioral
health issues. Our
clinicians have a widerange of expertise in
psychiatric interventions
including medication
management, individual
and group counseling,
individually tailored
treatment and discharge
planning.

GOAL/STRATEGIES

PROCESS MEASURES

Comprehensive Behavioral Health
Center

MEASURES:

The Comprehensive Behavioral Health
Center is comprised of an Inpatient Geriatric
Psychiatry Unit, an Adult Inpatient Unit and
Outpatient services. The programs
specialize in diagnostic treatment for
patients 18 and older suffering from:
depression, bipolar disorder, schizophrenia,
dementia, anxiety and panic disorders.
Federally Qualified Health Centers:

MEASURES: Kingsbrook has secured

Kingsbrook implements outreach efforts to
neighboring health centers, facilitating
behavioral mental health services.

participation from Brownsville Multiservice Health Center and Bright Point
Health. Other affiliations pending.
MEASURES:

Mind & Body Program

The Mind & Body Program at Kings brook’s
off-site ambulatory center- Pierre Toussaint
is being provided via a Psychiatrist and
Psychiatric Nurse Practitioner in Psychiatry,
versed in stress management and anxiety.
This program helps patients who have
expressed a need for help in managing
stress, anxiety, fear and other elements
crucial to maintaining good health.

Mental Health Screenings

In response to the growing mental health
needs in the community, all patients are
screened for suicide risk upon triage to the
ED. The goal is to identify those who are at
high risk for suicide and other mental
illnesses for appropriate intervention.
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Inpatient Geriatric and Adult Units:
- Lower readmission rates
- Decrease length of stay
- Expansion of addiction services
- Expansion of ECT services

Outpatient Services:
-

Increase access: no waiting list,
evening and weekend hours
Expansion of addiction services

Mind & Body:
- Improved Patient
Satisfaction/Quality of Life
Scores
MEASURES: Patients are screened
for depression in effort to better aid
recovery and treatment efforts to
advance care. PHQ2 and PHQ9
screenings will be coordinated and
monitored via a Depression Care
Manager, a vital role in the DSRIP
module.

Interventions: Strategies & Activities
Prevention Agenda Focus: Decrease HIV morbidity and increase early access to care.
HEALTH OBJECTIVE

GOAL/STRATEGIES
Designated Aids Center:

Advancements to HIV
Prevention &
Treatment

Maintain a
comprehensive medical
program that assists
patients with both the
physical side effects
that may occur as a
result of HIV/AIDS.
Address medication,
emotional and
psychological that
result from the
diagnosis. The program
consists of integrated
and comprehensive
medical care.
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Providing needed services to more than 600
patients each year, the Designated Aids
Center (located at Kingsbrook’s off-site
family health center Pierre Toussaint) offers
a broad array of services for people with
HIV/AIDS and Hepatitis C. The HIV program
provides a collaborative approach in the
management of patients, some who are
poor, homeless, illiterate, substance
dependent, mentally challenged and others
who are socially isolated (immigrants, the
incarcerated and the elderly). During 2015,
the DAC program focused on New York
State’s HIV Task Force plan to end AIDS as
an epidemic by 2020.

HIV /HCV Screening Program (ER,
Ambulatory & Inpatient)

This project will expand on Kingsbrook’s
efforts toward rapid testing for HIV and the
recent pilot for Hepatitis C testing of
patients admitted to the hospital.
th
Supporting Kingsbrook’s transition to 4
generation testing (on-site testing for both
HIV and Hepatitis C with results within one
hour). In partnership with Gilead Sciences.

PROCESS MEASURES
Measures: There were 4,175
HIV counseling and testing
encounters of which 906 were
free in 2015 (with testing kits
provided by DOH). Task force
measures include identifying
persons with HIV who are
undiagnosed: Jan-Sept 2015 –
2,557 screened via rapid HIV
testing (Ora Quick).

Measures: Sept-Dec 2015,
th
533 screened w/ 4 generation
testing. 90% of all HIV positive
patients were linked to care at
the DAC. Nov-Dec 2015, 1,248
patients were tested for HCV,
56% linked to treatment. 35%of
HIV positive patients are coinfected with HCV. (** See more
on partnership info on p. 23).

Partnership Interventions: Strategies & Activities
Prevention Agenda Focus: Increase access to high-quality chronic disease prevention &
management.
HEALTH OBJECTIVE

GOAL/STRATEGIES
STAR Cancer Rehab Program

The partnership with the STAR Cancer
Program allowed Kingsbrook to incorporate
their business model that includes 30 hours
of Clinical Continuing education, Referral
and Outcomes Tracker, and marketing
outreach tools to better assist community
dwelling patients living with cancer.

Advancements to
Cancer care &
prevention –
Partnership
Focus:

Brooklyn Healthy Partnership
(BHP)

Kingsbrook’s has maintained a valuable
relationship with the Cancer Service
Program (“CSP”) for more than 10 years.
This partnership helps to increase access to
mammography services to residents of
Kingsbrook’s community. We are currently
negotiating our 2017 partnership contract.
The Lions Club of East Flatbush

Kingsbrook’s Community Leadership Council
includes members of our regional Lion’s
Club of East Flatbush. The Lion’s Club is the
world's largest service club organization
working to help their immediate
communities. Kingsbrook and the Lion’s
Club will be working towards efforts to
institute cancer education for members of
central Brooklyn community.
Community Care of Brooklyn (CCB)

*DSRIP

Partnership Focus:
Helping to advance access
to high-quality chronic
disease education in the
community.
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Kingsbrook began implementing the first
DSRIP initiative – 30 Day Care Plans to
Reduce Avoidable Readmissions – in
October 2015

PROCESS MEASURES
Measures:
All measures address disease-related and
treatment-related impairments;
Decrease the number and/or severity of
impairments and long-term problems;
and, Minimize survivors’ distress and
disability.

Measures:
The partnership with CSP provides
funding for free outreach, education,
mammography, clinical breast exams,
pap test, pelvic exams and the take home
fecal test (FIT or FOBT) for colorectal
cancer screening. In 2015, 246 free
mammograms were provided.

Measures:
A series that will fall under Kingsbrook’s
Best Health School is currently being
constructed for 2017. The series will
address the cancer epidemic from the
perspective of: awareness, treatment,
prevention and early detection. Process
of measures to be determined.

Measures:
205 Medicaid patients determined to be
at risk for readmission received care
plans and care coordination in 2015.

Partnership Interventions: Strategies & Activities
Prevention Agenda Focus: Increase access to high-quality chronic disease prevention &
management.
HEALTH OBJECTIVE

GOAL/STRATEGIES
CDC National Diabetes Prevention
Local
Department
of
Health/

Advancements to
Diabetes care &
prevention –
Partnership
Focus:

KJMC is part of the National Diabetes
Prevention Program, led by the Centers for
Disease Control and Prevention (CDC) and
supported by our local Department of
Health. It is proven to prevent or delay the
onset of type 2 diabetes. Goal is to reduce
the risk of developing type 2 diabetes by
58% in people at high-risk for developing
this disease. Kingsbrook is working with the
CDC to expand the program in 2017.

The Flatbush Diabetes Task Force:
New Creation Ministries

The Flatbush Diabetes Task Force will use a
multi-faceted intervention aimed at
prevention, management and reversal of
the incidence of diabetes in central
Brooklyn and surrounding communities.
This initiative will be guided by a coalition of
stakeholders from both public and private
sectors, including churches, hospitals,
clinics, government & local health agencies,
and will graduate to include public and
private schools, universities, managed care
organizations, and community based
organizations. The effort is lead by New
Creation Ministries. New Creation Ministry
Leader Rev. John Elder, serves on our
Community Leadership Council.
HEALTH OBJECTIVE

GOAL/STRATEGIES
NYU Lutheran Medical Center

Advancements to
Stroke care &
prevention –
Partnership
Focus:
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NYU Lutheran is a comprehensive stroke
center that supports KJMC’s tele-stroke
program. The program specializes in the
diagnosis and treatment of patients whose
condition requires non-invasive, neurointerventional care. The tele-stroke network
is enabled with a 2-way, video conferencing
system with stroke/neurology specialists.
Program Goals: Educating the community
on healthy lifestyles, decrease stroke and
improve the quality of life for those patients
presenting with stroke symptoms through
treatment and rehabilitation care.

PROCESS MEASURES
Measures: National Diabetes
Prevention Program (NDPP) –
(mentioned under KJMC Strategies)
already implemented. Quality and
Technical Assistance Center (QTAC) –
This is a national online registration and
data management portal. DOHMH
provides technical assistance to external
organizations to sustain programmatic
delivery.
APC Community Services: A KJMC
community partner, also enrolled in the
CDC program, refers clients, classes and
useful resources to KJMC’s efforts.
Measures: Weill Cornell has agreed
to facilitate the screenings of 400 people
(100 people quarterly) starting in 2017.
They will also support quantification of
outcomes with a CTSC research support
infrastructure to support the Flatbush
Diabetes Task Force in their proposed
community led research project.

PROCESS MEASURES
Measures:
Patients who were not eligible for TPA
intervention, (Tissue plasminogen
activase) were referred to NYU Lutheran
for non-invasive, neuro-interventional
care. Outcomes with this interventional
mode of care produced good outcomes
for KJMC patients overall.

Partnership Interventions: Strategies & Activities
Prevention Agenda Focus: Increase access to high-quality chronic disease prevention &
management.
HEALTH OBJECTIVE

GOAL/STRATEGIES
SUNY Downstate Medical Center

KJMC trains residents and fellows from
SUNY Downstate/UHB. KJMC’s teaching
faculty hold academic appointments at
nearby universities, including SUNY
Downstate/UHB.
Brownsville Multi-service Family
Health Center, Bright Point Health
(FQHC’s): Kingsbrook provides mental

Advancements
to Mental Health
care &
prevention –
Partnership
Focus:

health services to various community health
centers to help advance the quality of
mental health services in the community.
APC Community Services:
Caribbean Health Summit

Kingsbrook helps coordinate this important
symposium that addresses the importance
of cultural sensitivity in health care. This
year we addressed the taboo of mental
health issues such as depression & anxiety.
Also, as part of our Best Health School
curriculum, APC has hosted Women’s
Wellness seminars at Kingsbrook to increase
mental health awareness.
NYC Office of Alcohol & Substance
Abuse

Kingsbrook partners with the New York
State Office of Alcoholism & Substance
abuse to host a Recovery Month Behavioral
Health Symposium The event features
topics helpful to recovering addicts.
Kingsbrook has facilitated several topics re:
behavioral health such as: depression,
anxiety, schizophrenia and many other
related disorders. Kingsbrook is committed
to continuing the partnership in 2017.
Local Health Department
Thrive NYC– Mayoral campaign to raise awareness
about the prevalence & treatment of mental health
issues. Mental Health Program Finder-Helps New
Yorkers find mental health services by variables such
as age, payment types, service and demographics.
Health Recovery Plans- For Medicaid enrolled adults
21 and up, provides eligibility for home and community
based services. Regional Planning Consortium (RPC) –
RPC brings together a variety of stakeholders including
Medicaid managed care organizations (MCOs),
behavioral health providers, DSRIP PPS behavioral
health leads, Health Homes, city agencies, and
consumers to monitor, discuss, and 10 explore
potential solutions to problems and issues inherent to
the Behavioral Health transition into Medicaid
managed care.
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PROCESS MEASURES
Measures: residents receive training
on a dedicated geriatric psychiatric unit,
included in the scope of the
Comprehensive
Behavioral
Health
Center.
Measures: This collaborative
approach refers patients to Kingsbrook
for comprehensive mental health
services. In turn we connect patients
clinically to services most needed.
Measures:
This partnership has reached over 400
community residents combined. Our goal
is to grow this partnership by 10% in
2017.

Measures: This partnership has
reached over 250 community residents
since we began the partnership in 2015.
Our goal is to grow this partnership by
10% in 2017. We have been able to assist
with mental health and primary care
education modules to help advance
outreach for this segment of our
population.

Measures: Kingsbrook will work
closely with our local LHD members to
make sure our relative services are well
represented in these vital information
streams. We will also work on ways by
which to improve information that will
ultimately improve access to quality care
for those seeking mental health
intervention.

Partnership Interventions: Strategies & Activities
Prevention Agenda Focus: Increase access to high-quality chronic disease prevention &
management.
HEALTH OBJECTIVE

Advancements to
HIV care &
prevention –
Partnership
Focus:

GOAL/STRATEGIES
HIV Screening Program (ER,
Ambulatory & Inpatient—Gilead
Focus Program)

th

Supporting Kingsbrook’s transition to 4
generation testing (on-site testing for both
HIV and Hepatitis C with results within one
hour). Gilead partners with health
providers to impact approaches to HIV/HCV
screenings by sharing replicable model
programs that embody best practices in
screening and linkages to care. This will
expand on our efforts toward rapid testing
for HIV and our recent pilot for Hepatitis C
testing of patients admitted to the hospital.
Gilead has indicated an interest in
continuing this collaboration in 2017.
Mt. Zion Church of God

*Unique

Partnership Focus:
Helping to advance access
to high-quality chronic
disease education in the
community.

A partner of KJMC’s for over 10 years, Mt.
Zion has worked with Kingsbrook on a
number of outreach initiatives through
clergy based efforts. In 2009, KJMC and Mt.
Zion created the Unity Gospel Fest, an effort
to celebrate the synergy between physical
and spiritual wellness by celebrating the
strong devoutness of our Central Brooklyn
community. KJMC & Mt. Zion are both
committed to continuing this effort from
2017 and beyond.

PROCESS MEASURES
Measures: Nov-Dec 2015, 1,248
patients were tested for HCV, 56% linked
to treatment. 35% of HIV positive
patients are co-infected with HCV.

Measures: Over the past seven
years this event has draw over 2,100
persons, many of which are members of
our local clergy community. This
successful annual event allows us to hold
hypertension screenings, discuss our
health & wellness educational modules
and highlight our special programs and
services to better expose our chronic
disease efforts to the community.

Additional Interventions & Strategies
1. Observation Bed Project
The Observation Bed Expansion Project proposes the redesign and renovation of 4,300 sq. ft. in
KJMC’s existing ED to create a dedicated observation unit in existing ED space which will
support the achievement of key goals set forth for the Maimonides-led PPS, CCB. The
Observation Bed Expansion Project will help to reduce avoidable inpatient hospital use and
provide timely access to vital services within the community by providing an alternative to
admission to the hospital or immediate discharge from the ED in appropriate patients who require
further treatment and monitoring. KJMC implemented a limited observation bed program in June
of 2014 and experienced increased use of and support for the program. In the brief time this
program has been operating, 70% of patients who had an observation stay were safely
discharged home, avoiding a hospital admission.
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Observation stay patients who have been discharged home receive a follow up phone call within
24 hours to determine their health status and weekly each patient chart is reviewed to insure that
this process was followed.
For those patients linked to providers for whom we have fax contact information, a copy of their
discharge summary is autofaxed to the primary care physician. Assistance with appointments
with primary care providers is available during their office hours as is assistance with community
based resources. KJMC has created a process for early identification of patients who are enrolled
and cared for by a primary care physician, whereby the designated hospitalist is contacted to play
an integral role in decision making. A case manager is available to act as a resource for care
coordination. This program also integrates well with KJMC’s existing progression of care and care
transitions model that has already been focused on reducing preventable inpatient readmissions.
As part of the delivery system reform’s focus on improving outcomes while lowering cost, it is
expected that there will be increasing numbers of patients who can benefit from observation
status. The current KJMC observation program does not have dedicated space for this function
and instead has these patients cared for in beds interspersed in acute section of the ED.
Dedicated space solely for this use will improve care in multiple aspects including facilitating use
of evidence based protocols, reducing observation LOS by dedicating staff and attention to the
needs of these patients, and improving patient satisfaction by creating a more patient friendly
environment with many of the features and comfort of a private room with amenities such as TV
and phone service.

The service operating 24 hours a day, will care for patients with many of the conditions identified
in the CNA. Specifically, appropriate observation cases include chest pain not diagnostic of acute
myocardial infarction, asthma and COPD acute exacerbations, hypertension urgencies, acute
complications of diabetes such as hyperosmolar states and ketoacidosis that warrant treatment
but do not meet admission criteria, as well as many other conditions that are predicted to be
treated safely in less than 24 hours such as dehydration, allergic reactions, and seizure disorders.
Behavioral health and social conditions such as alcohol and substance abuse, depression,
disposition challenges that can be solved with effective case management will also be common
on this unit.
The newly redesigned unit will accommodate six (6) observation rooms to allow for both medical
and behavioral health patients to be accommodated. It is worth noting, that in the brief time since
KJMC opened its new 25-bed inpatient adult psychiatric unit, November 24, 2014, it estimates
that almost 15% of its admitted short stay patients would have benefitted from an observation
stay with certain of these admissions avoided. This is particularly relevant to patients presenting
with psychiatric symptoms whose diagnosis and symptom presentation is complicated by
substance use.
It is expected that for both medical/surgical conditions as well as behavioral, the total number of
patients cared for under observation status will continue to increase, and the percentage of
observation cases that can be safely and effectively managed without ultimately being admitted to
the hospital will also increase. Overall, it is expected that approximately 560 admissions can be
avoided through this program in the KJMC ED of the expected 800 annual observation cases
predicted. With continuous improvement in clinical protocols, case management and linkage to
outpatient services, this number is likely to trend higher each year.
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2. Outpatient Pharmacy
The Kingsbrook outpatient pharmacy is looking to meet an important gap in the needs of the
community the hospital currently serves. To date one of the most effective ways to improve
patient outcomes and reduce readmissions is by ensuring patients understand the importance of
their medications and any potential side effects, and that they have access to medications. The
purpose of this retail pharmacy is to help serve an overwhelming need in the community to help
improve medication compliance and immunization rates by providing a facility for patients being
discharged to gain access to a pharmacist, outpatient medications, financial assistance programs
for higher cost or specialty medications, and pharmacist led outreach beyond the four walls of the
hospital.
The proposed outpatient pharmacy will help bridge the gap between physician visits and retail
pharmacy through a patient centered collaborative approach where the pharmacist can advocate
for the patient and share data with the physician on medication related gaps, and offer medication
therapy management services that have been proven to result in better patient outcomes. The
retail pharmacy will use a multidisciplinary approach to outpatient care as it relates to pharmacy.
Our approach will include collaborating with hospital staff to offer medication dispensing services
to patients prior to leaving the clinics or inpatient beds through a concierge service and providing
a convenient way for patients to obtain refills when needed. The outpatient pharmacy team will
become a collaborative member of the patient care team, advising medical staff on medication
strategies and regimens that’s maximize patient medication compliance and outcomes.

Awards & Recognitions
1. Gold Stroke Award 2015/2016
Kingsbrook received the American Heart Association/American Stroke Association’s Get With
®
The Guidelines -Stroke Gold Quality Achievement Award two years in a row. The award
recognizes the hospital’s commitment and success ensuring that stroke patients receive the most
appropriate treatment according to nationally recognized, research-based guidelines based on
the latest scientific evidence. To receive the Gold Quality Achievement award, hospitals must
achieve 85 percent or higher adherence to all Get With The Guidelines-Stroke achievement
indicators for two or more consecutive 12-month periods. To qualify for the Target: Stroke Honor
Roll, hospitals must meet quality measures developed to reduce the time between the patient’s
arrival at the hospital and treatment with the clot-buster tissue plasminogen activator, or TPA the
only drug approved by the U.S. Food and Drug Administration to treat ischemic stroke. If given
intravenously in the first three hours after the start of stroke symptoms, TPA has been shown to
significantly reduce the effects of stroke and lessen the chance of permanent disability.

2. Leapfrog 2015
Kingsbrook Jewish Medical Center was honored with an “A” grade in the Fall 2015 Hospital
Safety Score, which rates how well hospitals protect patients from errors, injuries and infections.
The Hospital Safety Score is compiled under the guidance of the nation’s leading experts on
patient safety and is administered by The Leapfrog Group (Leapfrog), an independent industry
watchdog. The first and only hospital safety rating to be peer-reviewed in the Journal of Patient
Safety, the Score is free to the public and designed to give consumers information they can use
to protect themselves and their families when facing a hospital stay.
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3. NRC Picker 2016
National Research Corporation recognized top performing organizations at the 22nd Annual NRC
Picker Patient-Centered Care Symposium. The Path to Excellence and 8 Dimensions of Care
awards recognize hospitals and health systems that have received the highest ratings of overall
satisfaction by patients and their families. National Research clients are invited to apply for the
Improvement Best Practice Award, which recognizes a hospital, health system, or long-term care
organization that has implemented a best practice resulting in an achievement of outstanding
performance in patient or resident-centered care and healthcare outcomes. National Research
defines a best practice as an innovative use of resources resulting in a significant improvement in
cost, quality, satisfaction, and safety.
The Improvement Best Practice Award is given to an organization that has demonstrated
outstanding best practices that result in significant improvements in patient-centered care and
healthcare outcomes. National Research defines a best practice in patient-centered care as an
innovative use of resources with documented results of significant improvement in cost, quality,
patient satisfaction and safety – all factors that affect the health of an organization and its
patients. Entries were judged on the program’s innovation and execution, as well as the resulting
improvement. The winner was announced at the 22nd Annual NRC Picker Patient-Centered Care
Symposium in San Diego, CA August 28 - 30.
4. Community Outreach
Kingsbrook provided free screening and education opportunities to over 2,000 individuals in 2015.
Our total community benefit, including free screenings, education impacted over 4,000 residents.
Kingsbrook collaborates with other community providers and not-for-profit entities, and also
(when appropriate) acts independently to provide screening and preventative treatment services
to its community members. Kingsbrook is working to increase its annual free screenings by 10%
annually between 2016-2018.

5. Financial Aid Program/Charity Care
In 2015, Kingsbrook Jewish Medical Center provided $4.521 million in charity care a 2%
percent increase from 2014. Patients are notified of charity care through posted notices in
several patient intake and treatment areas, including our website. It is also available in
brochure format via our Public Affairs and Business Departments. Kingsbrook’s Financial
Assistance Program evaluates those who are underinsured, have exhausted their
insurance benefits or are fully uninsured. Kingsbrook Jewish Medical Center’s Financial
Assistance Program is based upon up to 300% of the March 2011 Department of Health and
Human Services Federal Poverty Guidelines. Current clinic patients without adequate financial
resources can receive care in our primary/specialty clinics for fee schedules based on their
income and family size. A determination will be made if the patient is eligible for reduced
fees.
Non-Clinic patients seen in the Emergency Department, Inpatient, or for Outpatient Services can
apply for assistance, based on financial need, through the Financial Assistance process in
Patient Accounts, Patient Access Services/Financial Counseling or Ambulatory Care.
Individuals who meet the requirements of Kingsbrook’s Financial Assistance Program can
receive care and get a discount if they meet the income limits. Any individual residing in
Kingsbrook Jewish Medical Center’s primary service area, which is defined as: East
Flatbush, Flatbush, Canarsie, Crown Heights and/or East New York (zip codes 11203, 11236,
11213, 11212) can get a discount on non-emergency, medically necessary services, if they
meet the income limits. The amount of the discount varies based on income and the size of the
family. Persons may apply regardless of their immigration status. Kingsbrook Jewish Medical
Center will never deny medically necessary care because of the need for financial assistance.
In 2015 KJMC had nearly 8,000 inpatient discharges, 94,000 ambulatory visits, and 38,000
emergency visits.
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