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Introduction

OneBrooklyn Health System, Inc. (OBHS) isiat-for-profit, taxexempt corporation
licensed under Article 28 of the Public Health Law. OBHS teperator oBrookdale Hospidl
Medical Cente(Brookdale) Interfaith Medical Centefinterfaith), and Kingsbrook Jewish
Medical Cente(Kingsbrook).OBHS membehospitas havestrong,historic ties to the
communitieghey servas both vital anchor institutisrand safetynet providers dedicated to
providing high quality healthcare services to the residents of CantldNortheasBrooklyn.

OBHS has embr ac e dThhlBrooklyn Svay: Reshdmena the Futars of

Healthcareas a restructuring blueprint with tgeal to preserve and enhance access to healthcare

services in Brooklyn and create a financially sustainable system of care.

OBHSO6s mi s s isdinVes tpa toes maxoeds tQ high gualtymmedical care
and keep our communities healtiiyoughan integrated care system that respects the diversity

of our communities and addresses both the health needs and unique factors that sttape them

This document contains the 232021 Community Health Needs Assessment (CHNA),
federal Implementation Strategy (IS), and New York State Community Service Plan (CSP) for
OBHS and its member hospitals, Brookdale, Interfaith, and Kingsbrook, which kreaadd in
Medically Underserved Ass of Centraland NortheasBrooklyn, New York (King County).
Thisreportwill serve as a single planning document that will guide community health planning
efforts and fulfill state and federal health law requirements regarding a CHNA, IS, and CSP for

the20192021 cycle. The report will be available @BHS website such attps://obhs.org/

visitors to the website will be able to access, download, and print a hard copy of the report for
free.A paper copy will be available to the public without charge by contactingftices of

OBHS/Intefaith Strategic PlanningBrookdale External Affairs, or Kingsbrook Public Affairs

The OBHSBoard of Trustees approved this plannmvember 152019.


https://www.northwell.edu/about/our-organization/northwell-ventures/brooklyn-study
https://www.northwell.edu/about/our-organization/northwell-ventures/brooklyn-study
https://obhs.org/
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A. Executive Summary

. In 2016, Brookdale Hospital Medical Center (Brookdale), Interfaith Medical Cénterfaith),

and Kingsbrook Jewish Medical Center (Kingsbrook) applied for and received from the NYS
Public Health and Planning Council approval to establish One Brooklyn Health System (OBHS),
a taxexempt NY noffor-profit corporation that will presenand enhance health care services in
Central and Northeastn Brooklyn. In April 2018, OBHS became the active parent of the three
system hospitals with representatives from the previous hospital boards becoming members of

the new OBHS board of trustees. O8lchember hospitals have collaborated to address shared

community health goalandhave identifiedhreesharedPrevention Agendarjrities for the

20192021 community health planning periderevent Chronic Disease, Promote Well-Being

and Prevent Mental Health and Substance Use Disorders as well afPromote Health
Women, Infants and Children. The OBHS hospitals will collaborate with community partners

to address premature mortality caused by disproportionately high rates of chronic diseases.

One Brooklyn Health System |

Prevention Agenda Priority 2019-2021 Brookdale Interfaith Kingsbrook OBHS

Prevent Chronic Diseases a a
Promote Well-Being and Prevent Mental and

Substance Abuse Disorders a a
Promote a Healthy and Safe Environment a
Promote Healthy Women, Infants and

: a a
Children
Prevent Communicable Diseases a

. OBHS and its member hospitals reviewed community health data from County Health Rankings,

a

v v o

a

a

City Health Dashboard, NYC Neighborhood Health Atlas, Take Care New York, NYC

Department of Health and Mental Hygiene (DOHMM)IL8Community Health Profiles

hospitalc I i ni c al di agnosi s and treat ment

dat a

Reshaping the Future of Healthagrand other data to identify priorities. In addition, OBHS

adapted the Greater New York Hospital Association (GNYHA) Neighborhood Health Needs

f
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Assessment tool to survey community members with a standardized set of questions. Finally, the
findings and recommendations from the three Participatory Action Research reports for Central
and Northeast Brooklyn serve sewicetplareandcgoidedh er st o
OBHSO0 selection of Prevention Agenda prioriti
. OBHS and its member hospitals will partner with community and-fsatfed organizations

(CBOs and FBOs)pther healthcare service providers in the commueigcted officials
representing OBYIOOHMHBrooklyr Neighboreaddiealth Action
Centerthroughlocal City Council initiativesNYS DOH, businesses, health plamemmunity

advisory boards/councils, and other stakehasltteaddress hetll needsOBHSrecognizes the

importance of crossector collaboration as key to addressing social determinants of health and
community engagemerit additonBr ook dal eds Co mmu,the CoplitoAtbvi sor vy
Transform Interfaitte n d K i n gCerbmuity led@dership Council acemprised of

members of the community, faith leaders, and health partners who are charged with émsuring

voice of theircommunity is representethdconvene regularly to provide a community forum for
updates omospitalactivities andsponsor or publicizeommunity health initiatives.

. The evidencéased interventions that OBHS will implemevere selected after review thie

reports, surveys, and community health data detailed above in sectiomAdtlibsen from the

NYS Prevention Agenda Action Plamsth their corresponding Focus Area, Goals, and

InterventionsAs stated n O BMisSoh Statementeach hospital hats own communities

withi t s ¢ o mraspeciive diversitp and health needs that require iotiter and unique
approaches; while the same priority areas and goals may have been selected, the interventions
have been tailored based on available resources, existing partnarshigsmmunity input.

Each ofthe hospitals have selectedidencebasednterventiondo addresshe same goals in

their shared Priority areas of Prevent Chronic Diseases (PCD) and Promotgeiliglhnd
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Prevent Mental and Substance Abuse Disorders (PWPMSUD):

NYS Prevention Agenda 2019-2021 — One Brooklyn Health System
Priority Goal

4.3 Promote evidendeased care to prevent and manage
Prevent Chronic Disease chronic diseases including asthma, arthritis, cardiovasc
disease, diabetes and prediabetes and obesity

Promote Well-Being and Prevent

Mental and Substance Use Disorders 2.4 Reduce the prevalence of major depressive disorde

Promote Healthy Women, Infants

and Children 1.2 Reduce maternal mortality & morbidity

Interventions that each OBHS hospital will implement to address these and other priorities
include and are ndimited to:

Brookdale (1) Participate irDelivery System Reform Incentive Payment (DSRIP) Performing
Provider Systems (PP8jtiatives. Conductlinical process ssessments; Establish personal
APl an @rbtoc@ torcleranic disease patients; Incorporate patient felipware and
compliance tracking. (2) Incorporate evideit@sed care into Patie@entered Medical Home
(PCMH) model Brookdde has chosen Focus Area 2: Prevent Mental and Substance Use
Disorderswith the following intervention:hte implementatio of IMPACT Collaborative Care.
IMPACT (Improving Mood Promoting Access to Collaborative Treatment) is an intervention
for patients wb have a diagnosis of major depression or dysthymia, often in conjunction with
another major health problem. IMPACT will be implemented withinframework of
Brookdale's?CMH and will screerall patients 12 years olhd oldewith PHQ-2PHQ9 for
depres®wn, AUDIT-C/AUDIT for alcohol ug, and DASTF1/DAST-10 for drug useTo support
healthy women and children, Brookdale is planning to add the Centering Pregnancy Coordinator
to the OB/GYN department staff to expand the program.

Interfaith To support achieving Prevent Chronic Disease goal 4.3, Interfaith will implement

intervention 4.3.Promote evidenebased medical management in accordance with national
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guidelines To support achieving Promote W&lking and Prevent Mental and Substadse
Disorders goal 4.2, Interfaith wilnplement intervention 2.4 3trengthening resources for
families and caregiverd o support achieving Promote Healthy Women, Infants and Children
goal 1.2, Interfaith will implement intervention 1.2r®rease usefeeffective contraceptives to
prevent unintended pregnancy and support optimal birth spacing

Kingsbrook Having graduated to an Advanced Primary Care NYS certific&ONH practice,
Kingsbrook will support goal 4.3 lyroviding primary care and chronicsdase 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, increasing screening
rates for cardiovascular diseases, diabetesis, cervical and colorectal cancers, especially
among populations expencing health disparitie&ingsbrook will increase use of primary and
preventive health care services by women of all ages with a focus on women of reproductive age.
All OBHS hospitalso6é interventions have been s
premature mortality: Black/Africa#merican New Yorkers die of the same leading causes of
death as noilack/AfricanrAmerican New Yorkers at a rate 45% higher thanggreeral
population.

. Progressand improvemenbn the interventionksted abovewill be tracked through the family of
measure®©BHS identified in the NYS DOH Work Plan that will evaluaid3 H $wdence

based interventions and their impdotaddition to iternal hospital metrics, such as percentage
of patients enrolling and completing a program, family of measures that will be used to track
progress will include state and national benchmarks from recognized entities such as the
National Committee for QualitAssuranceData will be analyzed using hospital electronic
medical reord (EMR) systemsandthe specific data points thatan be trackethcludetreatment
outcomes anthe number of patientcreened andnrollad in disease prevention progrants

addiion, OBHS member hospitals will usyentbased surveys and other totwsneasure
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participation levels in disease education and prevention events for both adults and children

hosted acrosthe hospitabystemandin thecommunity.

B. Community Health Assessment

CommunityDescription, Demographics, and Data

. Basedontherecomme d at i ons i n N©he Brbokyn [Study: Respihgtthe ' s i
Future of Healthcareo, in 2016, Brookdale, 1In
approval from the\YS Public Health and Planning Council to establish One Brooklyn Health

System OBHS), which will serve as an integrated, aahhealth care delivery system that will

preserve and enhance health care servic€siraland NortheasBrooklyn! OBHS memier

hospitals have come together to create this comprehensive community health needs assessment
and community service plathe collaborating facilitieare all located in Kings County

(Brooklyn) andhave defined their communigssessedsCentral and Noheasgern Brooklyn,

demarcated bghared primary and secondary neighborhoods and ZIP éodes:

OBHS Service Areas by Facility
UHF Neighborhood C%IdF;s Brookdale | Kingsbrook | Interfaith
Bedford Stuyvesant/Crown Heighty 11212 Secondary
East New York/ New Lots 11207 Secondary | Secondary
East New York/ New Lots 11208 Secondary | Secondary
Bedford Stuyvesant/Crown Height{ 11233 | Secondary| Secondary |
Canarsie and Flatlands 11236 | Secondary Tertiary
Canarsie anélatlands 11234 | Tertiary Tertiary Tertiary
Canarsie and Flatlands 11239 | Tertiary Tertiary
EastFlatbush 11203 | Tertiary Tertiary
Bedford Stuyvesant/Crown Height{ 11213
Bedford Stuyvesant/Crown Height{ 11216 Tertiary
Bedford Stuyvesant/Crown Heighty 11238 Secondary
Downtown Brooklyn/Heights/Slopeg 11205 Tertiary

! The Brooklyn Study: Reshaping the Future of Healthdatps://www.northwell.edu/about/our
organization/northwellzentures/brooklysstudy
2 Brownsvilleis included in ZIP codes 11212 and 11233



https://www.northwell.edu/about/our-organization/northwell-ventures/brooklyn-study
https://www.northwell.edu/about/our-organization/northwell-ventures/brooklyn-study
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Downtown Brooklyn/Heights/Slopg 11217 Tertiary
EastFlatbush 11210 Tertiary Tertiary
EastFlatbush 11225 Secondary | Secondary
EastFlatbush 11226 Secondary | Tertiary
Williamsburg/Bushwick 11206 Tertiary
Williamsburg/Bushwick 11221 Tertiary Secondary

Service area was determineddd®nOBHS hospi t al s @tentdariggnZlRcadeg e dat a
were ranked by frequengcgrimary service area wakefined using a cutoff of 50%, i.80% of
patients came from th&lP codes coveig by the primary service areBhe cut offs for

secondary and tertiary service avesre 75% and 85% respectively.

The data and discussion for theldaling sections have been compiled from the New
York City Department of Health and Mental Hygigiy C DOHMH) Community Health
Profiles 2018 The OBHS primary and secondary serviogaZIP codes are: 11212, 11207,
11208, 11233, 11236, 11203, 11213, 11216238, 11225, 11226 and 11221. These correspond
to Brookl ynods QGoomnd i 16,17 ddd IEe €ammungy Health Profiles
for these Community Districts were used to assess the community health status and compare

them to Brooklyn andNew York Cityoverall.

To measure overall healdutcomesf the communitylife expectang and rates of
premature rartality (death before age 65) were congahwithin the OBHS service araad
with Brooklyn and NYC overall. Community District (C2b Brownsville had the worst
outcomeslife expectancy is 75.1 years aptemature rartality rae is 356.1 per 100,000 people.
Brownsuville ranks the worst in life expectancy (lowest years) and premature mortality rate
(highest rate) amongll Community Distrcts in New York City. This rate is in stark contrast
with the health of NYC, which Ahas never been

2.5 years higher tWhamconpared withadhesidemss Stuywesartr age . 0

3New York City Community Health Profilesittps://www1.nyc.gov/site/doh/data/data
publications/profiles.pagé



https://www1.nyc.gov/site/doh/data/data-publications/profiles.page#bk
https://www1.nyc.gov/site/doh/data/data-publications/profiles.page#bk
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Town and TurtleBaywho enjoy the highest life expectancy (85.9) across NYC, the community
members of Brownsville are dying almost 11 years eafliB3- Bedford Stuyvesant also ranks
poorly, 7" lowest in life pectancy (76.8 years) ant! Bighest inprematuremortality (283.8

per 100,000 peopleThe rest of the Community Districits the OBHS service area havie|
expectancyratesat or below that of Brooklyn and NYC (82.9 and 81.2, respectively). The
highest life expectancy among the OBHS Community Districts ®&s 81 CD17 East

Flatbush.

Table 1. Life Expectancy and Premature Mortality

3 Bedford Stuyvesant 76.8 283.8
5 East New York and Starrett City 78.6 264.8
8 Crown Heights and Prospect Heights 79.3 234

9 South Crown Heights and Lefferts Garde 81.2 195.5
14 Flatbush and Midwood 82.4 169.4
16 Brownsville 75.1 356.1
17 East Flatbush 82.6 206.1
18 Flatlands and Canarsie 82 164.7
- Brooklyn 82.9 184.1
- New York City 81.2 169.5

Examples of health disparities in the community served by OBHS include HIV; obesity, diabetes
and hypertension; and psychiatric hospitalizati®tetes ohew HIV dagnoses per 100,000
peoplearehigh in most othe OBHS community district&ll of the community districthave

rates higher than both Brooklyn (22.1) ai¥ C overall (24), except for CQ28 Flatlands and
Canarsie and C24 Flatbush and Midwaa (17.9 and 23, respectivelyBrownsville (CD-16)

hasthe highest rate of new HIV diagnoses in Brooklyn @ithighest rate in NYGit67.4,

second only to Central Harlem at 69.6. Bedford Stuyvesart3)Gind Crown ldights and

Prospect Heights (CB) bothhaveHIV diagnosis rates moréan twice the Brooklyn avage:

55.1 and 44.3, respectively.
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Table 2. HIV Diagnoses

3 Bedford Stuyvesant 55.1
5 East New York and Starrett City 38.1
8 Crown Heights and Prospect Heights 44.3
9 SouthCrown Heights and Lefferts Garde 31.4
14 Flatbush and Midwood 23

16 Brownsville 67.4
17 East Flatbush 35.6
18 Flatlands and Canarsie 17.9
- Brooklyn 22.1
- New York City 24

Thecomparison of obesity, diabetes and hypertension rates in &aiulie OBHS service area
is mixed. Brownsville (CB16) hasan obesity rate of 41%, th& Bighest in NYC, bwever, at a
13% rate for diabetes and hypertension, Brownsiglgmilar to the Brooklyn and NYC
averags (12% and 11%, respectivel@ther poorlyranked neighborhoods include EB&w

York and Starrett City (CE) ranking & highest in obesity rate and South Croweidhts and
Lefferts Gardens (CH) andFlatlands and Canarsie (€IB) ranking 4 and 10" highest in
hypertension rates, respectiveMl of the OBHS community districtsave diabetes rates higher

than the Brooklyn and NYC average

Table 3. Obesity, Diabetes and Hypertension in Adults

3 BedfordStuyvesant 29 13 13
5 East New York and Starrett City 35 14 14
8 Crown Heights and Prospect Heights 26 13 13
9 South Crown Heights and Lefferts Garde 32 15 15
14 Flatbush and Midwood 28 13 13
16 Brownsville 41 13 13
17 East Flatbush 34 15 15
18 Flatlands and Canarsie 30 14 14
- Brooklyn 27 12 12
- New York City 24 11 11
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Psychiatric lspitalizations aréigh in the OBHS service ar&aommunity Districts 3, 5,
8, 9, and 16 have psychiatric hospitalization rates ekegéd ,000 per 100,00é&dults. Only
Flatlands and Canarsie (CI8) and Flatbush and Midwood (CD!) have psychiatric rates
below the averages for Brooklyn8#) and NYC (676). Brownsville halse 29 highest rate of
psychiatric hogitalizations in New York Cityvith a rate of 897 per 100,000cults,nearly
three times the averagates in Brooklyn and in NY@ther community districts that rankly
highly in NYC are Crown Heights and Prospect Heigh),(East New York and Starrett City

(9" and Flatbush and Midwood (0

Table 4. Psychiatric Hospitalizations

3 Bedford Stuyvesant 1,002
5 East New York and Starrett City 1,113
8 Crown Heights and Prospect Heights 1,149
9 South CrowrHeights and Lefferts Garden: 1,102
14 Flatbush and Midwood 600
16 Brownsville 1,897
17 East Flatbush 800
18 Flatlands and Canarsie 534
- Brooklyn 684
- New York City 676

In the OBHSservice aea, residents experience aomic stress in various formglost of
the community districttavea higher percentage of residents living below the poverty level
compared to Brooklyn and NYC overall (21% and 20%, resgsgji The exceptions to this are
CD-3 East Flatbush (19%) and Flatlands and Canarsie (15%), whithwvelower
percentages than both Brooklyn and NYC;-8@rown Height and Prospect Heightssa
poverty level of 21%, the same as Brooklyn and slighiigner than NYCWithin the service
area, OBHS serves neighbodus with a wide range of poverty level percentages5@East

New York and Starrett Citgavethe highest poverty level (30%) aisthe 7" highest in New
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York City and CD18 Flatlands and Canardmasthe lowest (15%)Another indicator of the
economic realities faced by Central Brooklyn is insurance coverage. @&iits are mainly
insured through Mdicaid and Medicare, and depedlidproportionately on local safety net
providers such as teehospitals AlImost all of the neighborhoods th@BHS hospitalserve

have he HHSdesignations of Health Professional Shortage Area (HPSA) and/or Medically
Underserved Area (MUA) Some of the factors that result in poor tiealutcomes for the
population as a result of this amasignation includaigh disease burden, lack of access to care,
a shortage of pmary care doctors, linguistic amdltural isoation, and low health literacy.

Using another measure of economic stress, the rent burtighis the OBHS service area.

Rent burden is defined as homes whose gross rent (including utilities) is equal to or higher than
30 percent of household income in the past 18the Ranging from 50% to 57#the OBHS
servicearea, rent burden is elevatéait not extreme when comparBdoklyn (52%) and NYC

(51%).

Table 5. Economic Stress

3 Bedford Stuyvesant 23% 53%
5 East New York and Starrett City 30% 52%
8 Crown Heights and Prospect Heights 21% 50%
9 South Crown Heights and Lefferts Gard¢ 22% 55%
14 Flatbush and Midwood 22% 57%
16 Brownsville 28% 57%
17 East Flatbush 19% 54%
18 Flatlands and Canarsie 15% 50%
- Brooklyn 21% 52%
- New York City 20% 51%

4U.S. Health and Human Services/Health Resources and Services Administratiompsafind.hrsa.gov
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Part of the economic stress felt by community residents is influenced by changes in

housing stock and housing demaifitle data and discussion for changresousing stock for the

OBHS service arepresented below afer om t he

NYU Fur mamYoRent er 6s

Cityos &Heighkorhoods 2017 Report. Thiseport describes and analyzes recent

changes in

New Yor k

Ci tipngicatiots ofuhese ohgngédhile it k

and

is important to consider the overall change in population, thegehiaa adult population is a

better indicator fortte increase in housing demafdom 2000 to 2016, the increase in adult

population varied widely acrossBBIS service area neighborhoo#tatbush and Midwood (CD

14) had the smallest increase (0.3%) wBilford Stuyvesant (CI3) hadthe largest increase

(38.2%).The overall adult population growth for Brooklyn and New York City Wa$8% and

10.9%, respectivelyAn increase in population will also increase the housing demand, driving

the increase in prisg rentsand housing alues.A concurrent increase in housing unitsl w

offset these rising costs, however, in some neighborhthedsopulation growth far outpacéhe

growth in housing stockrhis can be seen in Bedford Stuyvesant{&)nd Crown ldights and

Prospect Heights (CGIB) where lousing increased by around 19%.

Table 6. Changes to Population and Housing Units in OBHS Service Area

3 Bedford Stuyvesant 38.2% 19.0%
5 East New York and Starrett City 19.6% 22.9%
8 Crown Heights and Prospect Heights 24.2% 19.8%
9 South Crown Heights and Lefferts Gardel 5.3% 10.8%
14 Flatbush and Midwood .3% 3.0%
16 Brownsville 12.2% 15.8%
17 East Flatbush 3.2% 8.1%
18 Flatlands and Canarsie 10.0% 1.2%
- Brooklyn 11.8% 10.8%
- New York City 10.9% 8.2%
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Citywide, there were more than 270,000 new housing units built between 2000 and 2016,
but distribution varies widelyAmong all neighborhood$;latbush and Midwood (C24)
gained the fewest new units at 9@ comparison, neighborhoswith the most new units,
Chelsea/Clinton/Midten added over 28,000 new uni&milarly, other OBHS neighborhoods
were rankedowly: Flatlands/Canarsie {Bowest), East Flatbush ({1lowest) and South Crown
Heights (18 lowest).However, recently issued building permits may provide insight into future
units in these neighborhds.Between 2015 and 2017, Flatbush was issued authorization for
1,435 new units, making the 34" lowestin the city.The neighborhoods with the most
population growth (Bedford Stuyvesant, East New York and Starrett City, and Crown Heights
and Prospedteights) all experience modest increases in new units bdilhew building
permits issuedAlthough NYChas had a rapid increase inusong units in recent decadgagns
show that the increased supply is not sufficient to meet increased housing deonsautbga
growth in adult ppulation and job availabilityAlso, more households are severely ever
crowded, prices are rising and the share afrdéible housing has decreaséd.meet increasing
demandNYC needs more housing units, particwadr lower ncome household3his trend is

seen in parts of the OBHS service area, where neighborhood populations are growing rapidly.

Table 7. NYC Housing Units

3 Bedford Stuyvesant 6,803 2,932
5 East New York and Starrett City 6,645 1,344
8 Crown Heights and Prospect Heights| 2,835 2,217
9 South Crown Heights and Lefferts 2.028 2388
Gardens

14 Flatbush and Midwood 924 1,435
16 Brownsville 6,803 1,443
17 East Flatbush 1,760 1,113
18 Flatlands and Canarsie 1,365 77

- Brooklyn 80,142 34,283
- New York City 273,260 87,130
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The following tables describing OBHSO serv
from the New York City Populatohact Fi nder , which provides dnddet
showing critical demographic, social, economic, and housing statistics, and how these statistics

have c¢hangéThe dataare based on¢he 22037 American Community Survey:

Table 8. OBHS Service Area Population Census
Zip Codes Included 11203, 11207, 11208, 11212, 11213, 112
11221, 11225, 11226, 11233, 11236, 112
Broo_klyn Community 3.5.8,9 14, 16, 17, 18
Districts
Number Percent
Total population 1,181,171 -
Male 539,121 45.60%
Female 642,050 54.40%
Females of child
bearing age (+84) 275,338 23.31%
Median age (years) 34.8
Under 19 years 307,567 26.00%
65 years and over 145,868 | 12.3%

Table 9. Race, Ethnicity and Citizenship Status

Race/Hispanic Origin Number | Percent
Total population 1,126,493 -
Hispanic/Latino (of any race) 186,268, 16.50%
White NonHispanic 177,223| 15.70%
Black/African American NofHispanic  694,168| 61.60%
Asian NorHispanic 40,711 | 3.60%
Other race NotHispanic 28,123 2.5%
Placeof Birth
Total population 1,181,171 -
Native-born 750,317 | 63.50%
Born in United States 716,867 | 60.70%
Born in Puerto Rico, U.S. Island
areas, or born abroad to American
parent(s) 33,450 2.80%
Foreignborn 430,854 | 36.50%
Naturalized U.S. citizen 269,519 | 62.60%
Not a U.S. citizen 161,335| 37.40%

5New York City Population FactFindettps://popfactfinder.planning.nyc.gov/about



https://popfactfinder.planning.nyc.gov/about
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Table 10. Insurance, Employment and Education

Insurance Status Number | Percent
Total Population 1,176,592 -
With health insurance coverage 1,067,205 | 90.70%
With private health insurance 626,785 | 53.30%
With public coverage 531,605 | 45.20%
No health insurance coverage 109,387 9.30%
Employment Status
Population 16 years and over 932,298 -
Civilian labor force 580,659 | 62.30%
Employed 527,646 | 56.60%
Unemployed 53,013 5.70%
Not in labor force 351,295 | 37.70%
Unemployment rate - 9.10%
Educational Attainment
Population 25 years and over 784,854 -
Less than 9th grade 61,141 7.80%
9th to 12th grade, no diploma 73,492 9.40%
High school graduate (or 242,302 | 30.90%
equivalency)
Some college, ndegree 130,070 | 16.60%
Associate's degree 56,722 7.20%
Bachelor's degree 137,609 | 17.50%
Graduate or professional degree 83,518 10.60%

Health Challenges and Social Determinants of Health

. The Go v\atal Braoklyd sitiativerecognizes thatentral Brooklyns one of the most

disadvantagedreas in all of New York Stateith social and economic indicatodemonstrating

measurably higher rates of obesity, diabetes and high blood pressure, limited access to healthy

foods or opportunities for giical activity, high rates of violence and crime, wide economic

disparities from unemployment, and poverty levels, and inadequate access to high quality health

care and mental health servic€Ehe New York State Department of Healty(S DOH) has

recogrized thatwithout Brookdale University Hospital Medical Cent@&rfokdalg, Interfaith

SfiGovernor Cuomo Announces

$1.4 Billion
(Govern 6 s Pr ess Of f ttpse/wwWilegtverinot.ng.gov/i22@slg@verrmromaeannounced 4-

AVvital

billion-vital-brooklyninitiative-transformcentratbrooklyn

Brookl yn


https://www.governor.ny.gov/news/governor-cuomo-announces-14-billion-vital-brooklyn-initiative-transform-central-brooklyn
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Medical Centerlfterfaith) and Kingsbrook Jewish Medical Cent&ir{gsbrooR vulnerable
communities with the highest health care disparitiddaw York City and New Yk State

would not receive essential health care services

All OBHS hospitals are members of Community Care of Brooklyn (C@®)second
largestPPSin NYS with an attribution of 630,000 Medicaid beneficiariesrough CCB, OBHS
hospitals have been actigad effective participants in the DSRIP progr&imce 2016CCB
has supported a collaboration between the DuBaische Center for Public Policy at Medgar
Evers College, community partners, and consultancibsitd a deeper understanding of the
socialdgerminants of health in CentrBlooklyn. In the summer of 2016, CGB partnership
with Brownsville Multi-Service Family Health Ceathired MIT -affiliated urban planning
consultancyNextShift to assemble a team 28 young adults to engage in a Rap@atory
Action Research (PAR)rojectto understand the East New Yorkand Browwv i | | e communi

prioritiesfor health creation.

PAR is centered oRopular Elucationpedagogy thancludes the view that
neighborhood residents and local stakebiddareexperts with critical insight into how best t
identify community assets and address commutillenges. PAR is a daborative and
dynamic approacto research that equitably involves community members, organizational
representatives, and researcharali aspects of the research projeéitom generating the
guestionsasked, to analyzing and publishing the detavell as developing action strategies to

address findings.

During the summer of 201&e PARI research team supported by key players CCB,
NextShift and Brownsville MultService Centensed a survey of 525 residents; 23 interviews
with key neighborhood stakeholders including healthcare institutions, labor leaders and civic

organizations operating iBrownsville and East New York; and one focus group to exfilee
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dimensons of health antb develop a set of recommendations andbacsteps to create a

healthierBrownsville and East New YorlKey findingsof the PAR Iprojectincluded:

1 Lessthathal f of respondents r at edar tiEex ae lolwenn th.ec
figure was even lower among women than men.
1 Residents reported facing significant barriers to physical actimitiyding inaccessible
and unaffordable facilities, a lack ofrawectionand support, and social challenges
including sexual harassment aridlence.
1 More thanhalf of respondents reported lack of access to affordable héaditiyas a key
obstacle to health.
1 Respondents identified numerous social, cultural, and hassetsn Brownsville and
East New York, assets that are ready to be leveragée service of a healthier
community. Stakeholders and residesttongly emphasized that culture is the key to

building a healthier future.

The findings prompted CCB to pritize food justice for interventioand helped inform local

and state policydvocacy effortsin March 2017, in support of DSRIP goalsd largely

consistent with theriority areas identified by PAR |, tH@ovemor announced Vital Brooklyn, a

$1.4 billion state investment in communitydhia in Central Brooklyn. VitaBrooklyn proposes

$700 million for commurty-based health ca{$664 million awarded to OBHS in capital

funding), mandatinghe creation of 36 new ambulatory care centerg8$aillion for affordable

housing and other community initiatives. In addition to affordable housingjitiagive targets

seven critical sectors coreted to the social determinamhealth that were identified as

integral to inproving community healtin thePAR | researchThe sectors included food access,
economic devel opment and job creation driven

healthsupporting civic infrastructure.
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Regarding the Vital Brooklyn initiative, Governor Cuomo nofé€br too long
investment in underseed communities has lacked tsieategy necessary to end systesucial
and economic disparityput in Central Brooklyn those fadeapproaches stop today. We are
going to employ a new holistic plan thatiMaring healh and wellness tone of the most
disadvantaged parts of the statéital Brooklyn is currently the largéstatebased healthcare
reformdemonstration plan in the U.S. Its exgli@icus on combating the soc@dterminants of
health by using paxipatay planning processes atahg-term multistakeholder coordini@n to
build a communityownedentrepreneurial ecosystem is an innovative: @cessary departure
from approaches that seek solely to improealthcare access and cut co$tse success of the
initial phase of PAR work,ral the adoption of the prioriipterventions by Vital Brooklyn led to
an additional PAR project (PAR Il) imgtted by Interfaittand Kingsbrook, withundingsupport

from theNew York Community Trust (NYCTandCCB.

In the sunmer of 2017 nterfaith, Kingsbrook, NextShift anitie DuboisBunche Center
recruited, trained, and supervised ap#son PARI resarchteam, which included local high
school and cékge students, as well BsbanPlanning graduate stlents from acrogbe
country.(UC Berkeley, MIT and Prattlhe PAR Il project sought to undgand and investigate
communityperceptions of health and w4leing inthe Central Brooklyncommunities of:
Bedford StuyvesanBrownsville, Bushwick, Canarsie, Crown Heigh@gpress Hills/Ocean
Hill, EastFlatbush, East New York, Prospect Heights] Brospect Lefferts Gardemnghile
focusing on and identifying priority social determinants of healthrigetieighborhoods:
Bedford Stuyvesant, Croweights, and East Flatbusfheresearch was guided by a core
g u e s t owaan reSidents build power pool existing assets and demand increased
investment in a healthier, mosepportive and more affordable Centrab&klyn now, and in the

f ut uUsiegZagurvey of 1,026 residsr(tollected ovea two-anda-half week period)four
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focus groups, and fifteen neighborhooakstholder interviews, the teaamplored five health
determinants and developed a setecbommendationand action steps to improve health in
Centrd Brooklyn. The determinants dfealth includd economic justice, youth and fédres,

community and belongingnvironmental justice, as well as Ismg and neighborhood services.

By working with youth from Central Brooklyn, FRIl sought to build a generatiar
comnunity leaders invested in the future of their communities. The resdmeigel from
typical research in that yturesidents drove the reseaegfenda, participating as full members
of the collaborative research tea@ommunity inpufrom residents inveled in focus groups and
community forums where preliminary results and findings were reported back to the
neighborhoodslso largely informedhe research recommendationsatidition, institutional
leaders and local orgamitzons involved in the researarere invested in thBopularEducation
principle concpt that the communitis already equipped with the knowledge and powe
create a healthier Centafooklyn. They also recognize thatilsstantial economic investment,
trust, and dynamic collaboratioagserequired to move this workthe PAR Il research t@m

arrived atfour central findings:

1. Gentrification, housing affordability, and neighborhood change are seen as top
challenges affecting health in Central Brooklyn

2. There is a need to increase augbport economic development andbility

3. Aredesigned health system can increase community health by buidhtignships
between the community and health care leaders

4. Building a sustainable civic infrastructure is key to achievingcamymunitybased

health initiative goals
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In addition to the PAR and PAR Il findings and recommendations, the latest published report of
CCBOos lIPvMOR k has been incorporated into OBHSO

community service plan.

During the summer of 2018, 42 students from Central Brooklyn high schools, colleges
and universities came together under the banner of Wellness Empowerment for Brooklyn (WEB)
as the Canarsie, Flatlands and Flatbush Participatory Action Research (CFFd2AR)The
team was assembled to provide a yeatid communitygenerated understanding of how
residents of Canarsie, Flatlands and Flatbush perceive their own health, the health of their
community, and what types of changes they believe will improve hexadtiivellbeing in their

neighborhoods.

The body of PAR research in Central Brooklyn from 2Q@0688informs OBHS

community health planningndis summarized below:

Figure 1. PAR Methodology Summary

Community Stakeholder
Survey Interviews
1. Recruitment of local high 1. Interviews with key leaders 1. Teams of community
school, college, and and employees of local researchers conduct focus
graduate students; health system institutions, groups with populations of
residents; community based labor organizations and civic focus
organization groups
representatives 2. Focus groups held with
2. Creation of asset map of community members and
2. Training with policy interviewed stakeholders collaborators on findings at
research, community health and other community midpoint meeting and final
readings and other tools to resources report publishing
develop core research announcement
question
3. Survey collaboratively
designed, conducted, and
analyzed
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PAR Il Final Report Figure 4. Research question design process

Graduate Researchers consolidate research
questions into single research question

questions

literature

Figure 2. PAR Methodology Detail
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Figure 3. Central Brooklyn Health Disparities, PAR 1-3 Key Findings
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Figure 4. PAR 1-3 Findings and Recommendations Overview
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Community Assets

. All OBHS hospitals aractive membersf the Community Care of Brooklyn (CCBjerforming
provider systemor PPS. CCB has facilitated the strengthening of community asgetd by
promoting hospital and communibased organization collaboratiddCB has built a high

functioning and collaborativeetwork of key stakeholders in Brooklyn including community

based organizations (CBOs), Federally Qualified Health Centers (FQHCs), Managed Care
Organizations (MCOs), behavioral health providers, physicians, social services organizations,
hospitals and otrs to jointly develop and implement initiatives to improve health. Together,

this network has improved access to physical and behavioral health care; provided care
management to vulnerable populations; strengthened primary care; increased accestvie pallia
care; and engaged communities to address social determinants of health throughout the borough.
The PPS network has achieved notable outcomes including a 30 percent reduction in potentially
preventable readmissions over thgear DSRIP period. Someaamples of the DSRIP projects

undertaken by OBHS hospitals include:

Brookdale Hospital Medical Center

Brookdale made steady progress towards achieving the NYC Prevention Agenda goals
selected for the thregear period 201:2018. All goals were implementedithin the framework
of DSRIP, by focusing on disease screening, prevention and management for the major prevalent
di seases, in partnership with | ocal supportiyv
Department is working with the DSRIP lead hitelp Maimonides Medical Center, and several
DSRIPnetwork organizationdo implement a variety of evidenbased prevention model
initiativesfocused ordiabetes, obesity, heattsease, high blood pressure, mental health, asthma
andbreastcanceBr ook dal e6és capacity to design and mee

NYS DOH (Triple Aim: Better Care, Better Outcomes, Lower Costs), has increased during 2018
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and the first half of 2019. To date, Brookdale successfully passed three DSRIP Apditsohs

the annual contract deliverables, which are tied to paym@titer programs, such as the
Influenza/Pneumococcal Vaccine Initiative now being implemented in collaboratiotheith

NYC Department of Health and Mental Hygiene (NYC DOHMBiealsopart of a robust

disease prevention strategy. Brookdale will continue to focus on both NYS Prevention Agenda

priorities,expandingand sustaimg the gains accomplished to date.

Interfaith Medical Center

| nt er f ai-furidédgrojebt&h@tisupport therevention Agenda include:

Emergency Department (ED) Navigation Services

An ED Navigator providepatients who frequently use the ED and are not linked to a primary

care physician (PCHinkage to outpatient care and primary care physicians. A care plan is
completed and the ED Navigator will follow up with patients fbstharge from the ED to

ensure that they are connected to a PCP and provided referrals to address any social determinants

of health needs.

Home Blood Pressure Monitoring Program

With clinical support, ptientsare involvedn a sel-monitoring and management process to
achieve control of their blood pressure and reaching blood pressure target goals mutually set by

the PCP, the patient and the Health Coach.

Asthma Home Management Program

Community Health Workersonduct home visits with environmental assessments that identify

triggers and mitigation opportunitiesprk with patientsand the care team on the results of a
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homebased assessment as well as required felipgvfor other refeals and provide asthma

sel--management education.

PCMH+ Initiative Chronic Disease Management Program

Through DSRIP, Interfaitheceivedfunding for twoHealthCoaches who develop care plans and
selfmanagement goals for patients living with cardiovascular disease, obesity and diabetes. The
HealthCoaches were expected to develop 300 care plansisgligement goals with patients

per quarter from January througligust 2019, 290 care plans/selnagement goals between
October and November and 200 care plansfealiagemengoalsin December 2019. In 2020
theHealthCoaches will develop 600 care plans per quarter for a total of 2400 care plans/self
management gosthatyear. Since the start of this program, patients have reported

improvements in selinanagement of their conditions/diseases, increased compliance with their
medical regimesTheyalso report improved relationships with not only the health coach but

other members of the patient care team.

The Undetectables Program

HIV positive patientsre providedvith incentives to achieve viral suppression or to achieve and
sustan being virally undetectabl@he UndetectableBrogram is aligned with the NYS
Governorés initiative to AEnd the Epidemico b

in | MCb6s Wmogrant ect abl e

Collaborative Care Program (IMPACT)

Integrating behavioral health care with primary care is nasrely considered an effective
strategy for improving outcomes fordividualswith behavioral health condition§he
Collaborative Care Prograralso known as the Improving ModdProviding Access to

Collaborative Treatment (IMPACT) modenhancesoutineprimary care by adding two key
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services in addition to counseling services: care management support for patients receiving
behavioral health treatment; and regular psychiatric-spiecialty consultation to the primary
care team, particularly regardingtpents whose conditions are not improving. IMC conducts
behavioral screenings primary care patients to identify patients who screen positive for
depression, anxiety and other mental health conditions who may benefit from brief counseling
and behaviorahterventions such as Proble®olving Treatment, Cognitive Behavioral Therapy

and Behavioral Activation.

Kingsbrook Jewish Medical Center

Health Home (Creating an Integrated Delivery System)

EachOBHS hospitalhaspaired with a care management agency that deplogg®@home health
care coordinators to facilitate referratsngsbrook @rtnered with CAMBA a Brooklynbased
social servicesrganization that provides social services to New Yorkers in need, to phadt H
Home care coordinators on Kingsbrook campus starting in 2016.

Care Transitions Intervention Model (Reduce 30-Day Re-admissions)

This model is focused omeating care plans for high riglatients including collaborations with
transitional care nursdor assessment of best practidgare plans are established and entered
onthe PPS dashboarekshich enablesurther collaboratiomwith CAMBA on health home

enrollment.

Emergency Department (ED) Navigation Services (Reduce Avoidable ED Visits)

An ED Navigatoris embedded in the ED, targeting frequasérspresenting with low severity

needsThe ED Navigatordllow-ups with patients and providers regarding appointments

Integration of Behavioral Health and Primary (Population Health)
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Funding receivedotstrengthemental health and substance abuse infrastructure across systems
and to ncrease early access to and retention in HIV Garaodified collaborative care model

has been implemented, which integrdiebavioral health into primary care settinggegrated
HIV/HCV screenings and care navigatioave beemnstituted inK i n g s b Quipati&nd s
Specialty Centers and the Emergency Room.

Vital Brooklyn Community Assets

As part of OBHSO commitment to i mplementin
PAR reportsOBHS is collaborating with NYS Homes and Community Renewal (HCR) to
advance the Vital Brooklyn initiativebs $578
affordablehousing in Central Brooklyn. Specifically, OBHS is making parcels and/or buildings
on its campuses available to beprgposed for the development of this critical resource to
address an important social determinant of health. For example:
A 40,000 squee foot parking lot on the Brookdale Hospital Medical Center campus will be used
to create 152 apartments affordable to a variety of income levels. The project will include the
provision of onsite services for developmentally disabled individuals andvichails aging out
of foster care, for whom some of the apartments will be built.
A building in which Interfaith Medical Cent@rovides mental health servibas been made
available for the development 67 apartments affordable to a variety of incdewels of
seniors and chronically homeless families. The housing developer will disaldehe
hospital 6s program space.
A 21,000 square foot parking | ot on Interfait
119 units of housing for seniorsiciuding a number of apartments for frail and elderly seniors
who will receive orsite supportive services. This development will include the fmuitdof

ambulatory care space on the first floor.
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OBHS and NYS HCR also seek to develop eight4ggélity, sustainable, and mixade
permanently affordable housing developments that may include-famitly, senior, and/or
supportive housing by repurposing land on the Kingsbrook Jewish Medical Center campus.

Maternal Health Community Assets

OBHS, SUNY DowistateandNYC HealthandHospitals agreed to jointly convene a
Maternal Health Work Group comprised of cliditzadership from the hospitals, NYC
DOHMH, community practitioners, communibased organizations, women's health advocates,
midwives, doulas, FRCs,etc., to develop recommendations for a comprehensive response to
addressing the maternal nity disparity in BrooklynThe Work Group developed a proposal
to redesign delivery of services int@ml Brooklyn, which includea single birthing centeand
expanded prpost pregnancy services accg3BHS will continue to suppotheworking
gr oup 6 degelmmng sollaborations and policies that improve maternal health in
Brooklyn.

A key cmomponent oPAR includesasset mapping as part of the research process, which
has strengthenegkistingand createdewrelationshipsamongthe OBHS hospitals and
communitybased organizations providing social and other services to the most vulnerable
residents of BrooklynThe graduate researdlbam,with support from the undergraduaséam,
conductedhn asset mapping process informed by stakeholder intenaedsseries of focus
groupsto qualitatively examine questions of commurigalth, mobilization and change. Asset
mapping for community healtis an innovative urban planning tool used both to identify and
address thatersection of poverty, place and health status irilm@me neighborhoodsnd to
support urban development. Community assets can include human, plrysioad|, social,
financial, and political elements within a neighborhd®dspondents identified numerousiayc
cultural, and human assetsCentral Brooklyn assetshat are ready to be leveragedhe

service of a healthier community. Stakeholderd gesidentstrongly emphasized that culture is
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the key to building a healthier futurBhe following figuresand chas include the community

assets and stakeholders identified during the PAdRectsthat OBHS will use to strengthen

existing ando forge new partnerships
PAR Il Figure 5: Map of identified assets and actions, collected during the asset mapping

process
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PAR | Appendix Page 32: Stakeholders Interviewed

Stakeholder Affiliation
Viola GreeneWalker Community Board 16
Renee Muir BMS
Karen Nelson Maimonides Medical Center
Catherine Green Arts East New York
Bruce Richard SEIU1199
Michelle Neugebauer CHLDC
Eric Smith NYSNA
Denise West Brooklyn Perinatal Network
Yvette Rouget Brownsville Partnership
Quardean Lewig\llen Madein Brownsville
James Brodick Brownsville Community Justice Center
Duane Kinnon Friends of Brownsville Parks
David Vigil + Sadatu East New York Farms
Ana Aguirre United Community Centers
Reggie Bowman Former NYCHA Citywide Council of Presidents
LaymanLee Community Solutions/Brownsville Partnership
Anne Heller and Erasma Monticciol¢ Power of Two
Salema Davis The George Walker Junior Community Coalitio
Crus Fuksman NY Psychotherapy and Counseling Center
Jennifer Fields Womends Prison Associ
Grant Lindsay East Brooklyn Congregations (EBC)
Kelebohile Nkhereanye TWU and ENYFarms
Raphael Marte Liberty Cafe
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PAR Il Appendix F Asset Map Organizational Chart

Organization

Neighborhood

Service Areas

Caribbean Women's Health

East FlatbustBrownsville,
Bed Stuy

Immigration, Health

Arthur Ashe Institute for
Urban Health

Central Brooklyn

Health Education and
Advocacy

Brooklyn Plaza Medical
Center

Crown Heights, Bed Stuy,
Fort Greene

Health Care

Brooklyn Movement Center

Central Brooklyn

Multi-Issue Organizing

Center for Health Equity

Crown Heights, East
Flatbush, Brownsville, Bed
Stuy

Health Equity

Bedford Stuyvesant Family
Health Center

Bed Stuy

Health Care

Brooklyn Anti-Gentrification
Network

Sunset Park, Fort Greene,
Bed Stuy, CrowrHeights,
Bushwick, Flatbush (Central
Brooklyn)

Gentrification, Immigration

Bedford Stuyvesant
Restoration Corporation

Bed Stuy

Economic SeHSufficiency

New York State Nurses
Association

Brooklyn, Queens, Staten
Island, New Jersey

Health Care

DuBois-Bunche Center at
Medgar Evers College

N/A

Public Policy, Research

Kingsbrook Jewish Medical
Center

East Flatbush

Health Care

Northeast Brooklyn Housing
Corporation

Bedford Stuyvesant, Ocean
Hill,

Brownsville, East New York,
Crown Heights (also, Binx,
Queens, Far Rockaway)

Housing, Food Justice, Yout
Development

1199 SEIU United Healthcar,
Workers East

Brooklyn

Health Care

596 Acres

Manhattan, Brooklyn

Environmental Justice
Community Organizing

Interfaith Medical Center

Bed Stuy, Crown Heights

Health Care
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Assessment Methods and Sources

The findings and recommendations from the thi*adicipatory Action Researekports for

Central and Northeast Brooklyonducted from the summers of 2016 through Z¥8e as the
cornerstomce®mofunOBlYS&ervice plan and guided OB
Agenda priorities, goals, and interventioRarticipatory Action Research (PAR) is centered on

the premise that local residents and stakeholders have the most insight on how to address
commurity issues and assets. By training community members to become researchers, PAR aims

to understand how the community perceives its own health, assesses priorities for health
transformation in the researcher sospemificn nei ghb
actions for wellness empowerment and positive health outc@®#4S used the PAR reports

and recommendati ons t o geidedtbersaectiorogits cegtimalthni t y 0 s
planning cycle of goals, interventions, and metridse frameworlof PAR empowered

community researchers to collaborate on designing their own core reseastargimat guided

their efforts for each PAR project:

PAR I In the summer of 2016, the Performing Provider System (PPS) known as
Community Care of Brooklyn (COBsupported a collaboration between the DuBRusiche
Center for Public Policy at Medgar Evers College and the NextShift Collaborative, a team of
consultants led by MIT Professor J. Phillip Thompson, to build a deeper understanding of the
social determinass of cardiovascular health in Brownsville and East New York. They assembled
a team of 28 young adults to engage in a Participatory Action Research (PAR) project to
understand the communityds prioritiesdofor hea
we mobilize the Brownsville and East New York communities to address the social, physical and
environmental inequalities that affect health

with 23 community stakeholders, the team explored the physieadtal, social, environmental
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and financial dimensions of health and developed a number of recommendations to lay the
foundation for collective action. The findings and recommendations were collected in a report

that was shared in community forums, pethtand posted onlirfe.

PAR 2 In the summer of 2017, NextShift, the DubBisnche Center for Public Policy at
Medgar Evers College, Interfaith, and Kingsbrook recruited, trained, and supervisgeizd3
communitybased PAR research team, which inctliteal high school and college students, as
well as urban planning graduate students from across the country. The PAR 2 project sought to
understand and investigate community perceptions of health anteirsdj in Central Brooklyn
(Bedford Stuyvesant, Bwnsville, Bushwick, Canarsie, Crown Heights, Cypress Hills/Ocean
Hill, East Flatbush, East New York, Prospect Heights, and Prospect Lefferts Gardens), while
focusing on and identifying priority social determinants of health in three neighborhoods:
BedfordStuyvesant, Crown Heights, and East Flatbush. The research was guided by a core
guestion fiHow can residents build power to po
investment in a healthier, more supportive and more affordable Central Brooklyn now thed i
future?0 Using a survey of-antiah@lf2veek peeal), fdue nt s ( ¢
focus groups, and fifteen neighborhood stakeholder interviews, the team explored five health
determinants and developed a set of recommendations andsiepsrto improve health in
Central Brooklyn. The determinants of health include economic justice, youth and families,

community and belonging, environmental justice, as well asihgand neighborhood services.

PAR 3 In the summer of 2018, CCB, the MIT Community Innovators Lab, the DuBois

Bunche Center for Public Policy at Medgar Evers College, and Kingsborough Community

" Healthy Brooklyn: Community Centered Studyroposed Health and Wellness Interventions in Brownsville and
East New Yorkhttps://www.ccbrooklyn.org/media/file/FINAL_CCB_PAR_REPORT.PDF

8 PeopleFocused Research: Creating Health in Brooklyarticipatory Action Research in Bedford Stuyvesant ,
Crown Heights, and East Flatbush,
https://www.ccbrooklyn.org/media/file/PAR%202%20Report%20and%20Appendix.pdf
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College convened a 42rson research team that included college students from Medgar Evers
and Kingsborough Community College, as well as 26 high school students from the Academy
for Conservation and the Environment, the Academy of Hospitality and Tourism, the High
School for Innovation in Advertising and Media, the High School for Medical Profestiens,

High School for Youth and Community Development, Science, Technology, and Research
(STAR) Early College High School, the Urban Action Academy High School, and Victory
Collegiate High School. The team came together to engage local community memberg and
stakeholders in Canarsie, Flatlands and Flatbush (CFF) for commeilhess focused

participatory action research (PAR). Titled "CFF PAR," the research was guided by the research
teamds coll aboratively devel ogsendstbe devebopequest i o
and in what ways can CFF residents collaborate to increase advocacy for resources to alleviate
the harmful impacts on wellness?" Through a survey of 1,063 residents, 4 focus groups, and
interviews with 17 community stakeholders, theRPCFF team explored Education, Violence,
Social Health, Physical Environment, Physical Health, Stress, Economic Health, and Social
Exclusion-the 8 categories they identified as the key social determinants of health within the

three neighborhoods.

The recommendations in each PAR report vaeneebped based on key findings from
the survey, focus groups, and stakeholder interviews conducted overrigponding summer.
Follow-up crosssector stakeholder briefing meetingstba findings with CCB, Nw York State
Nurses Association (NYSNA), 11®ervice Employees International Union (1199 SEIU), the
Center for HealtliEquity, local healthcare leadgiacluding OBHS hospitals where some of the

community forums and briefings were held)so contributed.

9 PeopleFocused Research: Participatory Action Research in Canarsie, Flatlands, and Flatbush, Summer 2018,
https://www.ccbrooklyn.org/media/file/People%20Focused%20Research%20Participatory%20K0fegéarch
%20in%20Canarsie%20Flatlands%20and%20Flatbush.pdf
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Because the first PAR took place more than three years ago and not all OBHS service
area ZIP codes were covered in subsequent PARs, @Bp{#enentedthe research from the
PAR projects by conducting Neighborhood Health Needs Assessmentesuirv July ad
August of 2019Greater New York Hospital Association (GNYHA) developed a model survey
tool for its member hospitals to use in preparing their 2019 CHNA and CSP reports. In order to
meet the needs of residents in the OBHS service area, the survegtemsied the model
survey be translated into Spanish and Haitian Creole. The survey team included summer intern
collegestudentfrom Ladders for Leaders (Elza Antoine and Erica Zhou) and Medgar Evers
Coll ege (Abeera Khalid, tQpaswel aseBH®sia® membars. and A
A target sample size was determined using the total population of the OBHS service area ZIP
codes, based on 2017 estimagsvey distributiorwas proportional to the service area level
and the relative population sinéeach ZIP code. The summer intern team, based out of the IMC
campus, used this sampling methodology to select survey locations based on ZIP code. Survey
locations were chosen in high traffic areas and included sites such as local library branches,
shopping areas and pedestrian malls, senior centers, community evéaits (e.g. Internaonal
African Arts Festival, BFKood and Well ness Festival, Counci l
Senior Swim)nd religious institutions. In addition, surveys were administered by OBHS staff
members ossite at clinical locations. Over the course of five weeks, surveys were administered
in over twenty locations throughout Central Brooklyn. The survey team tesctibed the
responses into a dataset, which was closed on August 13, 2019 with a total of 820 surveys. Data
analysis was focused on the subset of surveys completed by residents from the OBHS service

areas.
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Figure 5 Neighborhood Health Needs Assessment Survey Demographics

Gender Health Insurance Status
0.15% 2.62%

0
1_230/0\ / 1.70% 3.70%

"\ |
26.39% \‘ 10.65%‘\‘
0.319
| 83.95%
69.29%

Total: 648 Surveys within OBHS service area

Average Age: 51 years (of 620 numerical answers)
Gender: 69.29% Female; 26.39% Male; 0.15% Transgender Female;
0.31% Gendergueer; 3.85% Blank or “Prefer not to say”
Race and Ethnicity: 82% Black or African American
8.64% Hispanic/Latino Descent
Health Insurance Status: 83.95% Insured; 10.65% Not Insured
1.70% Not sure; 3.70% [Blank]



One Brooklyn Health System Community Service PlaRage|4l

Figure 6 Distribution of Neighborhood Health Needs Assessment Surveys Completed in

OBHS Service Areas
Number of Surveys Required
Based on 95%
Based on 95% | confidence Remaining
: ) ACS 5-Year confidence |interval and 5%| Asof Remaining for
UHF Neighborhood Zip Codes Estimates by ZIP [interval and 5%| margin of error [8/13/2019 for 384 Oversamﬁled
margin of error| (oversampling Sample
by 50%)
Bedford Stuyvesant/Crown Heights | 11212 82,831 25 38 86 -60 -47
East New York/ New Lots 11207 92,580 28 42 45 -17 -3
Primary and East New York/ New Lots 11208 99,145 30 45 46 -16 -1
Secondary Bedford Stuyvesant/Crown Heights | 11233 74,982 23 34 52 -29 -18
Canarsie and Flatlands 11236 100,633 30 46 50 -20 -4
East Flatbush 11203 75,989 23 34 57 -34 -23
Bedford Stuyvesant/Crown Heights | 11213 66,503 20 30 69 -49 -39
Bedford Stuyvesant/Crown Heights | 11216 57,410 17 26 39 -22 -13
Bedford Stuyvesant/Crown Heights | 11238 55,398 17 25 15 2 10
East Flatbush 11225 59,497 18 27 46 -28 -19
East Flatbush 11226 102,585 31 47 49 -18 -2
Williamsburg/Bushwick 11221 84,536 26 38 23 3 15
Canarsie and Flatlands 11234 97,741 11 16 16 -5 0
Canarsie and Flatlands 11239 12,713 1 2 9 -8 -7
Tertiary Downtown Brooklyn/Heights/Slope| 11205 45,148 5 7 b -1 1
Downtown Brooklyn/Heights/Slope | 11217 39,687 4 6 6 -2 0
East Flatbush 11210 68,988 8 11 12 -4 -1
Williamsburg/Bushwick 11206 87,767 10 14 15 -5 -1
All other Brooklyn zip codes 57.6 86.4
Service Area Subtotal 326 490 641
Total 1,304,133 384 576

In question 1 of th&leighborhood Health Needs Assessmeammunity members were

asked

AHow woaoVer glol

from Poor to Excellent:

hadalkth hef t

he

resi

Figure 7 Neighborhood Health Needs Assessment — Perception of Overall Health (Q1)

Overall Health of Neighborhood
5.56%

6.02%

25.46%

<

8.33%

'. 16.51%

38.12%

= Excelleni= Very good= Good = Fair= Poor = (blank)
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In questions 2community members weresked to rate a list of 18 issues by how
important they are to the health ofidents in their neighborhood. The issues were rated on a
Likert Scale based on importance (Not at all Importaaktremely Important), and then were
ranked by importance for each OBHS member institutions serviceas@édor OBHS overall.

The most important issues chosen by residents were sanilass the OBHS service areas:

Figure 8 Neighborhood Health Needs Assessment — Most Important Issues Grid (Q2)%°

- Most Important Issues for Residents from OBHS Service Areas

Rank Brookdale Interfaith Kingsbrook OBHS
Ment al h

Vi ol enc Vi ol enc Vi ol enc
Depress
Hi gh Bl . . .
Pressurngh Bl oo High Bl ootHigh Bl oo
) Ment al h Ment al h Ment al h
3 Vi ol enc i
Depress Depressi Depress
U e W e Cancer Cancer Cancer
and Pren.
SIRZ AN R W) vy A Yy HemED TS IR
Prenat al Prenat al

OBHS recognizes the value that these rankings from a small sample size of the
community provide when considered in context with the thousands of PAR surveys conducted.
Kingsbrook has selected a violence prevention intervention as part of its work piaa for
PreventiorAgenda. In addition, all OBHS hospitals have selected interventions that address
directly or indirectly hypertension (high blood pressure) and depre$oexampleBrookdale
provides blood pressure gauges to patients who have beensidgmith hypertensiotinrough
aBloodPresur e Monitoring Loaner Programoassist h nur s

patients with establishingnd monitoring selmanagemengoals provide educational

10 Remaining health issues that were not ranked in top five: HIV/AIDS; Obesity in children and adults; Dental care;
Sexually Transmitted Diseases (STDs); Fall prevention among elderly and chidétbates; Smoking/tobacco

use/ vaping; Substance use (including alcohol and drug |
Arthritis; Hepatitis C; Access to healthy/nutritious foods; Other, please specify:
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information topatients and refer patientsrteedication management and nutritional servioes
additional supportone of the DSRIP projects supporting the Prevention Agenda that Interfaith is
participating in is the Home Blood Pressure Monitoring Program; and Kingsbra®kchieved

full CDC Diabees Prevention Program Recognition and will continue best practices to help

patients control blood pressure.

Figure 9 Neighborhood Health Needs Assessment — Most Important Issues Pie Charts (Q2)

355%. 490 Violence 2.16% 4 63%< High blood pressur

4.32% 1. 85%_\
15.74%
| 16.51%

49.07% 48.92%

22.99%

25.93%;

= Extremely Important = Very Important = Extremely Important = Very Important

= Important = Somewhat Important = Important = Somewhat Important

= Not at all Important = (blank) = Not at all Important = (blank)

5 0,463  Mental health a.179% 2% Cancer
3.86% depression 3.09%
17.139
47.84%
22.69%

= Extremely Important = Very Important = Extremely Important = Very Important
= Important = Somewhat Important = Important = Somewhat Important

= Not at all Important = (blank) = Not at all Important = (blank)
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C. Community Service Plan

Identification ofPrevention Agenda Priorities

In 2016, Brookdale Hospital Medical Center (Brookdale), Interfaith Medical Center (Interfaith),
and Kingsbrook Jewish Medical Center (Kingsbrook) applied for and received from the NYS
Public Health and Planning Council appabto establish One Brooklyn Health System (OBHS),

a taxexempt NY noffor-profit corporation that will preserve and enhance health care services in
Central and Northeast Brooklyn. In April 2018, OBHS became the active parent of the three
system hospital@ith various representatives from the previous hospital boards becoming
members of the new OBHS board of trust&aff from across the thré@BHS hospitals have

come together on behalf of the OBHS Strategic Planning Committee of the board to review
community health data from County Health Rankings, City Health Dashboard, NYC
Neighborhood Health Atlas, Take Care New York, NYC Department of Health and Mental
Hygiene (DOHMH) 2018 Community Health Profiles, hospital clinical diagnosis and treatment
dataforBHS patients, NAThe Brooklyn Study: Reshap
data to identifjnewand confirm existing prioritieggoals and interventions from the pool of
recommendations provided by the community via surveys and PAR rdpatilition, the

Strategic Planning Committee of the OBHS Board of Trustees, whisaw the development

of this Implementation Strategy and Community Service Plan, invited representatives from the
local NYC Department of Health and Mental Hygiene to presentafithdisparities in

communities served by OBHS in order to provide input representing the broad interests of the
communityWr i tten and in person comments from the
recently conducted community health needs assessmentashdatently adopted

Implementation Strategy and Community Service Plan also informed the identification of health

priorities.
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OBHS hospitals haveollaborated tadentify shared community health goals dral/e
selectedhreeshared Prevention Agenda prioritibsit all hospitals will addredsr the 2019
2021 community health planning peridttevent Chronic Disease, Promote Well-Being and
Prevent Mental Health and Substance Use Disorders, andPromote Healthy Women,

Infants and Children. Two of the three OBHS hospitals will also address the priorities of

Promote a Healthy and Safe Environment andPrevent Communicable Diseases.

The hospitals will address other priority areas as well to provide evideses

interventions tailoed to their community:

One Brooklyn Health System |

Brookdale Interfaith Kingsbrook OBHS

Prevention Agenda Priority 2019-2021
Prevent Chronic Diseases a a
Promote Well-Being and Prevent Mental and

Substance Abuse Disorders a a
Promote a Healthy and Safe Environment a
Promote Healthy Women, Infants and

. a a
Children
Prevent Communicable Diseases a

The OBHS hospitals will collaborate widach other andiith community partners to
addresghe disparityin their services aread premature mortalitpf Black/AfricanrAmerican

New Yorkerscaused by disproportionately high rates of chronic diseases.

a

v 9 o O

a

a

Central Brooklyn faces many health disparities and social issues that have a negative

impact on community héh and OBHS and its member hospitals have limited resources to

contend with all the systemic problems facing healthcare. In accordance with {gRigyal

requirements to disclose which significant health needs will not be addressed officially through

OBHS6s | mpl ementation Strategy,

needs identified through the community health needs assessment that OBHS hospitals will not

t

he

f

address directly through its community service plan and Prevention Agenkta wor

ol

OWi
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Brookdale

HIV/AIDS

Brookdale continues to work with community partners and across Brookdale departments to
diagnose and treat patients with HIV/AID8.2018, Brookdale formed an alliance with the State
University of New York- Downstate MedicaCenter (SUNY) to support HIV diagnosis and

treatment effortsThe New York City Department of Health (NYCDOH) Community Health
Profiles 2018 Atlas reports that Brownsvill e,
67.4/100,000 new HIV diagnoses in 3)the second highest rate in New York City (NYC). The

rate for the borough of Brooklyn was 22.1/100,000.

Diabetes Br ook dal eés outpatient clinics provide ca
diabetes, supported by a cuttiadge electronicdrlth records system that is equipped to prompt

primary care doctors to refer patients to the critical continuum of specialty care typically
recommended for diabetic patients (Ophthalmology, Podiatry, etc.). In November 2018,

Brookdale launchethe CDC Diabetes Prevention Recognition Prograien evidence based

oneyear pilot model that idesigned for people who have prediabetes or are at risk for

developing Type 2 Diabete3.he focus is onveight loss through exercise, healthy eating and

behavior modifiation. The best practices learned from this model will be incorporated

t hroughout Brookdal imamil2@®launched Piabetasbed: net wor k.
Management Progranin partnership with the insurance provider HealthFirst. This free

educational progm for persons with diabetes is providm@ga t i ent s wi t h educati
exercise, medication and preventable complica

weekly cl asseai heds by peer
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Crimei For the past f e wrimaey seaviteasea haBbeendhie dpacenteriots

gun violence in the borough of Brookl yn. Bro
every 36 hourdNonf at al hospitalizations for Brownsvi |l |
area neighborhoods, wd 75/100,000, the second highest in N'8iice crime has been

identified as one of the social determinants of health, it is imperative that Brookdale seek out the
community collaborations that will address the factors that lead to ¢hiceerding to the NYC

DOH Community Profile Atlas 2018, Brookdal eés
Incarceration rate of 1,698/100,000, the second highest in NYC, and significantly higher than the
59/100,000 for the rest of the borough cb&lyn.The | i nchpin of Brookdal
gunviolence prevention programl t St a tatnshedHre2016ThedlSH program works

with key stakeholders such as local middle and high schools, the United Federation of Teachers,
communitybased yoth organizations and local law enforcement to conduct alagent

violence intensive experience for middle and ksghool youth (ages 127), followed by

schootbased activities that are designed to reinforce positive behaviors in youth. Specifically,

ISH is designed to teach youth about the health and criminal justice consequences of gun

violence, and equip them with a variety of youth development skills, in an effort to reduce their
likelihood of succumbing to involvement with gangs, gumlence andther criminal activity.

Youth are encouraged to become proactive by becoming ambassadorsvmi@oce in their

schools and larger community

Interfaith

Violencei Interfaith is a member of thenti-Bullying Partnership to Prevent Violence and
Suicidecoalition, compriseaf City and nonprofit agencies, along with NYC Councilman
Robert E. Cornegy, Jr., workingin Bedfe®dt uyvesant to increase parert

socid media plays in teen violencéhe partnership kicked off ithe summer anthll of 2017
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with the Safe Summer Initiative, a campaign in District 1®sethto achieve the following: 1)
Increase the capacity of parents to recognize the signs of unhealthgtinissge among their
children. 2)ldentify community resources that areailable in helpig them to combat these
issues. 3Prevent the practice of young people using verbal and physicahe®lto solve social
conflicts. Coalition PartnergncludeCouncilman Robert E. Cornegy., JXings County District
At t or n ey @ she Bufeduio¥oeth Caversion and InitiativeBrownstoners of Bedford
Stuyvesant, Interfaith Medical Center, All For ORestoration Plaz&ew York City Police
Department (79th and 81stdeincts and their clergyThrive NYC and FirsLady Chirlane

Mc Cr ay 0 sNewYofk City Eommission on Human Rights aBdmaritans NYC

Kingsbrook

Food Acces® Food Insecurity’ Kingsbrook has initiated a partnership with The Campaign

Against Hunger, a local communibya s ed or gani zati on and fASuper Pe
nutrition education classes; workshops; cooking demonstrations; social services indlBing

registraton, health insurance eniment, tax filing preparatioand moreThe partnership kicked

off with a community outreach event with special remarks by Brooklyn Borough President Eric
Adams. The event included needed services such as: organic food distriBi#AP card

enrollment and free tax services. This partnership is designed to eliminate barriers to social

services and provide needed resources to underserved residents in the community.

Priority Goals and Objectives

EachOBHS hospitalconducted its own community health needs assessment and published a
community service plafor the previous Prevention Agenda period of 2@08.8.The following
sections include hospitapecific summaries &0162018 accomplishments and how they relate

to theevidencebased intervention®BHS will implement together
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Brookdale

Brookdale made steady progress towards achieving the NYC Prevention Agenda goals selected
for the threeyearperiod 20162018 The firstpriority Brookdale chose warevent Chronic
Diseaseswith focusarealncrease access to high quality chronic disease preventive care and

management in both clinical and community settarys it involved the following goals:

1 GOAL 1: Increase screening rates for cardiovascular disdésbetes and breast,
cervical and colorectal cancers, especially among disparate populations.
1 GOAL 2: Promote evidenelased care to manage chronic diseases.

1 GOAL 3: Promote culturallyelevant chronic disease management education.

For the priority of Pomote Mental Health and Prevent Substance Abuse, Brookdale chose focus

areaStrengthen infrastructurand identified the following goals:

1 GOAL 1: Support integration of MEBVental Emotional and Behaviorghealth within
chronic disease preventistrategies.

1 GOAL 2: Strengthen infrastructure for MEB health promotion and MEB disorder
prevention.

All goals were implemented within the framework of NS DSRIP programa
comprehensive initiative that is focused on encouraging sustainable charigekdalthcare
delivery model of hospitals, by focusing on disease screening, prevention and management for
the major prevalent diseases, in partnership
Ambulatory Care Department is working with the DBR¢ad hospital, Maimonides Medical
Center, and several DSRIP participants, to implement a variety of evidased prevention
model initiatives across Brookdale (diabetes, obesity, {tesetise, high blood pressure, mental

health, asthma, breastcancer) Br ook dal eds capacity to design
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DSRIP and NYS DOH (triple aim: Better Care, Better Outcomes, Lower Costs), has increased
during 2018 and the first half of 2019. To date, Brookdale successfully passed three DSRIP
Audits & part of the annual contract deliverables, which are tied to payments. Several other
programs, such as the Influenza/Pneumococcal Vaccine Initiative now being implemented in
collaboration with NYC DOH, are part of a robust disease prevention strate@kdate will
continue to focus on both NYS Prevention Agenda priorities, to expand and sustain the gains

accomplished to date.

For the 20122021 Prevention Agenda periddlr o o k d a | e-based etervedtiens c e
will include:(1) Participate in Delivery Syem Reform Incentive Payment (DSRIP) Performing
Provider Systems (PPS) initiatives. Conduct clinical process assessments; Establish personal
APl an of Caredo protocol for <chr o-upicareatd sease
compliance trackingwork with External Affairs Department to develop strategy around East
Brooklyn community outreach and education. (2) Incorporate evieessed care into Patient
Centered Medical Home (PCMH) model. Work with PPS partners, Department Chairs, clinic
administators to identify and assess feasibility of evidebased models; work with community
partners to determine infrastructure that is now in place and what is needed to support-evidence
based disease management and promotion. Brookdale has chosen FoQudfAereant Mental
and Substance Use Disordexgth the following intervention: the implementation of IMPACT
Collaborative Care. IMPACT (Improving Mo@dPromoting Access to Collaborative
Treatment) is an intervention for patients who have a diagnosisjof depression or
dysthymia, often in conjunction with another major health problem. IMPACT will be
implemented within the framework of Brookdale's PCMH and will screen all patients 12 years

old and older with PHQPHQ9 for depression, AUDIIC/AUDIT for acohol use, and DAST

p
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1/DAST-10 for drug useT h e

full

i st of

objectives, evidenebased interventions, and process measures include:

Brookdal

eds

NYS Prevention Agenda 2019-2021 — Brookdale Hospital Medical Center

Priority: Prevent Chronic Diseases

Goal Objective Interventions Family of Measures
Assess current screening and diseas
management practices at Brookdale
clinics and points of service, to Assessment of clinicg
4.1 Increase determine capacity tmcorporate and senge delivery

cancer screening
rates

and/or expand screenings, disease
management, and patient education
East Brooklyn; Assess EPIC
(Brookdale's EMR) support needed t
accomplish goal.

4.2 Increase early
detection of
cardovascular
disease, diabeteg
prediabetes and
obesity

Assess current screening and diseas
management practices at Brookdale
clinics and points of service, to
determine capacity to incorporate
and/or expand screenings, disease
management, and patiesducation for
East Brooklyn; Assess EPIC
(Brookdale's EMR) support needed ti
accomplish goal.

Participate in DSRIP PPS initiative
Conduct clinical process
assessments; Establish peron
"Plan of Care" protocol for chronic
disease patients; Incorporate patie
follow-up care and compliance
tracking; Work with External Affairg
Dept. to develop strategy around
East Brooklyn community outreach
and education.

points of service
complete; strategic
planning sessions fof
community outreach
and education
conducted; EPIC
capacity
enhancements needg
to support increase i
screenings and
disease managemen
identified.

4.3 Promote
evidencebased
care to prevent
and manage
chronic diseases
including asthma
arthritis,
cardiovascular
disease, diabeteg
and prediabetes

Assess Brookdale's capacity to educ|
Brookdale clinicians on the importan(
of promoting chronic disease
management in East Brooklyn; Revie
Brookdale's ability to accommodate 4
patient insurance options, to serve
more patients.

Incorporate evidenebased care intg
PCMH model now being adopted b
Brookdale. Work with PPS partners
Dept. Chairs, clinic administrators t
identify and assess feasibility of
evidencebased modejsvork with
community partners to determine
infrastructure that is now in pia
and what is needed to support
evidencebased disease managemg

Assessment of
Brookdale's clinical
and operational
capacity to promote
evidencebased care
programs completed
strategic planning
sessions for
community outreach
to promote tease
management at

and obesit and promotion. Brookdale.
NYS Prevention Agenda 2019-2021 — Brookdale Hospital Medical Center
Priority: Promote Well-Being and Prevent Mental and Substance Use Disorders
Goal Objective Interventions Family of Measures
Integrate The implementation of Collaborative Care/IMPACT, within th
behavioral framework of Brookdale's PCMH, will encompass the follayvi
2.4 Reduce | health into core activities: 1) Screening all patients 12 yrs old and older| Implementation of
the PCMH care with PHQ2PHQ9 for depression, AUDIAC/AUDIT for IMPACT; staff
prevalence | delivery by alcohol us, and DAST/DAST-10 for drug use; 2f patients hired; DSRIP
of major implementing screen positive, refer to the appropriatesda behavioral health measures; IMPACT
depressive | the IMPACT experts andlocument in EHR. 3) Designate individual(s) as | patient outcomes, as
disorders model of Behavioral Health Care Manager, to providamge of services| recorded in EPIC
collaborative to patients with mildo moderate depression, anxietyto
care. patients who screen positive for substance abuse. 4) Hire 0

Preven



One Brooklyn Health System Community Service PlaRage|52

designate a consultingsychiatrist 5Appoint Practice
Champion who will spearhead adopting IMPACT.

NYS Prevention Agenda 2019-2021 — Brookdale Hospital Medical Center

Priority: Promote Well-Being and Prevent Mental and Substance Use Disorders

Goal Objective Interventions Family of Measures
Increase a t i pamidipation in the NYC DOH
Centeing Pregnancy model of prenatal care and
delivery. The Centering Pregnancy is a National
1.1 Increase Increase theumber | Recognized model of providing prenatal care in

use of primary
and preventive

of women seeking
prenatal care early il
pregnancy. The

group setting of up to 10 patients with similar
gestational age. We plan to expand our Centeril
Program and also iatroduce the program to othe

Assessment of prenatal

stfgecsaée early intervention prenatal care providers in the area, including in | visits; Premaire deliveries;
women wi};h a will allow providers | area FQHCs. Centering Pregnancy has been sh Adherence to the
focus 0;1 to fully assess the | to reduce stress and also prematurity in the postpartum visits;
women of health of the mother| participants. Increase participation and adheren( Breastfeeding rate
reproductive and the pregnancy, | to the prenatal care. Programmwers patients in
a % and intervene early | their care. The program also increase compliang
9 to improve outcome| of the patients in attending their prenatal and
postpartum visits. Participants of the program
demonstrated increase rates in exclusive
Breastfeeding.
1. Decrease the cesarean section rate by decre
, the primary cesarean section rate ama@asing the
'Ig thﬁ)zm;gl S;aggs vaginal births after cesarean section rate. 2.
ngrjnen die ar>1/nuall Increase screening for abnormal placentation by
from preananc y increasing usage of an ultrasound scans with pg
assofiatgd y doppler. 3. Annually review and update of a
complications. A Brookdale's hemorrhage protocol. 4. Increase th
majopr cause O'f frequencies of maternal hemorrhage drills to at
maternal mortality least one every quarter. Include departme_nts o_f Maternal mortality from
S Anesthesia, Blood Bank and Trauma services in
1.2 Reduce andmorbidity is e X hemorrhageelated
addition to the OB/GYN to Labor and Delivery A
Maternal maternal : .| complications. Cesarean
. maternal hemorrhage drills. 4. Perform Mortality| : )
Mortality and | hemorrhage, - . section rates and Primary
- and Morbidity reviews fall maternal blood loss )
Morbidity secondary to . ) Cesarean section rates.
cases requiring blood transfusion of more than 4
abnormal VBAC rate.

placentation and
prior uterine scar.
The objective is
prevention of
Maternal death from
maternal
hemorrhage.

units of PRBC. 5. Improve assessment of all
patients prenatally, especially those in risk for
hemorrhage. Alert Maternal Fetal Medicine and
Blood bank when the patient who i®idified as at
risk for the hemorrhage comes in to the hospital
Labor and Delivery. 6. Increase huddles, briefing
and debriefings for all patients at risk for
hemorrhage or following a case of maternal

hemorrhage.
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Interfaith

In its previous community health planning cyfiiem 20162018 Interfaith focused on
the priority areas of Promote Mental Health and Prevent Substance Abuse as well as Prevent
Chronic Disease. One of the evideti@sed interventions selected was Mental Health First Aid
Training, which successfully trained more tH&¥ community residents, including 67 frontline
staffat Interfaith Multiple one andwo-day trainings were helshonthly from the summer and
fall of 2017 and continued through20d8 | nt er f ai t h6s main campus a
community residents and ageted focus on front line staff from securitiyterfaith will
continue to partner with the local NYC Department of Health and Mental Hygienehtasto
these trainings, however, for the current 2Q024 Prevention Agenda cycle Interfautiil

address m@&al health and substance abuse through other interventions.

For its other priority of Prevent Chronic Diseab#erfaith chose to implement Nutrition
Standardsis a recommended eviderzased intervention th&cuses on increasirthe number
of institutions with nutrition standards for healthy food and beverage procurement. Interfaith has
voluntarily adopted the NYC Healthy Hospital Food Initiative and now patrticipates in the
program thaenableghe hospital to receive recognition from the NYC pubkalth department
for meeting standards that improve the nutrii@dontent of items offered in cafeterias, vending
machina and patient meals. To continue this work and build on the systematic solutions theme,
Interfaith will implement screening for foadsecurity at its ambulatory care center, the Bishop
Orris G. Walker. Jr. Heal th Care Cef@MM®r. The

2021priorities, goals, objectives, evidenbased interventions, and process measures include
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NYS Prevention Agenda 2019-2021 — Interfaith Medical Center

Priority: Prevent Chronic Diseases

Goal

Objective

Interventions

Family of Measures

1.3 Increase food
security

1.14 Increase the percentage of
adults with perceived food
security (among adults witmn
annual household income of
<$25,000)

1.0.6 Screen for food
insecurity, facilitate
and actively support
referral

Percentage of patients who screer
positive for food insecurity

Percentage of patients identified
with food insecurity referred/linked
to food supports partners

4.3 Promote
evidencebased
care to prevent
and manage
chronic diseases
including asthma
arthritis,
cardiovascular
disease, diabeteg
and prediabetes
and obesity

4.3.3 Decrease the percentage (
adult Medicaid members aged-1
44 with dabetes whose most
recent HbAlc level indicated
poor control (>9%)

4.3.7 Decrease the Asthma ED
visit rate per 10,000 for those
aged 04, 0-17, and all age group
and,

4.3.8. Decrease the Asthma
hospitalization rate per 10,000 fq
those agedd, 0-17, and all age
groups and,

4.3.10 Increase the percentage |
members (ages-&4), who were
identified as hawg persistent
asthma and had a ratio of
controller medications to total
asthma medications of 0.50 or
greater during the measurement
year

4.3.2 Promote
evidencebased
medical management]
in accordance with
national guidelines.

Percentage of patients who
demonstrate improvements in
HbALlc level control

Percentage of patients who
experience decreases in asthma
related ED visits and
hospitalizations and demonstrate
improved ability to manage and
prevent exacerbation of asthma.

4.4 In the
community
setting,improve
sel-management
skills for
individuals with
chronic diseases,
including asthma
arthritis,
cardiovascular
disease, diabeteg
and prediabetes
and obesity

4.4.1 Increase the percentage 0
adults with chronic conditions
(arthritis, asthma, CVD, diabete
CKD, cancer) who have taken a
course or class to learn how to
manage their condition

4.4.2 Expand access
to evidencebased
selfFmanagement
interventions for
individuals with
chronic disease
(arthritis, asthma,
cardiovascular
disease, diabetes,
prediabets, and
obesity) whose
condition(s) is not
well-controlled with
guidelinesbased
medical management]

alone.

Percentage of patients/community
members who complete the Chron
Disease SelManagement Program
and/or the Diabetes Self
Management Program
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NY'S Prevention Agenda 2019-2021 — Interfaith Medical Center

Priority: Promote Well-Being and Prevent Mental and Substance Use Disorders

Goal

Objective

Interventions

Family of Measures

1.1Strengthen
opportunities to
build well-being
and resilience

1.1.1 Increase New York State's
Opportunity Index Score by 5%

1.1.1 Support housing
improvement,
affordability and
stability through
approaches such as
housing improvement|

# of new affordable housing units

# of individuals/families accessing

across the community land trusty new affordable housing units
lifespan and using a "whole
person" approach in
medical care
. 2.2.1 Increase Number of new clinicians licensed
2.2.2 Increa_se the a@‘?’JPS‘Ed availability of/access | to prescribe Buprenorphine.
Buprenorphine prescribing rate . i
2.2 Prevent . and linkages to Percentage of patients who enroll
- for substance use disorder (SUL o :
opioid overdose by 20% t043.1 per 1.000 medicatiorassisted | the Buprenorpime program who
deaths y 0 =+ Per L, treatment (MAT) reach the maintenance phase of th

population.

including
Buprenorphine

program.

2.4Reduce the
prevalence of
major depressive

2.4.1: Reduce the past year
prevalence of major depressive
episode among adults aged 18 ¢
older by 5% to no more than

2.4.2 Strengthening
resources for families
and caregivers

Percentage of patients enrolled in
the Collaborative Care Program
(IMPACT) who report
improvements in thiemental and

disorders 6.2%. physical weltbeing
NYS Prevention Agenda 2019-2021 — Interfaith Medical Center
Priority: Promote a Healthy and Safe Environment
Goal Obijective Interventions Family of Measures
Enhance referral network to make referra
3.2.b. 3.2.2 Promote the use of and increa to both f[he childhood lead primary
) . prevention program for home assessmen
3.2 Increase the| referrals from healthcare providers, .
) and/or the balthy neighborhood program.
Promote | number of | case management providers,
healthy residences | community based agencies, and oth o
: Increase the percentage of home visits fo
home and | that are to the Local Health Departmentvith | . 7.~ ot
: . . individual's with poorly controlled asthma
school inspected Primary Prevention Programs (15 .
) SRR under the Health Neighborhoods Progran
environme| for lead and | Programs cover 19 municipalities fo
nts other health | home visits) and 19 Healthy ,
: Percentage of patients all ages who repo
hazards. Neighborhood Programs. . gy R
decreases in ED visits and Hospitalizatior
related b asthma.
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NY'S Prevention Agenda 2019-2021 — Interfaith Medical Center

Priority: Promote Healthy Women, Infants and Children

Goal

Objective

Interventions

Family of Measures

1.1: Increase us¢
of primary and
preventive health
care services by
women,with a
focus on women
of reproductive
age

1.1.3: Increase the percentage ¢
women ages 184 years who
report ever talking with a health
care provider about ways to
prepare for a healthy pregnancy

by 10% to 38.1%

1.1.2: Integrate
discussion of
reproductivegoals,
pregnancy planning,
and pregnhancy
prevention in routine
health care for all
women of
reproductive age.

Based on the Sexual and
Reproductive Justice framework,
will provide sexual and reproductiv
health care focusing on the
following three measures

1) Pregnancy Intention Screening
Percentage of women ages-45

at risk for unintendegregnancy
that were screened for pregnancy
intention within the last 12 months
2) Most and Moderately Effective
Methods- Percentage of women
ages 13 45 years at risk of
unintended pregnancy that are
provided the most effective (i.e.,
female sterilization, implants,
intrauterine devices or systems
[IUD/IUS]) or moderately effectie
(i.e., injectables, oral pills, patch,
ring or diaphragm) method of
contraception. 3) Access to
LARC: Percentage of women ageq
1345 years at risk of unintended
pregnancy that are provided a leng
acting reversible method of
contraception (LARC)i.e.,
implants, intrauterine devices or
systems (IUD/IUS).

1.2 Reduce
Maternal
Mortality and
Morbidity

1.2.2: Decrease the racial
disparity in maternal mortality
rates (ratio of black maternal
mortality rate to white maternal
mortality rate) by 34% t8.1.

1.2.3: Increase use of
effective
contraceptives to
prevent unintended
pregnancy and
support optimal birth
spacing.

Based on the Sexual and
Reproductive Justice framework,
will provide sexual and reproductiv
health care focusing on tikame
measuress goal 1.1 and
intervention 1.1.2

3.2: Increase
supports for
children and
youth with
special health
care needs

3.2.2: Increase the percentage ¢
children ages-35 months who
received a developmental
screening using a parent
completed screening tool ihe
past year by 20% to 21.0%..

3.2.3: Enhance care
coordination and
transition support
services for eligible
children and youth
with special health
care needs.

Percentage of children identified
with and/or at risk for soal or
emotional issues.

Percentage of families who establig
health and meaningful
psychological relationships betwee
a child and the primary caregiver
through healthy interactions over
time.




One Brooklyn Health System Community Service PlaRage|57

NYS Prevention Agenda 2019-2021 — Interfaith Medical Center

Priority: Prevent Communicable Diseases

Goal

Objective

Interventions

Family of Measures

2.2: Increase virg
suppression

2.2.1 Increase the percentage 0
all persons living with diagnoseo
HIV infection (PLWDHI) who
receive care with suppressed vif
load by 17% to 95%.

2.2.1 Link and retain
persons diagnosed
with HIV in care to
maximize virus
suppression so they
remain healthy and
prevent further
transmission.

Percentage of patient
encounters that result in

linkage to care, treatment and
other supportive services for

pele living with HIV.

3.1: Reduce the
annual rate of
growth for STIs

3.1.1 Reduce the annual rate of
growth for early syphilis by 50%
to 10%

3.1.2Reduce the annual rate of
growth for gonorrhea by 50% to
4%

3.1.3 Reduce the annual rate of
growth for chlamydia by 50% to
1%

3.1.2 Increase STI
testing and treatment
Ensuring that all
persons at risk for
STIs have access to
affordable, accessiblg
conwenient, and
culturally-responsive
STl testing and
treatment services

Percentage of patients testing
positive for STIs who receive

treatment, education and
prevention services

4.1: Increase the
number of
persons treated
for Hepatitis C
Virus

4.1.1 Increas the number of
Medicaid enrollees treated for
HCV by 10% to 8,813.

4.1.1 Conduct
educational campaigr
promoting testing and
treatment for HCV.

Percentage of patients testing
positive for HCV and received

testing, treatment, followp
care and patient edaiion

Kingsbrook

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 gfef@ars. In conjunction

wi t h

Chronic Disease, focus area: Chronic Disease Preventive Care and Management (goal 4:3: to

the NYS DOHOs

Prevent.

on Agenda,

t

h e

ar

e
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promote the use of evidenrbased care to manage chrodisease), (2.) Prevention of

Communicable Diseases, focus area: Human Immunodeficiency Virus (HIV) (goal 2.1: to

decrease HIV morbidity (new HIV cases), (goal 2.2: Increase viral suppression) and focus area:
Hepatitis C Virus (HCV) (goal 4.1: Increase tiember of persons treated for HCV), (3).

Promote WelBeing and Prevent Mental and Substance Abuse Disorders focus areas: 2:2:

Prevent opioid and other substance misuse and deaths, (goal 2:4: Reduce the prevalence of major
depressive disorders), (goal 2Bevent suicides) and (4) Promote a Healthy and Safe

Environment focus area: Injuries, Violence and Occupational Health (goal 1:2 Reduce violence

by targeting prevention programs particularly to highest risk populations).

Having graduated to an Advancednary Care NYS certificatio® CMH practice,
Kingsbrook will support goal 4.3 lyroviding primary care and chronic disease treatment via a
set of standards that describe clear and specific criteria; including organizing care around
patients, working in #@ms and coordinating and tracking care over time, increasing screening
rates for cardiovascular diseases, diabetes, breast, cervical and colorectal cancers, especially
among populations expgencing health disparities. For example, the breast cancer sgeen
standard will include trackingll women seen in the practiages40-69to ensure thefiad a
mammogram in the last 2¢onths. In addition, Kingsbrook achievedli{CDC Diabetes
Prevention Program Recognitiand will continue best practices to helgigats control blood
pressure (<130/80 mm Hg) during measurement years. Kingsbrook will also support the priority
Prevention of Communicable Diseasesus area 2 Human Immunodeficiency Virus (HIV)

goal 2.2 Increase viral suppressibgincreasing earlaccess to and retention in HIV care

The full ' ist of Kingsbrookds Prevelmmsedon Agen

interventions, and process measures include:
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NYS Prevention Agenda 2019-2021 — Kingsbrook Jewish Medical Center

Priority: Prevent Chronic Diseases

Goal Objective Interventions Family of Measures
Increase efficiency, II?AAI\E-II_DI FCN;LCIE Cl)\ll\-l;IE?IEgMH)
standardize procedes and MODULE: Kinasbrook has
4.3: streamline processes. diated f gh A Meaninaful
Promote the| Reduce cost andilization | 9" ated from the&NCQA as a eaningfu UseBreast Cancer
use of and improve qualityBetter Level 3 PCMH standard to Screening: For women who had :
evidenced | mana 2 atieqnts with Advanced Primary Care (APC) NY{ mammogram in the last 24 montt
base care to chronigc ch))nditions Certification, providing primary carq and all women seen in the practic
manade Provider patient céntered and chronic disease treatment via § 40-69 yrs old (20 plus charts
chrong: care in ar[;bulator settinad set of standards that describe clear reviewed manually for baseline
disease which implement iynto 99 and specific criteria; including values).
workflow PCMH standards organizing care around patisnt
and measures working in teams and coordinating
' and tracking care over time.
Measures: Diabetes Care: Blood
pressure controlled (<130/80 mm
Hg) Blood Presure is <130/80
EA/AI\EBFCN;LCI—I%II\-I;IEF\EEC?MH) mmHg during the measurement
i year. Patients 185 years of age &
MODULE: This program for of December 31 of the
4.3: Advancing diabetes care | improving primary care, pertains to

Promote the
use of

via the PCMH Chronic
Care Model, with a focus

our chronic disease treatment via 4
set of standards that describe cleat

measurement year who had a
diagnosis of diabetes (type 1 or
type 2) (100 plus charts reviewed

evidenced | on early recognition of the | and specific criteria. The program i .
base care to| importance of patierit an expansion on manually for baseline values).
P P n pan HEIDIS Measures: Hemoglobin
manage centered, selfnanagement, original NCQA Diabetes Alc (HbALc) testin
chronic patient empowerment, and Recognition Program and gives g
: ; . . : HbA1c poor control (>9.0%).
disease teambased care. medical practices information abou
organizing care around patients HbA1c control (<8.0%).
ganizing Pallents, 1 yha1c control (<7.0%) for a
working in teams and coordinating .
. ; selected population.
and tracking care over time. .
Eye exam (retinal) performed.
Medical attention for nephropathy
BP control (<140/90 mm Hg).
. Implement programs and | THE KIMC CANCER REHAB .
4.3: . . . .| All measuresaddress disease
services designed to PROGRAM Focused on improving
Promote the| : : . : . related and treatmenelated
improve the issues affectin the lives of survivors who suffer . ; )
use of ) . . impairments; Decrease the numb
) cancer patients, while from the effects of cancer and its . . 4
evidenced . . . and/or severity of impairments ar|
basecare to addressing a wide variety ( treatments. The program offers lona-term problems: and
cancer and/or treatment | coordinated cancer rehabilitation 1gterm pr ’ ' .
manage " . minimize surviyv
: related conditions and care that is supported by ateamof] . _ .. :
chronic . - , . . disability. Total number of patient
: symptoms in a clinical specially trained by cancer trained
disease . for 2018-47.
setting. staff.
2018: 14 DPHParticipants: 5%
4.3: DIABETES PREVENTION ?of e anoparts: 155t0
Promote the o PROGRAM: Consists of 1 year of group weig
Emphasize lifestyle T ; session to the 16th week,
use of : ) o sessions: 16 weekly sessions . ;
. interventions specifically .y - maintenance or improvement of
evidence . (participants must attendnainimum .
for preventiorof type 2 , : 5% weight loss at 1 year.
base care to| . . of 9); 2 months of biveekly
diabetes in persorngho are . . el
manage o sessions is best practice; 6 months ,
: high risk. : : Requires 6 month data uploads t
chronic monthly sessions (partgants must .
. CMS through the Diabetes
disease attend at least 4).

Prevention Recognition system.
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To gain CDC recognition
which will allow us to

2018: 4 DSM participants: Self

management programs have bee

shown to lower A1C levels,

prevent/reduce complications,
improve quality of life and lower
medical expenses by providing

4.3: recruit, enroll and retain knowledge and building skills anc
Promote the| Medicare and Medicaid | CDC NATIONAL DIABETES Dl e o st
use of beneficiaries from across | PREVENTION LOCAL DEPT OF care throuah informed decision
evidenced | the OBH system. This will | HEALTH: Consists of 6 weekly makin r%blem solvina. and
base care to| make it easier for people t¢ sessions (1 ¥z hour in length). 9. p! . 9,
- . collaboration with the health care
manage participate in affordable Attendees must attend at least 4
. . o . . : team.
chronic high quality lifestyle sessions. Requires 2 trained leade
disease change programs to reduc| - K K ,
their risk of type 2 diabeteg Participants make weekly action
and improve overall health plans, share experiences, and he
each other solve problems they
encounter in creating and carryin
out their sefmanagement
programs.
4.3: Implementadvancements | KIMC STROKE All measures address disease
Promote the| and specialty programs in | REHABILITATION PROGRAM:
o : - related and treatmeng¢lated
use of Rehabilitation, Emergency| This program offers a holistic impairments: Decrease the numb
evidenced | Medicine and the Vascular interdisciplinary team approach to P o :
. . L and/or segrity of impairments anc
base care to| Laboratory to help ensure | treat impairments and activity '

; L . long-term problems; and,
manage the most comprehensive | limitations and restrictions of Minimize surviv
chronic care, treatment and persons who have suffered from a disabilit
disease detection of stroke. stroke. (ncludedarthritis). y
4.3: : : GOLD STROKE RECOGNITION:

Promote the To _contlnually 'mprove Kingsbrook has received the . .
use of patient care management American Heart Measures. RecognAlzes the
evidenced and maintain consistent Association/American Stroke hospitalos comn
compliance with Qudly ) . N ensuring that stroke patients
base care to : Associationds Gg . i
Measures embedded in the - . receive the most appropriate
manage . Guidelines®Stroke Gold Quality
; Pain Management : . . | treatment.
chronic framework Achievement Award with Target:
disease ' StrokeSM Hoor Roll
4.3:
Promote the| Enhance stroke care in thg KIMC TELE-STROKE
use of community by using ste P.ROGR_AM: specializes in thg Total inteventions for 2018:
evidenced | of-the-art technology, diagnosis and treatment of patientg : : !
. S . o ; Total Ischemic Stroke: 221. SDH]
base care to| identifying patients who whose condition requires non ) .
) . . : : 10. ICH: 12, TIA: 47.
manage require urgent stroke invasive, neuranterventional care.
chronic interventions. (ABV).
disease
RADIOLOGY SERVICES:
4.3: Kingsbrook's Radiological Services A CT v ol ume 2
Promote the include:
use of Increase mammography | X-Ray A Ultrasound vo
evidenced | volume by 5%. Increase | Digital Mammography
base caréo | CT outpatient volume by | Nuclear Medicine A Mammo vol ume
manage 5%. Ultra-Sound 10% volume increase in
chronic CAT (Computerized Axial these services annually.
disease Tomography)Scan

MRI (Magnetic Resonance Imaging
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4.3:
Promote the
use of

To create a robust schedul
for education and early
detection throughout the
year, that increases

KINGSBROOK'S BEST HEALTH
SCHOOL: In effot to increase
access to higlquality chronic
disease prevention care and
management in the community
setting, this unique health and
wellness module offers education
and screening efforts yessund to

Measures included achieving 109
growth of this program
consistently with a special focus
onoffsi t e Acommun
education. In 2018 we educated

evidenced accessibility to a variety of the community on and off the 3,163 community residents, out ¢
base care to SIDUTLY Y 9| medical center campus. @prised | which we screened about 1,784
chronic disease prevention : : :
manage . . of a diverse curriculum offered by | persons predominately from our
: and education options for : : . :
chronic our medical staff, classes address | communiy setting promotional
: those who are under or A ) o . .
disease : chronic disease management whic| effort. In addition to this screenin
uninsured. . ; :
include a heavy focus on diabetes | number, about 115 people receiv
and its core morbidities. Our wide | CPR training and certification.
array of screenings include stroke,
BMI/ obesity, asthma, spasticity,
pain management and hypertensior
NYS Prevention Agenda 2019-2021 — Kingsbrook Jewish Medical Center
Priority: Promote Well-Being and Prevent Mental and Substance Use Disorders
Goal Objective Interventions Family of Measures
COMPREHENSIVE
BEHAVIORAL HEALTH
Provide statef-the-art, CENTER: The
2:6 Reduce | specialized care for numeroy Comprehensive Behavioral

the mortality
gap between

behavioral healtissues. Our
clinicians have a widgange

Health Center is comprised g
an Inpatient Geriatric

MEASURES: Inpatient Geriatric and
Adult Units:

th_ose Il\{mg pf expertise in psyc_hlatrlc Psychlatry U_nlt, an Adult_ - Lower readmission rates
with serious | interventions including Inpatient Unit and Outpatient
: A ) - Decrease length of stay
mental illnesg medication management, services. The programs . - ,
L AR . - Expansion of addiction services
and the individual and group specialize in diagnostic . .
A ; - Expansion of ECT service
general counseling, individually treatment for patients 18 and
population tailored treatment and older suffering from:
discharge planning. depression, bipolar sibrder,

schizophrenia, dementia,

anxiety and panic disorders.
2:6 Reduce
the mortality FEDERALLY QUALIFIED
gapbetween | Collaborate with Federally | HEALTH CENTERS: Kingsbrook has secured participatiol
those living | Qualified Health Centers in | Kingsbrook impements from Brownsville Multiservice
with serious | the community in order to | outreach efforts to Health Center, Bright Point Health
mental illness| offer specialty care memberg neighboring health centers, |[and Cari bbean Wo
and the of the community. facilitating behavioral mental| Other affiliationspending.
general health services.
population
2-4 Reduce MENTAL HEALTH Patients are screened for depressior

Prevalence ol
major
depressive
disorders

Depression screening for
patients from the community
to provide proper assessmel
and care.

SCREENINGS: In response
to the growing mental health
needs in the community, all

patients are screened for

the primary care setting in effort to
better aid recovery and treatment

efforts to advance care. PHQ2 and
PHQ9 screenings will be coordinate(
and monitored via Depression Care
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suicide risk upon triage to the
ED.

Manager, a vital role in the DSRIP/
PCMH module

To help build a consistent
effort around mental health
awareness and education fo

LOCAL HEALTH DEPT:
"THRI VE NYCO
partnership with multiple City,
agencies, ThriveNYC operat

Enhancing conndions to care
Providing new services to vulnerable
populations

Strengthening crisis prevention and

2:5 Prevent . . Y
Suicides the c_ommunlty and_our mnoyatlve initiatives that response
medical staff. Special focus | provide new and needed Acting early
on identifying those in need | mental health services to Developing the mental health
of intervention and treatmeni historically underserved workforce of the future
populations. Activating workplaces
2:2 Prevent | Bridge Back to Life Center, | Bridge Back to Life Center, Patients are scraed by doctors and
opioid and Inc. is fully accredited and | Inc. is Fully accredited and nurses at KMIC. Those in need
other New York State OASAS New York State OASAS ferred t the. roaram for assistand
substance Licensed, to operate chemic| Licensed, to operate chemica reterred ‘o prog
: (20) patients monthly have been
misuse/ dependency treatment dependencyreatment .
referred toneeded services
deaths programs. programs.
NYS Prevention Agenda 2019-2021 — Kingsbrook Jewish Medical Center
Priority: Promote a Healthy and Safe Environment
Goal Objective Interventions Family of Measures
Social Determinant & Domestic Violence
Primary care patients | Screening: HITS (Hurt, Insult, Threaten,
1:2 Reduce | with screerdetected Scream) module: Collects information re
violence by socialdeterminants conditions in a patient's environment tha] Screenings started in July
targeting were more likely to affect health and quality of life outcomes| 2019, collecting 2,900
prevention have depression, Also screens women of childbearing age responses from patients
programs diabetes and for intimate partner violence (IPV), such | screened for a variety of socii
particularly to | hypertension. Fill domestic violence (DV), and provides or| determinantsncluding
highest risk critical gaps in the refers women who screen paositive to domestic violence.
populations response and strength( intervention services. This
our accessibility to recommendation applies to women who
vulnerable populations| not have signs or symptoms of abuse.
NYS Prevention Agenda 2019-2021 — Kingsbrook Jewish Medical Center
Priority: Promote Healthy Women, Infants and Children
Goal Objective Interventions Family of Measures
Our modest GYN Health Screening & Diagnostic
. program includes an | Evaluations:
1.1: Increase us¢

of primary and
preventive health
care services by
women, with a
focus on women
of reproductive

age

and prenatal care.

Increase access to quality GYN

OB/GYN from our
partner institution
Brookdale Hospital
Medical Center and a
midwife on
Kingsbrook's main
campus. The midwife
takes on less comple

cases and refers the

APap Smear, Ul tr
and treatment of fibroids and cysts,
treatment of genital warts and
biopsies.

A Gylogea Minimally Invasive
Surgeries: Cryo therapy, Colposcopy
A Prenatal Care:
care, preconception pregnancy and
high risk pregnancy.
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1.2.2: Decrease the racial

complexonestothe |[A STD Screening
OB/GYN. Treatment).
A Family Plannin
counseling.
Health Screening & Diagnostic
Evaluations:
APap Smear, Ul tr

1.2.3: Increase use of
effective

and treatment of fibroids and cysts,
treatment of genital warts and
biopsies.

1.2 Reduce : I : . A | : |

Maternal disparity in maternal mortality contraceptives to G_y n ecol ogica

Mortality and rates (_ratlo of black_ maternal prevent unintended | Surgeries: Cryo #rapy, Colposcopy,

Morbidity mortal!ty rate to white maternal | pregnancy gnd _ Prena t a I Car e:

mortality rate) by 34% to 3.1. support optimal birth | care, preconception pregnancy and
spacing. high risk pregnancy.
A STD Screening
Treatment).
A Family Plannin
counseling.
NYS Prevention Agenda 2019-2021 — Kingsbrook Jewish Medical Center
Priority: Prevent Communicable Diseases
Goal Objective Interventions Family of Measures

2:1 Decrease

The program Quality objectives we
developed to align with National
HIV/AIDS Strategy to End HIV/
AIDS and the Epidemic by 2020.
The key to decrease community Hl
and prevent new transmission is by
HIV viral load suppression.

DESIGNATED AIDS
CENTER: Providing
needed services to mor¢
than 600 patients each
year, the Designated
Aids Center (located at

HIV Screening Program:

Jan 18- September 2018:

3326 HIV AG/AB, 4TH GEN tests
performed. January 20XAugust
2019:

:}l;/wmﬁlr\?my During the year 201788% dthe | Ki ngs br ik o o o MY dAG/AB’ 4TH GEN tests
HIV positive patients were virally | family health center P
cases) . . 82 out of 2727 (3%) of tests were
suppressed. Pierre Toussaint) offers REACTIVE.HIV viral load %
20167 As per NYC Dept of Health | a broad array of service L ) .
: ; suppression among patients in cal
2016 HIV Care Continuum for people with ,
o .. | June 2018: 85.3% (233/273)
Dashboard indicated that the 85% { HIV/AIDS and Hepatitis June 2019: 87% (335/385)
the HIV patients did achieve viral | C. P90
load suppression during that year.
CCB DETECTABLES
PROGRAM: The
Undetectables has sinct
grown into one of the
4:1 Increase most visible HIV public | January August 2019 Data:
tHe number of Supporting Ki ng d healthinterventions. 290 baseline viral loads recorded
ersons to 4th generation testing (egite With support from the | 253 viral load results were
Freated for testing for both HIV and Hepatitis ¢ New York City suppressed (020
HCV with results within one hour). Department of Health | 237 viral load results were

and Mental Hygiene
(DOHMH) and

Community Care of
Brooklyn (CCB), 13

communitybased health

"undetectal®" ( &D copies/ml).
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care organizations are
now serving nearly
2,000 individuals
through this program.

2:2 Increase
Viral
Suppression

Increase linkage and retention effo|
to ensure persons diagnosed with
HIV are connected to health care t(
maximize virus suppression so the)
remain healthy and prevent further
transmission

AMIDACARE LIVE
YOUR LIFE
UNDETECATBLE:
Provides patients who
are enrolled with Amida
Care with a financial
incentive for each
quarter (threamonth
period) of demonstrated
viral load suppression
(<200 copies/ml) along
with their participation
in supportive services
like case management (
other provider
recommended
medication adherence
support programs.

Undetectable members with
qualifying vira
are eligible to receive a $100 cred
on their AmidaCare card every
quarter.

2:1 Decrease
HIV morbidity
(new HIV
cases)

Increase linkage and retention effo|
to ensure persons diagnosed with
HIV are connected to health care t(
maximize virus suppression so the)
remain healthy and prevent further
transmission

VNSNY CHOICE
SelectHealth 2019 HIV
PCP Quarterly Quality
Program: The VNSNY
CHOICE SelectHealth
Program is only open to
People Living with
HIV/AIDS under the
VNSNY CHOICE
SelectHealtthealth plan

2018 VNSNY SelectHealth: 15
Members
2019 VNSNY SelectHealth: 22
Members

Partner Engagement

3. OBHS and its member hospitals will partner with community and-fsaged organizations

(CBOs and FBOs), other healthcare service providers in the community, elected officials

representing

OBHSO

service

areas,

Center, local City Council initiatives, the NYS DOH, community advisory boards/councils, and

other stakeholder processes already in plElcese include the regular meetings held by the

Brookdale Community Advisory Board, the Coalition to Transfortnénr f ai t h,

Community Leadership Council.

and

Ki

t hdonNYC DOH

n
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OBHS has a robust community outreach and engagement agenda across the hospital
system to ensure accountability and partnership opportunities with these community health
partners. For exampl e, Brookdal eds Coatmuni ty
the voice of the community is represented in
with departments across Brookdale to coordinate community meetings, health education fairs,
disease prevention and wellness events, youth initiatives, ancacthaties designed to seek
community input, disseminate health information about health issues and initiatives, and inform
the community about treatment and care options. Similarly, the Coalition to Transform Interfaith
convenes regularly to provideamonuni ty forum for updates on | nt
transformation and sponsor or publicize community health initiatMethese monthly and
regular meetings, Prevention Agenda progress and success will be reported on to enable further
community collaboradbn and also identifyingnid-course correctonsr enhancement s t

community health work

OBHS will continue to work with its partners in the Community Action and Advocacy
Work Group, which is convened by CCB and oversees the ongoing updates oBl&&R
activities that 1 mplement PAR recommendations
Prevention Agenda evidenbtased interventions, for example Interfaith working with CCB and
a local communitybased organization to create new hydroponic falhasrhay provide food

supports to families identified with food insecurity.

OBHS member hospitdgartners that can provide additional support for the evidence

based interventions selected include:

1 CCB- Asthma homebased selfmanagementTheUndetectable
1 NYS Quitline Smolers, bloodpressure monitoring

1 CDC Natioral Diabetes Prevention Program
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1 NYC DOHMH - Maternal Care Corettion Chronic Disease Program

1 NYC DOHMH - Health Action Center; Healthfirst InsurancBiabetes, other
care management

1 CAMBA Hedth Home- supportive services

1 Brownsville Recreation Centérsupportive srvices

1 AmidaCare’ The Live Your Undetectable Programmlp open to People Living
with HIV/AIDS under the AmidaCarkealth planThe program provides patients
who are enrolled with AndiaCare with a financial incentive of $100 for each
guarter (threemonth period) of demonstrated viral load suppression (<200
copies/ml) along with their participation in supportive services like case
management or other providesxcommended medication adéece supports.

1 VNSNY CHOICE SelectHealth this program is only open to peoplieihg with
HIV/AIDS under the VNSNY CHOICE SelectHealliealth planVNSNY
CHOICE recognizes and rewards HIV Primary Care Providers and Members who

have achieved sustainenial load suppression.

Dissemination Plan and Community Engagement

. The executive summary and full community serv

website and its member hospital websitestits://obhs.orghttp://www.brookdalehospital.org/

http://www.interfaithmedical.condndhttps://www.kingsbrook.orghisitors tothe websites will

be able to access, download, and print a hard copy of the CSP for free. A paper copy will be
available to the public without charge by contacting the Strategic Planning office at

OBHS/Interfaith, External Affairs at Brookdale; Public A f ai r s at Kingsbrook.
member hospitals will distribute the CSP to the communityhaa respective community

representative groups including but not limitedBa: ook dal eés Community Adv


https://obhs.org/
http://www.brookdalehospital.org/
http://www.interfaithmedical.com/
https://www.kingsbrook.org/
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Caalition to Transform Interfaitiand Kingsbo o k 6 s Communi ty dswaldser shi p

the Community Action and Advocacy Workgroup convened by Community Care of Brooklyn

In addition, the CSP will be disseminated to the relevant Community Planning Boards.
To ensure that internal stakeholdersas® aware of the commitments made in the CSP, OBHS
leadership will share the 20®21 priorities at senior staff and medical staff forums and Town

Hall meetings.



