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Dear Valued MHVC Network Partner,

It’s my pleasure to provide to you a closing package that 

includes a series of highlights, impacts and reflections on the 

success of the MHVC network and the state’s DSRIP program. 

As you will see, this is just a subset of all of the amazing work 

done over the last five years. The attached represents work 

that was captured in poster sessions presented regionally, state 

wide, nationally and internationally.

I want to start with a thank you. None of this would have been possible without the 

partnership and commitment of the providers and organizations that joined the MHVC 

network. MHVC partners led by example, making time and resources available to advance 

the vision of DSRIP. 

At the heart of our network was a drive to break down silos, give room for innovation 

and leave a sustainable path forward for care in our region. Working together we’ve 

accomplished those goals. We’ve improved the care continuum, making social needs and 

greater access critical components of better health. We’ve put patients and providers at the 

center of care, asking “What Matter’s to You?” as a central tenet of patient and provider 

experience. And we’ve strengthened the health care workforce through training for 

emerging roles and continuing education. Finally, through training, quality improvement, 

and relationship building we have put organizations on the path towards value based 

arrangements that promote network interoperability and reward organizations for better 

health, better care and lower costs.

DSRIP was a grand policy experiment that will be sustained through innovation and a 

research roadmap that measures impact and ability to scale. In the coming pages you will 

see a story of making that experiment an important reality for the Hudson Valley. Together 

we achieved more than we ever could have hoped. I thank each of you for taking this 

journey with us and look forward to continuing this important work with you in the years 

to come.

 

Allison McGuire, MPH

Executive Director, MHVC
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Who We Are

Montefiore, renowned for its long-standing commitment to 

community-based healthcare, has led a group of nearly 250 

healthcare providers, community-based organizations, local 

government officials and more, from across Westchester, 

Rockland, Orange, Sullivan, Dutchess, Ulster and Putnam 

counties, to form the Montefiore Hudson Valley Collaborative 

(MHVC). Working together, we have championed new models 

of providing over 200,000 Medicaid beneficiaries with higher 

quality care, while reducing expenditures through enhanced 

coordination, community-focused care and education.

Our Guiding Vision

• A more integrated delivery system, better able to take on risk 
and deliver value

• A more sustainable delivery system, care delivered locally and 
in the right care setting

• A more patient-centered delivery system, with expanded 
access to services tailored to the unique needs of our patients 
and communities
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Rapid Cycle Improvement 
in “Action”: Community 
Partnerships Addressing 
Social Determinants 
Reduces ED Utilization

Plan-Do-Study-Action(PDSA) 

strategy provided the tools and 

momentum needed to develop a 

system of care that better meets 

patient needs.

Background
• Two MHVC safety-net hospitals participated in the NYS DSRIP 

8-month rapid-cycle improvement collaborative, also known as the 
Medicaid Accelerated Exchange (MAX)

Goal
• Reduce hospital and ED-utilization through intensive care 

coordination and community based linkages 

Strategy
• Utilized rapid cycle change processes to design, test and guide 

implementation of targeted interventions for an identified cohort of 
patients who met super-utilization criteria

• Project team successfully modified workflows to be more patient-
centric and attuned to SDH driving patient ED utilization and 
hospital admissions

• Strategically partnered with community stakeholders able to address 
the social determinants of health drivers of utilization for each 
unique patient cohort

Outcomes
Unmet needs identified and addressed

• St. Joseph’s Hospital partnered with local provider to provide flexible 
scheduling for urgent dialysis

• Montefiore St. Luke’s Cornwall Hospital identified food insecurity 
as a driver of ED super utilization. They partnered with a local food 
bank to integrate a food pantry at the hospital

St. Joseph’s Hospital

Montefiore St. Luke’s Cornwall Hospital

Rapid Cycle Improvement in “Action”: Community Partnerships Addressing Social 
Determinants Reduces ED-Utilization 

Damara Gutnick, MD1; Natalee Hill, MPA1; Emily Thorsen, MPH1; Lisa Hanaran DNP, RN2; Kathleen Sheehan BSN3

1Montefiore Hudson Valley Collaborative; St. Luke’s Cornwall; 2 St. Joseph’s Medical Center3

Damara Gutnick, MD
MHVC

dgutnick@montefiroe.org

Background: Two safety-net hospitals participated in a NYS 
DSRIP 8- month rapid-cycle improvement collaborative. 
Super-utilizer (SU) patient cohorts were identified (89-
patients at St. Luke’s Cornwall,125-patients at St. Joseph’s 
Medical Center). Each patient was assigned a care 
management “quarterback”. “Action” teams engaged diverse 
community partners to design and implement targeted 
interventions to address social determinants of health (SDH) 
and medical needs. 
Aim: To reduce hospital and ED-utilization through intensive 
care management and community based linkages. 
Actions Taken: Key drivers impacting ED-utilization and 
readmissions (food-insecurity and timely dialysis access), 
were addressed through collaborative partnerships with a 
local food bank and dialysis center. Implementation of new 
workflows facilitated appropriate diversion of SU patients to a 
newly established on-site food pantry or a community 
dialysis center when urgent dialysis was available when 
indicated. 
Results: An intensive care management intervention and 
food bank partnership reduced ED-utilization by 33% for a 
SU cohort (89 patients). Implementation of new workflows 
enabled appropriate patients to be diverted to community-
based dialysis programs for urgent care resulting in fewer 
admissions and a 20% reduction in ED- utilization for a 125-
patient SU cohort. 

Abstract

Introduction

The Medicaid Accelerated Exchange (MAX) Series Program 
is an 8-month learning collaborative, modeled after the IHI 
Breakthrough series. Aligned with the NYS DSRIP goal of 
reducing ambulatory care sensitive readmissions and ED 
visits by 25%, multidisciplinary MAX “Action” teams, 
including internal stakeholders and community partners, use 
rapid cycle change processes to design, test and guide 
implementation of targeted interventions for an identified 
cohort of super-utilizer patients. The Series is organized into 
a preparation/assessment phase and three full day 
workshops with 8-week “action” periods between them. 
“Action” teams, guided by an expert facilitator who holds 
them to task, meet weekly to assess progress on Action 
Plans and determine next steps. Utilization data is collected 
and monitored.  Two Montefiore Hudson Valley Collaborative 
“Action” Teams participated in the MAX Series: St. Luke’s 
Cornwall Hospital and St. Joseph’s Medical Center. The St. 
Luke’s team focused on high utilizers in the ED and St. 
Joseph’s on inpatient admissions. 

St. Joseph’s Medical Center

At the conclusion of the series a focus group was conducted 
with MAX team participants to evoke their perception of the 
benefits of participation for the team and the patients they 
serve.  

Methods and Materials

The MAX Series Program created institutional changes that 
improved processes and fostered collaboration across the 
hospitals. The “Action” teams, comprised of individuals from 
varying departments, successfully modified workflows to be 
more patient-centric and attuned to the SDH driving patient ED 
utilization and hospital admissions. The “Action” teams then 
partnered with diverse community stakeholders that impact 
key SDH needs identified among the SU population. 

St. Joseph’s Medical Center, identifying an unmet need for 
timely dialysis appointments, partnered with a local provider 
that could offer flexible scheduling for urgent dialysis. 
Conversely, St. Luke’s Cornwall Hospital found that many 
individuals were coming to the ED for food; in response, they 
partnered with a local food bank to offer meals just outside the 
ED entrance.  

The “Action” teams used a rapid cycle improvement strategy, 
called Plan-Do-Study-Act (PDSA), to implement and refine 
their MAX Series Programs. The PDSA strategy gave the 
“Action” teams the tools and momentum needed to develop a 
system of care that better meets the needs of their patients. 

While DSRIP is a 5-year initiative, the ultimate goal is to bring 
providers and the community together to create a high quality 
and financially sustainable, integrated healthcare delivery 
system that will keep our communities healthy well into the 
future.

Discussion

The PDSA strategy used to drive the MAX Series Program 
implementation was effective in engaging staff to redefine 
how care is delivered to improve outcomes for the SU 
population. Breaking down siloes, both within the hospitals as 
well as between the hospitals and their communities, sets the 
foundation for future innovative collaboration necessary for a 
value-based healthcare system. 

Conclusions

In April 2014, the Center for Medicare and Medicaid Services 
(CMS) granted New York State an $8 billion dollar Medicaid 
waiver called the Delivery System Reform Incentive Payment 
(DSRIP) Program. DSRIP’s goal is to fundamentally 
restructure the payment and delivery of New Yorks State’s 
Medicaid healthcare system, and to ultimately achieve a 25% 
reduction in avoidable hospital admissions and Emergency 
Department (ED) utilization through the development of a 
culturally competent, patient centered integrated delivery 
system. 

The Montefiore Hudson Valley Collaborative (MHVC) is 
one of 25 Performing Provider Systems in New York State 
guiding healthcare transformation through the NYS DSRIP 
Program. MHVC spans seven Hudson Valley counties: 
Westchester, Rockland, Orange, Sullivan, Dutchess, Ulster, 
and Putnam, and our partners include more than 250 
organizations (more than 1,000 entities) representing the full 
care continuum (hospitals, FQHCs, BH and SU, Community 
Based Organizations and local county health departments.)

Workflow

Results
St. Joseph’s Hospital St. Luke’s Cornwall

St. Luke’s Cornwall 

20%
ED utilization

33%
ED utilization 

88%
ED Admissions

280%
Engagement  

with Care 
Coordination Team

https://montefiorehvc.org/wp-content/uploads/2020/02/IHI-FINAL-Poster-48-X-48-4317-DG_ET-LG-NH-0405-2017.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/IHI-FINAL-Poster-48-X-48-4317-DG_ET-LG-NH-0405-2017.pdf
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Stopping the Revolving 
Door: Advancing 
Community Paramedicine 
to Engage High Utilizers

Innovative program resulted in 

measurable cost savings for the 

hospital, as well as benefits to 

patients, providers and paramedics.

Background
• In an effort to reduce unnecessary hospital and ED utilization, a 

unique partnership between Rockland Paramedic Services, Inc. 
and Montefiore Nyack Hospital yielded an innovative “Community 
Paramedicine Program” designed to provide “gap filling” services in 
patients’ homes

Goal
• Reduce unnecessary readmissions and costs of care, and improve 

patient and provider experience (IHI Quadruple Aim) by providing 
“gap filling” services to individuals who were at high risk for 
hospital readmission

Strategy
• Care managers and ED care navigators at Montefiore Nyack Hospital 

identified patients who met criteria for, or were high risk for “ED 
super-utilization” 

• Field based community paramedics visited patients at home and 
conducted home based assessments, which included SDH stressors 
and drivers of utilization

• A focus group comprised of staff involved in the program was 
conducted to understand the program’s impact on provider 
experience

Outcomes
Results Translated into Measurable Cost Savings

Two patient cohorts were targeted for the Community Paramedicine intervention.

RESULTS

Hospitals face scrutiny from payers and governmental 
oversight bodies for unnecessary ED visits and 
readmissions within 30-days of discharge.  In an effort to 
reduce unnecessary hospital and ED utilization, a 
unique partnership between Rockland Paramedic 
Services, Inc. (RPS) and Montefiore Nyack Hospital 
yielded an innovative “Community Paramedicine 
Program (RPS-CPP)” designed to provide “gap filling” 
services in patients’ homes. The pilot project, supported 
by an innovation fund grant from the Montefiore Hudson 
Valley Collaborative, provides personalized goal-directed 
services that address underlying drivers of unnecessary 
healthcare utilization.  These drivers include poorly 
controlled chronic disease, social determinants of health 
needs, substance use and co-morbid behavioral health 
issues, and chronic health conditions (COPD, CHF, 
acute MI and asthma.) 

BACKGROUND

The Community Paramedicine pilot program has had a significant impact on ED utilization at Montefiore Nyack Hospital. Outcomes included: (1) A 24% reduction in ED utilization for cohort # 1 (original cohort 
of 233 “super utilizer” patients identified in 2016, 92% visited the ED in 2017 and only 68% visited the ED in 2018.) (2) A 52% decrease in the overall number of ED visits for patients in Cohort #1 (2028 visits in 
2017, 1074 visits in 2018. (3) A 66% decrease in hospital admissions for Cohort #1 (373 in 2017, 245 admissions in 2018) and (4) A 61% decrease in multiple visits/day (89 same day repeat visits in 2017, 55 
same day repeat visits in 2018). A patient story makes the benefits of the program clear: 

This impact directly translates into measurable cost savings for the hospital. For example, because the hospital is not paid for multiple visits in a single day, losses due to write-offs for multiple ED visits in the 
same day have decreased from $31,150 (average $350 loss/visit based, 89 repeat visits in 2017) down to $19,250 (average $350 loss/visit based, 55 repeat visits in 2018). In addition to the decrease in write 
offs, because people’s needs are met without the ED, the pilot has had a systemic impact, in effect eliminating future high utilizers (Graph #2). A full ROI analysis is underway. 

Case managers and ED care navigators at Montefiore Nyack Hospital identified 
patients who met ED “super utilizer,” or “high risk for readmission” criteria, and invited 
them to participate in the Community Paramedicine program.  Once enrolled, field 
based community paramedics, supervised by mid level providers in the Nyack ED, 
visited the patients at home. “Twiage” technology was utilized to share patient health 
indicators and assessments with supervising providers.
Home based assessments conducted during the first in-home visit included SDH 
stressors and drivers of utilization including comorbid substance use and/or behavioral 
health issues. Paramedics and care navigators asked each patient “what matters to 
you?,”  listened carefully to what each person shared, and incorporated what they 
learned into personalized care plans. In the field, patients were examined, vital signs 
monitored, health education and self management support provided, and medications 
adjusted. The paramedics provided navigation within the primary care system with an  
emphasis on improved health, suggested strategies to prevent unnecessary ED 
utilization, and hospital readmission and often identified creative solutions to address 
the social determinants of health needs of the patients.
A focus group comprised of staff involved in the program was conducted to understand 
the program’s impact on provider experience

TARGET POPULATION

Stopping the Revolving Door: 
Advancing Community Paramedicine to Engage High Utilizers

Raymond Florida MPH1, Timothy P. Egan EMT-P1, Alice Cronin RN2, Damara Gutnick MD3, Allison McGuire MPH3, Kristin Woodlock RN3

1Rockland Paramedic Services, Inc., 2Montefiore Nyack Hospital, 3Montefiore Hudson Valley Collaborative                                                  

AIM

Hospital 
identifies eligible 
patient cohorts

Patients invited to  
participate in 
Paramedicine 

Program

Care Navigator 
Arranges 

Community 
Paramedic Home 

Visit

Paramedic Home 
Visit

Identify drivers of 
utilization & SDH

Paramedics utlize
TwiageTM

Technology 
(telemedicine) to 
communicate and 
coordinate with 

Care Team

Linkages to CBOs 
to address SDH 

needs

This innovation project aimed to 
reduce unnecessary readmissions 
and costs of care, and improve 
patient and provider experience 
(IHI Quadruple Aim) by providing 
“gap filling” services to individuals 
who, for medical, social and/or 
behavioral health reasons, over-utilize emergency 
departments, or are at high risk for hospital readmission.

INTERVENTION

Cohort #1 Cohort #2
“Super-Utilizers” of the Montefiore Nyack 

Hospital Emergency Department*
(233 patients with > 10 visits/year in 2016)

Recent Hospital Discharges (with Chronic 
Conditions) at “High Risk” for Readmission*

Graph #1: ED visit rates declined as a result of 
proactive home based patient engagement by 
paramedics  within 24 hours of discharge.

Graph #2:  Rates of “new” patients meeting criteria for 
“super utilization” (>10 visits/year) dramatically declined 
as a result of early engagement of patients at high risk for 
unnecessary utilization 

Graph #3: Proactive engagement  of cohort 
patients yielded decrease in patients with multiple 
visits per day (38.8% reduction)

Program  Care Team: Focus Group Themes
Program Impact on Providers:
• “Before. . .it was disheartening to see patients come back into ER. . . The Revolving door is frustrating”
• “Before, you felt you lacked the ability to make a difference. Now we see that we make a difference”

• “We have more information when treating patients because we have seen their home environment”

• ”As a paramedic I feel more “productive” (before I could only transport)”

Benefits to Providers and Paramedics
• “Reassurance to self. . . You can go home and sleep at night”

• “We’ve taken ownership”

• Found out about community resources they hadn’t known were out there

• “Feel like you’re making a difference”

• JOY in WORK – “ We like working. We just don’t like spinning our wheels”

On Patient Experience:
• “Patients now have a support system—they know they’re not alone.”

• Comfort—. . .”their environment, see the same provider multiple times”
• When they see the provider in the ED:  “you’re not starting from the beginning; you’re starting from 

the middle”. . . The program supports “relationship building . . .(Patients) begin to trust the provider” 

• No rush: “they understand that you’re paying full attention to them. . . .

Table #1: A focus group (n=15) comprised of 7 paramedics, 3 advanced practice nurses, 1 ED physician, 3 PA’s 
and 1 social worker involved in the program, was conducted to understand the programs impact on provider 
experience and “Joy in Work”.  Quotes and Focus Group Themes are included in the table below:

CONCLUSIONS

Graph #4:: Estimated hospital cost savings resulting 
from decreased repeat same day ED visits

A focus group with program team members captured qualitative data demonstrating impact of the program on staff Joy in Work.
Team members verbalized that “this program helps not only the patients, but also the providers and paramedics.” They described the frustration of seeing the same people in the ED over and over again (“there was a visceral 

feeling of failure”). After implementing this program, they “saw that they made a difference” which gives them “reassurance. I can go home and sleep at night.”

24%
in ED  

utilization

52%
overall # of  

ED visits

hospital  
admissions

66%
multiple  
visits/day

61%
  Stopping the Revolving Door

https://montefiorehvc.org/wp-content/uploads/2020/02/Stopping-the-Revolving-Door.pdf
http://montefiorehvc.org/wp-content/uploads/2020/02/Stopping-the-Revolving-Door.pdf
https://vimeo.com/391047498
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Driving Member 
Outcomes: Community 
of Care Creates post 
discharge Care Transition 
Workflow for Behavioral 
Health Patients

Key lesson learned: A streamlined 

process, clear roles and 

responsibilities, teamwork and 

accountability are foundational 

elements to effectivley transition 

patients into the community.

Background
• Rockland County partners acknowledged a need to work together 

to ensure the most effective use of community resources. What 
began as a series of speed dating sessions, grew into a quarterly 
engagement cadence called the Community of Care (CoC) 
encompassing Montefiore Hudson Valley Collaborative (MHVC) 
contracted partners in Rockland County

• Guided by data highlighting performance gaps, the Rockland 
CoC committed to address access to mental health treatment and 
performance on the DSRIP/HEDIS follow-up after a mental health 
hospitalization measures 

Goal
• Improve performance on Follow-up after Hospitalization for Mental 

Illness (30 Days) and (7 Days) HEDIS measures 

Strategy
• Rapid cycle improvement project team comprised of workflow 

stakeholders, including hospital staff, Health Home and Care 
Management Agency representatives

• Committed to targeted opportunities for streamlining post-
discharge workflow to connect members to eligible services and 
ensure continuity of care

• Process measures identified for tracking progress and success post 
implementation 

Outcomes
• Key lesson learned – multiple “helpers” reaching out to engage the 

hospitalized patients is overwhelming from patient’s perspective 

• Team developed and committed to an efficient and effective 
“community” workflow to streamline the post-discharge follow-
up process to connect members to eligible services and ensure 
continuity of care

 1 

  
  
  

  
  

DDrriivviinngg  MMeemmbbeerr  OOuuttccoommeess;;  CCoommmmuunniittyy  ooff  CCaarree  CCrreeaatteess  ppoosstt  ddiisscchhaarrggee  CCaarree  TTrraannssiittiioonn  
WWoorrkkffllooww  ffoorr  BBeehhaavviioorraall  HHeeaalltthh  PPaattiieennttss    
Kristin Woodlock RN, Natalee Hill MPA, Manav Surti MBA  
Woodlock & Associates, Rockland County Department of MH, MHA Rockland, HRH Care, MHA Westchester, HVCC, Nyack Hospital, Cornerstone, Jawonio, Rockland 
Psychiatric Center, HVCS 

 

There was a key lesson learned in this process: Multiple 
“helpers” reaching out with good intentions to engage the 

member who is hospitalized is overwhelming from the 
member’s perspective. Our lack of a streamlined process, 

clear roles, and teamwork and accountability leads to an in-
effective care transition process. 

KKeeyy  DDiissccoovveerryy    

BBaacckkggrroouunndd  

A Community of Care (CoC) has been created encompassing Montefiore Hudson Valley Collaborative contracted partners in Rockland County.  The CoC is intended to be a venue for partner en-
gagement and collective performance improvement.  Guided by data highlighting performance gaps, the Rockland CoC voiced a shared concern and commitment to address access to mental 
health treatment and performance on the DSRIP/HEDIS follow-up after a mental health inpatient hospitalization with outpatient mental health treatment. 

*Data Source:  New York State Salient Interactive Miner ; Data represents percentage of members who had a follow-up visit within the recommended timeframe and with an appropriate provider 

https://montefiorehvc.org/wp-content/uploads/2020/02/Driving-Member-Outcomes-Post-Discharge.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/Driving-Member-Outcomes-Post-Discharge.pdf
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Controlling Hypertension 
Through Planned 
Interventions

MHVC incentivized partners to 

engage in a Hypertension project, 

reducing rates of hypertension 

patients with uncontrolled blood 

pressure.

Background
• Uncontrolled hypertension rates are notoriously challenging to curb

• Lack of dedicated staff and financial resources make it difficult for 
provider to consistently monitor and educate patients diagnosed 
with hypertension

Goal
• Support MHVC partners in developing a framework to improve 

blood pressure control in hypertension patients 

Strategy
• Standardized process for outreach to engage at risk patients; include 

interventions ensuring patients receive concentrated attention to 
help manage their BP, e.g. pre-visit planning, alerts, and chart audits

• Standardized patient visit workflow and outline steps that clinicians 
should follow during visit

• Educated patients to manage their BP; provided self-management 
tools, educational materials and referrals to health/nutrition 
educators

Outcomes
Cornerstone’s goal was to reduce the rate of uncontrolled patients by 
30% over the course of the project, however the team achieved this 
goal by the end of month two – and by the end of project, achieved a 
remarkable 57% reduction

Opportunity for Collaboration
We can share materials and provide guidance on our 
project framework for improving hypertension control in 
the clinical setting.

@MontefioreNYC

Controlling Hypertension 
Through Planned 
Interventions

Outcomes
At the onset of the HTN project, Cornerstone’s goal was to reduce the 
rate of uncontrolled patients by 30% (27 patients) over the course of the 
project (January 2019 – June 2019). However, the team achieved this goal 
by the end of month two (February 2019). Based on their final cohort 
report, the data showed that the team had achieved an astonishing 57% 
reduction in the rate of patients with uncontrolled blood pressure. This 
outcome translates to 51 out of the cohort of 90 patients with blood 
pressure that is now under control.

Successes
• A Hypertension Registry was built to track patients with hypertension
• A dedicated resource was used to outreach patients and assist with 

continuity of care  
• Medicaid patients with hypertension were empowered to manage 

their blood pressure using education and tools such as take-home BP 
monitors and BP logs 

• Medicaid patients with hypertension were connected to community 
resources such as educators and nutritionists 

Challenges or Lessons Learned
• Patients appreciate playing an active role in managing their chronic 

condition(s) and take pride in improved outcomes  
• Patient compliance with keeping appointments and following medical 

advice continues to be a big challenge 
• Sharing patient success stories is a good strategy to engage and 

motivate patients

Impacted Communities and Populations
The Hypertension project specifically targeted Medicaid patients 
between the ages of 18 – 64 with a hypertension diagnosis and a visit 
with a primary care provider between July 2018 – December 2018.  

Organization Overview
Montefiore Medical Center is renowned for its long-standing 
commitment to provide high-quality care to all. Montefiore’s unique 
care delivery model combines innovation, dedication, and collaboration 
with academic and community partnerships. As part of the Montefiore 
Health System, Montefiore Hudson Valley Collaborative (MHVC) is 
charged with leading a group of nearly 250 healthcare providers, 
community-based organizations, local government officials and more, 
from across Westchester, Rockland, Orange, Sullivan, Dutchess, Ulster 
and Putnam counties to fulfill our overarching mission to heal, to teach, 
to discover and advance the health of the communities we serve. 

Operationalizing Our Program
A comprehensive Hypertension Program starts with identifying patients at 
risk for or with hypertension using a patient registry. Next, a standardized 
process for outreach is recommended to engage patients. At Cornerstone, 
these fundamental steps enable interventions such as pre-visit planning, 
alerts, and chart audits to ensure that patients received concentrated 
attention to help manage their BP. 

Another critical component is a standardized patient visit flow. 
Cornerstone created a workflow to outline the steps that clinicians should 
follow during a patient’s hypertension visit including appropriate 
interventions. Cornerstone trained clinicians in best practices in monitoring 
and treating hypertension and ensured that they had the necessary tools 
to do their job.          

Lastly, it is essential to educate patients to manage their BP and hold them 
accountable. Cornerstone provided educational materials and referred 
patients to health/nutrition educators. Patients were given self-
management tools such as BP monitors and logs to track their progress at 
home. 

It should be mentioned here that innovative and strategic partnerships 
with CBOs and MCOs should be explored to help shore up care and 
resource gaps. Cornerstone partnered with Shoprite grocery stores to refer 
patients to Shoprite nutritionists and is exploring similar opportunities with 
CHCANYS, YMCA, and AHA.

Natalee Hill, MPA CPHQ
Montefiore Hudson Valley Collaborative

Roselle Delos Santos-Little, RN, PCMH-CEC
Cornerstone Family Healthcare

Program Overview
Uncontrolled hypertension rates are notoriously challenging to curb. 
Lack of dedicated staff and financial resources make it difficult for 
providers to consistently monitor and educate hypertension patients 
and provide them with the tools to keep their blood pressure under 
control.    

In early 2019, MHVC incentivized five partners to design a 
Hypertension project to build the foundation to reduce rates of 
hypertension patients with uncontrolled blood pressure (≥140/90). 
This poster will capture how one partner, Cornerstone Family 
Healthcare, used innovative solutions to overcome common barriers 
and in six months, achieved a remarkable 57% reduction in 
uncontrolled blood pressure rates in a cohort of 90 hypertension 
patients. 

Visit us at montefiorehvc.org

@CornerstoneFH Visit us at cornerstonefamilyhealthcenter.org
bit.ly/TPONYCSummit

2 months

end of project

Hypertension 

Rate Reductions 

Achieved

2019 DSRIP LEARNING 
SYMPOSIUM POSTER 
AWARD

https://montefiorehvc.org/wp-content/uploads/2020/02/Controlling-Hypertension-thru-Planned-Interventions.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/Controlling-Hypertension-thru-Planned-Interventions.pdf
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The Evolution of the 
Montefiore Hudson 
Valley Collaborative 
Research Roadmap

Collaborative journey brings 

“Research Roadmap” to life.

Background
• In June of 2017, researchers from Montefiore Medical Center 

and Albert Einstein College of Medicine were convened by the 
Montefiore Hudson Valley Collaborative (MHVC) leadership to co-
design a research strategy for MHVC

Goal
• Collaboratively develop research strategies and capacity for the 

Hudson Valley, leveraging Einstein’s extensive research experience, 
and MHVC’s strong Hudson Valley partnerships 

Strategy
• Created a forum for collaboration between key Montefiore 

stakeholders to maximize research opportunities and community 
engagement 

• Focused on stakeholder engagement, strategy development, 
planning and project implementation

Outcomes
Resulting Research Roadmap Projects

Case Studies

Background

To collaboratively develop research strategies and capacity for the 

Hudson Valley that leveraged Montefiore Health System’s (MHS) 

including Albert Einstein College of Medicine’s extensive research 

infrastructure and experience, as well as the strong MHVC DSRIP 

partnerships that were emerging in the Hudson Valley. 

Mission Statement: To create a forum for robust collaboration 
between key Montefiore stakeholders to maximize research 
opportunities and community engagement aligned with 
Montefiore Health System’s priorities

Results

The Evolution of the Montefiore Hudson Valley Collaborative 
Research Roadmap

Damara Gutnick, MD1, Bruce Rapkin PhD2, Diane McKee MD2,3, Paul Meisner MPH3, Rosy Chhabra PsyD2,3, Julia 
Arnsten MD2,3, Laurie Bauman PhD2,3, Danny Childs2, Amanda Parsons MD3, Nicole Hollingsworth EdD3, Kathleen 

McAuliff PhD2, Joan Chaya MA1, Marlene Ripa1,  Allison McGuire MPH1

Planning Process

1Montefiore Hudson Valley Collaborative, Yonkers, NY, 2Albert Einstein College of  Medicine, 3Montefiore Medical Center

Current State Assessment

In June 2017, researchers from the Montefiore Medical Center and  

Albert Einstein College of Medicine were convened by the 

Montefiore Hudson Valley Collaborative (MHVC) leadership to 

initiate a research strategy for MHVC.  This poster describes our 

“Research Roadmap” journey with focus on stakeholder 

engagement, strategy development, planning and project 

implementation that made the Roadmap come to life.

Dimensions for evaluating research opportunities included: Relevance to MHVC Mission, 

Origination, Scope, Complexity, Patients Concerns, Resource Issues, Political Considerations

Participants were asked to consider:
• What questions does each vignette raise for you about resources, mission, and priorities?

• What are the pros and cons of conducting each of these different studies at MHVC?

• In order to implement a given study, what would MHVC need to have in place?

Research Roadmap Case Example: Community- Based Participatory Research Opioid Grant
• A Columbia University researcher, applying for a Federal NIDA Opioid grant, contacted MHV 

for assistance engaging MHVC partners.  The grant will target 15 counties in NYS with the 

highest Opioid related death rates.  Five MHVC counties met eligibility requirements.

• The MHVC medical director was able to leverage DSRIP partnerships to garner letters of 

support for the proposal from MHVC partners in our five counties.

• Dr. Rapkin was engaged to write the Community Engagement section of the grant

• Additional Einstein and MHS faculty were engaged as investigators for their expertise in OUD.

• Relationships with  medical directors at other Performing Provider Systems were leveraged 

to engage LGUS, FQHCs and SU and BH providers in the remaining 10 NYS counties.

The following Einstein & MHS Departments were engaged:
Community & Population Health

Medicine

Family & Social Medicine

Psychiatry & Social Science      

Epidemiology & Population Health

Pediatrics

Medical Student Research Fellow

Stakeholder Engagement

Goal

Innovation Fund  
Pilot Projects

TA provided by Einstein 
Researchers on a Project 

Evaluation Strategy

Community Needs 
Assessment

Collaboration with 
HealthlinkNY, Siena College, 

LGUs and MHVC Partner 
Hospitals

MPH Intern & 
Capstone Placements
Collaboration with Local 
Colleges & Universities 

(Sarah Lawrence, NYMC)

Albert Einstein NCI 
Cancer Center

Community Outreach & 
Engagement Initiative

Community  
Health Surveys

Administered at Yonkers 
Public Library

Information  
Outpost Strategy

Collaboration with 
Feeding Westchester, YPL, 
other CBO’s and St. John’s

“What Matters  
to You?” 

Impact on Patient 
Experience & HEDIS 

Measures

Cultural Competency 
& Health Literacy 

(CCHL)
Provider & Staff Capacity 

Survey & Reports

“Joy in Work  
& Burnout”

Provider Assessments

PGY4 Public Health 
Research Fellowship

(Collaboration with 
Department of Family 

Medicine)

RWJ Grant Proposal
(Communities of Care)

NIDA Opiods Grant
(Collaboration with 

Columbia)  
5 Hudson Valley Counties 

MHVC Partners LOS

https://montefiorehvc.org/wp-content/uploads/2020/02/MHVC-Research-Roadmap-Poster.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/MHVC-Research-Roadmap-Poster.pdf
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Recovery Coaches 
Building the Bridge for 
Care Transition: Keeping 
Patients Engaged in 
Outpatient Care

MHVC provided innovation funding 

for a novel pilot project that 

integrated Recovery Coaches into 

the care team of Arms Acres.

Background
• At Arms Acres, a New York State licensed provider of inpatient and 

outpatient substance use treatment services, only 47% of patients 
discharged from inpatient substance use treatment attended their 
first follow-up outpatient treatment visits. In many cases, this 
number was achieved due to staff driving patients to their first visit

Goal
• Improve 7 and 30 day follow-up after hospitalization HEDIS metrics 

by integrating a Recovery Coach into the multidisciplinary care team

Strategy
• Identified patients at high risk for recidivism and paired them with a 

Peer Recovery Coach 

• Recovery Coaches met with patients to collaboratively develop 
recovery goals and assist with necessary linkages to harm reduction, 
support groups, family support and education

• Peer Recovery Coaches accompanied patients to their first outpatient 
appointment and self-help meeting if needed.

Outcomes

Background

Intervention

To	  improve	  7	  and	  30-‐day	  follow-‐up	  HEDIS	  metrics	  (follow-‐up	  care	  after	  
discharge	  to	  improve	  transitions	  of	  care	  between	  inpatient	  and	  outpatient	  
substance	  use	  treatment)	  by	  adding	  a	  Recovery	  Coach	  to	  the	  
multidisciplinary	  team	  and	  testing	  changes	  utilizing	  rapid	  cycle	  
improvement	  methodology.

Utilization	  of	  Recovery	  Coaches	  to	  support	  transitions	  of	  care	  for	  patients	  with	  addiction	  led	  to	  higher	  routine	  discharge	  rates,	  improved	  transitions	  to	  outpatient	  care,	  and	  
decreased	  readmission	  rates.	  It	  is	  important	  to	  note	  a	  limitation	  of	  the	  data	  that	  may	  explain	  why	  the	  group	  without	  Recovery Coaches	  also	  demonstrated	  slight	  
improvement	  in	  first	  visit	  follow-‐up	  rates.	  First,	  outpatient	  visits	  for	  the	  group	  without	  Recovery	  Coaches	  included	  medical,	  behavioral	  and	  substance	  use	  follow	  up	  
appointments,	  whereas	  only	  substance	  use	  follow	  up	  appointments	  were	  captured	  in	  the	  measure	  for	  the	  group	  with	  Recovery	  coaches.	  In	  addition,	  providers	  selected	  
patients	  at	  highest	  risk	  of	  recidivism	  for	  the	  intervention	  group	  (Recovery	  Coach),	  thereby	  removing	  the	  most	  non-‐adherent	  patients	  from	  the	  group	  without	  Recovery	  
Coaches.	  
Overall,	  the	  Recovery	  Coach	  intervention	  improved	  patient	  engagement	  in	  care	  leading	  to	  positive	  outcomes	  for	  the	  patients	  themselves.	  It	  also	  has	  clear	  implications	  for	  
the	  reduction	  of	  downstream	  healthcare	  costs.	  We	  estimate	  that	  the	  innovation	  program	  prevented	  approximately	  63	  ED	  visits	  and	  315	  inpatient	  days	  in	  the	  first	  year,	  with	  an	  
ROI	  of	  over	  $225,000.	  	  Next	  steps	  include	  continuing	  to	  collect	  and	  analyze	  data	  on	  ROI,	  and	  considering	  the	  various	  settings	  in	  which	  the	  use	  of	  Peers could	  be	  spread.	  	  

Results

Conclusions	  and	  Discussion

Deaths related	  to	  opioid	  overdoses	  continue	  to	  rise	  in	  New	  York	  State,	  
increasing	  to	  2,185	  in	  2015	  (NYS	  DOH,	  2017),	  and	  evidence	  has	  
demonstrated	  that	  integration	  of	  Recovery	  Coaches	  into	  the	  care	  team	  
facilitates	  more	  effective	  transitions	  between	  inpatient	  and	  outpatient	  
care	  (Tracy	  2011).
At	  Arms	  Acres,	  a	  New	  York	  State	  licensed	  provider	  of	  inpatient	  and	  
outpatient	  substance	  use	  treatment	  services,	  only	  47%	  of	  patients	  
discharged	  from	  inpatient	  substance	  use	  treatment	  actually	  attended	  
their	  first	  follow-‐up	  outpatient	  treatment	  visit. In	  many	  cases,	  this	  number	  
was	  achieved	  due	  to	  staff	  driving	  patients	  to	  their	  first	  visit.
With	  a	  goal	  of	  improving	  transitions	  of	  care	  between	  inpatient	  and	  
outpatient	  treatment,	  the	  Montefiore	  Hudson	  Valley	  Collaborative-‐ one	  of	  
25	  Performing	  Provider	  Systems	  (PPS)	  participating	  in	  the	  New	  York	  State	  
Delivery	  System	  Redesign	  Incentive	  Payment	  (DSRIP)	  program-‐ provided	  
innovation	  funding	  for	  a	  novel	  pilot	  project	  that	  integrated	  Recovery	  
Coaches	  into	  the	  care	  team	  at	  Arms	  Acres.

Recovery	  Coaches	  Building	  the	  Bridge	  for	  Care	  Transition:
Keeping	  Patients	  Engaged	  in	  Outpatient	  Care

Eric	  D’Entrone1,	  Tammy	  Bender1,	  Eric	  Altman2,	  Damara Gutnick MD3,	  Tamar	  Wolinsky3,4,
Allison	  McGuire	  MPH3,	  Kristin	  Woodlock RN2

1Arms	  Acres,	  2Woodlock	  and	  Associates,	  3Montefiore	  Hudson	  Valley	  Collaborative	  4Albert	  Einstein	  College	  of	  Medicine

In	  an	  effort	  to	  improve	  care	  transitions	  between	  inpatient	  and	  outpatient	  
substance	  use	  disorder	  treatment	  providers,	  Arms	  Acres	  paired	  Recovery	  
Coaches	  (Peers)	  with	  consenting	  patients	  who	  clinicians	  identified	  as	  
having	  a	  high	  risk	  of	  recidivism.	  The	  Recovery	  Coach	  met	  with	  patients	  
prior	  to	  discharge	  to	  collaboratively	  develop	  recovery	  goals	  and	  assist	  with	  
linkages	  to	  harm	  reduction,	  local	  or	  online	  support	  groups,	  family	  support	  
and	  education.	  Recovery	  Coaches	  were	  also	  available	  to	  accompany	  
patients	  to	  their	  first	  outpatient	  appointment	  and	  self-‐help	  meetings.	  
Over	  the	  first	  9	  months	  of	  this	  ongoing	  innovation	  pilot	  project,	  two	  
Recovery	  Coaches	  worked	  with	  106	  recoverees	  to	  not	  only	  improve	  1st

outpatient	  appointment	  adherence,	  but	  also	  to	  increase	  patient	  
engagement	  in	  care	  for	  the	  longer	  term.	  
The	  following	  data	  was	  collected:	  adherence	  to	  outpatient	  treatment	  (1st

and	  2nd	  outpatient	  visit	  adherence),	  long	  term	  patient	  engagement	  in	  
care,	  routine	  discharge	  and	  readmission	  rates.

References:
New	  York	  State	  Department	  of	  Health.	  Opioid-‐related	  Data	  in	  New	  York	  State	  (2017).	  Available	  at:	  https://www.health.ny.gov/statistics/opioid/.
Tracy	  K,	  Burton	  M,	  Nich C, et	  al.: Utilizing	  peer	  mentorship	  to	  engage	  high	  recidivism	  substance-‐abusing	  patients	  in	  treatment. American	  Journal	  of	  Drug	  and	  Alcohol	  Abuse 37:525–531, 2011.

Setting

Project	  Aim

Arms	  Acres	  is	  a	  New	  York	  State	  licensed	  provider	  of	  inpatient	  and	  
outpatient	  substance	  use	  disorder	  treatment.	  They	  provide	  
comprehensive	  treatment	  services	  for	  patients	  residing	  in	  all	  7	  Hudson	  
Valley	  counties	  utilizing	  a	  multidisciplinary team	  model	  incorporating	  
physicians,	  psychiatrists,	  nurses,	  certified	  alcoholism	  and	  substances	  use	  
counselors,	  social	  workers,	  family	  specialists,	  and	  activities specialists.	  

Figure	  1:	  This	  graph	  demonstrates	  engagement	  in	  outpatient	  care	  for	  patients	  with	  
Recovery	  Coaches.	  30	  day	  engagement	  was	  defined	  as	  attending	  group	  and	  individual	  
SUD	  treatment	  at	  a	  NYS	  Oasis	  licensed	  outpatient	  provider	  post-‐discharge.
*Pre-‐intervention,	  patients	  only	  had	  a	  47%	  adherence	  rate	  to	  1st outpatient	  appointments	  (included	  all	  
aftercare	  appointments:	  behavioral,	  medical,	  substance	  use).

Figure	  2:	  This	  graph	  demonstrates	  high	  visit	  adherence	  throughout	  the	  first	  9	  
months	  of	  project	  implementation	  (n=106	  recoverees	  engaged	  by	  two	  Recovery	  
Coaches).

Figure	  3:	  Recovery	  Coach	  intervention	  improved	  transition	  to	  outpatient	  care	  (1st

outpatient	  appointment	  adherence)**	  by	  89.4%,	  increased	  routine	  discharge	  from	  
inpatient	  care	  by	  17.3%,	  and	  reduced	  readmission	  within	  90	  days	  by	  63.8%.
**	  Intervention	  Groups	  only	  looked	  at	  substance	  use	  follow	  up	  appointments	  while	  non-‐Recovery	  Coach	  group	  
looked	  all	  aftercare	  appointments	  (behavioral,	  medical,	  substance	  use)
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Designing Effective 
Substance Use Referrals: 
Building the Bridge from 
Both Sides

Outcomes can be leveraged to 

streamline referrals from hospitals, 

primary care and behavioral health 

providers laying the groundwork 

for successful integrated care 

transitions.

Background
• In an effort to improve care transitions between inpatient and 

outpatient substance use (SA) providers, Montefiore Hudson Valley 
Collaborative (MHVC) convened SA partners in a series of facilitated 
workshops 

Goal
• Improve care transitions and referral pathways between inpatient 

and outpatient substance use providers in the MHVC network 

Strategy
• Engaged inpatient and outpatient substance use providers and built 

an awareness of the services and programming each offered

• Leveraged facilitated workshop series to assess the multiple barriers 
for resolution

• Collaboratively developed standardized referral protocols and 
processes

Outcomes
• Future state process maps, standard protocols, and referral 

templates were developed that incorporated patient preference

• Commitment was gained from stakeholders for continued 
collaboration; considered patient/client voice (WMTY) when 
appointments were made

• Processes and service access developed as a result, were leveraged 
to streamline referrals from hospitals, primary care and behavioral 
health providers laying the groundwork for successful integrated 
care transitions

Introduction Project	Aim

Intervention

Analysis	of	hospital	ED-treat	and	release	data	identified	Substance	Use	(SU)	as	a	primary	driver	of	ED-
utilization	in	the	Hudson	Valley.	This	rapid	cycle	improvement	project	focused	on	improving	care	
transitions	and	referral	pathways	between	inpatient	and	outpatient	substance	use	providers	in	our	
network.	MHVC	desired	to	engage	inpatient	and	outpatient	substance	use	providers	to	collaboratively	
develop	standardized	referral	protocols	and	processes.	

Outputs	of	the	workshop	series	included	future	state	process	maps,	standard	
protocols,	referral	templates	that	incorporated	patient	preference,	and	a	
commitment	from	each	stakeholder	organization	for	continued	
collaboration. In	addition,	given	that	poor	access	to	substance	use	treatment	
services	was	identified	as	a	driver	of	ED-utilization,	MHVC	committed	to	
supporting	consultants	to	lead	a	“same	day	access”	process	improvement	
initiative	with	each	substance	use	agency	that	participated	in	the	workshop	
series.
Integration	of	behavioral	health,	substance	use	treatment	services	and	
primary	care	is	also	a	DSRIP	initiative.	While	the	series	of	workshops	
described	here	focused	on	referral	processes	between	inpatient	and	
outpatient	providers,	the	processes	and	service	access	developed	can	be	
leveraged	to	streamline	referrals	from	hospitals,	primary	care	and	behavioral	
health	providers	laying	the	groundwork	for	successful	integrated	care	
transitions.
MHVC’s	behavioral	health	integration	learning	collaborative	is	leading	a	
network	wide	effort	to	incorporate	substance	use	screening	into	multiple	
care	settings.		We	therefore	anticipate	increased	referrals	to	substance	use	
providers	in	the	future	from	primary	care,	hospital	emergency	departments,	
and	behavioral	health	providers. Commitment	to	improve	access	to	needed	
substance	use	treatment	services	is	therefore	foundational	to	the	success	of	
MHVC	behavioral	health	roadmap	(Figure	3).

Results

Conclusions

The	Montefiore	Hudson	Valley	Collaborative	(MHVC)	is	one	of	25	Performing	
Provider	Systems	(PPS)	participating	in	the	New	York	State	Delivery	System	
Redesign	Incentive	Program	(DSRIP),	a	five	year,	eight	billion	dollar	Medicaid	
waiver,	with	a	goal	of	reducing	preventable	hospital	admissions	and	ED	
utilization	by	25%	across	New	York	State.		MHVC’s	network	is	comprised	of	
over	200	partner	organizations	representing	diverse	stakeholder	groups	
including	hospitals,	FQHC’s,	primary	care	providers,	health	homes,	
community	based	organizations	and	behavioral	health	and	substance	use	
providers. Our	ultimate	goal	is	to	build	an	integrated	delivery	system	where	
the	right	information	is	available	at	the	point	of	care,	to	enable	the	right	level	
of	care,	to	be	delivered	to	the	right	patient,	at	the	right	time.

Designing	Effective	Substance	Use	Referrals:	Building	
the	Bridge	from	Both	Sides

Damara	Gutnick,	MD,	Kristin	Woodlock,	RN,	Natalee	Hill,	MPA,	Emily	
Thorsen,	MPH,	Rachel	Rivera,	MSW,	Daniel	Childs

Montefiore	Hudson	Valley	Collaborative	Yonkers,	NY

The	effort	taken	to	foster	a	safe	collaborative	environment	facilitated	
transparency	and	open	and	honest	communication	between	stakeholders.		
While	it	was	quickly	apparent	to	all,	that	multiple	barriers	existed,	
workgroup	members	were	engaged	and	committed	to	working	together	to	
solve	these	problems.	It	was	also	interesting	to	learn	that	despite	the	fact	
that	these	providers	routinely	referred	to	each	other,	they	had	never	met	
and	lacked	awareness	of	services	and	programing	available	at	each	
organization.	The	attached	quotes	(see	right)	are	illustrative	of	the	depth	of	
the	underlying	issue.
When	probed	by	the	facilitator	about	whether “What	Matters	to	the	
Patient” was	incorporated	into	the	care	planning	process,	every	participant	
acknowledged	that	this	was	an	opportunity	for	standardized	process	
improvement.

In	an	effort	to	improve	care	transitions	between	inpatient	and	outpatient	
substance	use	providers,	MHVC brought	both	stakeholder	groups	to	the	table	
for	a	series	of	facilitated	workshops. Collaboratively	developed	“Rules	of	
Engagement”	for	workgroup	participation	fostered	transparency	and	created	
a	“safe”,	non-judgmental	environment	for	workgroup	members	from	either	
side	of	the	transitions	bridge	to	share	experiences	and	challenges	honestly.
During	the	first	workshop,	MHVC	guided	current	and	future	state	process	
mapping	around	referral	workflows	(Figure	1)	and	identified	barriers	to	
efficient	and	effective	care	transitions. The	second	workshop	focused	on	
developing	standardized	workflows	and	templates	to	guide	referral	processes	
that	incorporated	patient	preference. A	third	webinar	focused	on	“same	day	
access”	as	a	potential	solution	to	high	“no	show”	rates	and	limited	
appointment	availability	for	appropriate	level	of	care	treatment	services.

Fig	1.	Referrals	Process	Map	for	Future	State,	August	2017

Fig	3.	MHVC	Behavioral	Health	Roadmap	linking	our	ED	Care	Triage	and	Behavioral	Health	Integration	work	to	the	Substance	Use	Disorder	work	stream	

“When	I	discharge	my	patients,				
I	have	very	low	confidence	that	
they	are	being	discharged	to	the	

appropriate	level	of	care”

An	inpatient	SU	Provider	stated...

An	outpatient	SU	Provider	shared...

“We	are	often	not	the	right	setting	
for	the	clients	referred	to	us.”

Fig.	2	Rules	of	Engagement.	These	collaboratively	developed	“rules”	
established	a	safe,	non-judgmental	environment	for	the	diverse	group	of	
stakeholders	to	work	together	and	share	experiences	and	challenegs

https://montefiorehvc.org/wp-content/uploads/2020/02/Designing-Effective-Substance-Use-Referrals.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/Designing-Effective-Substance-Use-Referrals.pdf
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Combating the Opioid 
Epidemic: Using Real-
time Data to Inform 
Coordinated Response

Addressing access from a supply 

and demand lens, combined with 

the use of real time data, is a 

critical strategy in facilitating rapid 

response collaboration, preparation, 

and intervention.

Background
• Deaths related to opioid overdose have continued to rise in  

New York State

• In Orange County alone, there were 68 opioid related deaths in 2016

• NY National Guard Counterdrug Task Force, Catholic Charities 
Community Services of Orange, Sullivan & Ulster, The 1Life Project 
and HealthLink NY joined forces to develop coordinated strategy

 

Goal
• Address the opioid epidemic in the Hudson Valley region 

through streamlined data collection and coordinated stakeholder 
communication

Strategy
• Streaming analytics platform created to track timely information 

related to overdoses

• Piloted with Montefiore St. Luke’s Cornwall Hospital in Orange 
County - multiple stakeholders including the prevention/treatment/ 
recovery community, law enforcement, and county government

Outcomes
• Pilot results captured 319 total overdoses requiring multiple doses 

of Narcan, and enabled rapid coordinated responses, including 
ensuring regional availability of Narcan supply, linkage to peer 
supports and potential deployment of the clean needle van

• The pilot demonstrated how the use of real time data and Artificial 
Technology can facilitate rapid response collaboration, preparation, 
and intervention

RESULTS

Deaths related to opioid overdose continue to rise 
in New York State, increasing to 2,185 in 2015.1 In 
Orange County, there were 68 opioid related 
deaths in 2016.2 A collaborative effort between the 
New York National Guard Counterdrug Task Force, 
Catholic Charities Community Services of Orange, 
Sullivan & Ulster, The 1Life Project and Healthlink 
NY aimed to address the opioid epidemic in the 
Hudson Valley region through streamlined data 
collection and coordinated stakeholder 
communication.

CONTEXT

The National Guard’s work is part of the ongoing commitment Orange County and its respective stakeholders have made to addressing the opioid 
epidemic. Addressing access from a supply and demand lens is one critical strategy that requires multiple stakeholders such as the 
prevention/treatment/recovery community, hospitals, law enforcement, and county government. This project demonstrates how the use of real time 
data and Artificial Technology can facilitate rapid response collaboration, preparation, and intervention to the opioid crisis. More specifically, 
geomapping technology illustrates clusters of opioid use, and this data can be shared across the Hudson Valley region to predict patterns of future 
potential overdoses. By sharing data in real-time, public health and law enforcement officials can work together to coordinate efforts and target 
interventions, thereby eliminating silos and increasing impact. While all patients were offered  an option for treatment during their ED stay, 
unfortunately only a small percentage of patients were successfully engaged in treatment. This demonstrates an opportunity to implement  evidence-
based interventions like peer support, Medication Assisted Treatment (MAT), use of evidence based screening tools, and motivational interviewing. 
Plans to scale the pilot are underway.

A streaming analytics platform was created to track timely information related to 
opioid overdoses in the mid-Hudson Valley region in 2016. ED staff and first 
responders collect real-time data including: severity of symptoms, number of doses 
of Narcan administered, mode of drug use and Narcan administration, description of 
narcotic packaging and the GPS coordinates where the patient was engaged by first 
responders. The prototypes is now incorporating advanced Artificial Intelligence (AI) 
technology to provide early warning on overdose clusters before they occur.  
Additionally, early alerts of “bad batches” (resistant to Narcan resuscitation), to local 
hospitals, government, and law enforcement enables coordinated rapid response 
preparation.

CONCLUSIONS

REFERENCES
1 New York State Department of Health, “All overdose deaths involving opioids, rate per 

100,000 population.” Accessed at: https://www.health.ny.gov/statistics/opioid/data/d2.htm
2 NYS DOH, 2018

Combating the Opioid Epidemic: Using Real-time Data to 
Inform Coordinated Response

Brynna Trumpetto1, Cpl. Julio Fernandez2, Ssg. Windollyn Patino2, Victoria Reid, MSW3, Kathleen Sheehan, 
RN, MSN4, Daniel Maughan RN, BSN, MBA, MSN, FNP-C4, Damara Gutnick, MD5, 

Dawn Wilken, CPS6, Marisa Barbieri, MSc7

INTERVENTION

The pilot occurred with St. Luke’s Cornwall Hospital in 
Orange County. From April 2017 through September 
2018, 319 total opioid overdoses and Narcan 
administrations were tracked. There were 19 deaths. 
Identification of clusters of overdoses requiring multiple 
doses of Narcan enabled rapid coordinated responses 
including ensuring regional availability of Narcan 
supply, linkage to peer supports and potential 
deployment of the clean needle van. Patient exit 
interviews by ED staff revealed concerning themes: 
dealer arrests had the unintended consequence of 
patients seeking opioids from alternative sources who 
provided higher potency opioids, and some youth  
were more willing to experiment with higher doses due 
to the increasing availability of Narcan. Local 
community coalition, TEAM Newburgh is utilizing the 
data to drive interventions from a grass roots level 
including targeted community outreach to reach those 
struggling with addiction right on the streets.  
Prevention, intervention, treatment, and peer recovery 
services all participate.

1Council on Addiction, Prevention & Education of Dutchess County, Inc., Fishkill, NY; 2New York National Guard Counterdrug Task Force, Scotia, NY; 
3HealthlinkNY Community Network, Fishkill, NY; 4St. Luke’s Cornwall Hospital, Cornwall, NY; 5Montefiore Hudson Valley Collaborative, Yonkers, NY, 6Catholic 

Charities Community Services of Orange and Sullivan, Orange County, NY, 7 The OneLife Project

Number of Nalaxone Administrations per month, 2012-August 
2017. Data provided by NY National Guard Counterdrug Task 
Force

Number of Naloxone Administrations by Provider 
Type in Newburgh, April-September 2017 

Cpl. Julio Fernandez (L) and Ssg. Windollyn Patino (R) of the New York 
National Guard Counterdrug Task Force work on the analytics platform. St. Luke’s-Cornwall Hospital

Jeanne Icolari RN, Case 
Manager, St. Luke’s Cornwall 
Hospital, entering real time 
overdose data into the 
mobile app on her phone

Thank You to Our Partners:

Hudson Valley Regional  EMS Council
Catholic Charities

Richard C. Ward Rehabilitation Center
Department of Mental and Community Health 

Dutchess County
Department of Health Westchester County

St. Luke’s Hospital
Aldelphi University

City of Newburgh Police Department
Port Jervis Police Department
Middletown Police Department

TEAM Newburgh
Southern Dutchess Community Coalition

Ulster Prevention Council

https://montefiorehvc.org/wp-content/uploads/2020/02/Combatting-the-Opiod-Epidemic.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/Combatting-the-Opiod-Epidemic.pdf
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Improvement in a 
Value-Based World: 
One Regional Hospital’s 
Approach to Reducing 
Behavioral Health ED 
Utilization

Hospital pilot highlights the 

benefits of diverse stakeholder 

engagement and a multifaceted 

team approach to identifying 

gaps in care and improving 

communication, efficiency, and 

workflows across systems.

 

Background
• ED providers at Montefiore Nyack Hospital perceived that patients 

presenting with schizophrenia and/or psychosis, combined with 
limited access to appropriate outpatient behavioral health (BH) 
services, were the primary drivers of ED utilization

Goal
• Utilize data to identify areas of opportunity to reduce avoidable 

utilization

Strategy
• MHVC engaged community stakeholders to assess 911-call data and 

identify presentation paths for targeted intervention

• Visited targeted group homes to both encourage development of 
individual crisis plans and conduct Mental Health First Aid training

• Analysis of treat and release data from Montefiore Nyack Hospital 
ED determined the ED utilization impact

Outcomes
Rapid cycle improvement & staff training  

led to positive impacts for group homes
Introduction & Background 

Aim 

Methods 

To encourage diverse stakeholders to use data to drive 
service planning and inform program development. 

Interventions:  
i. Behavioral Health Response Team (BHRT) Visits to 
targeted Adult Homes providing congregate care during 
non-call periods to build relationships and trust between 
the targeted homes and the BHRT team. 
ii. WRAP Plan template shared with the homes to 
encourage staff to develop individual crisis plans 
iii. Mental Health First Aid training conducted by MHA 
Rockland at targeted group homes 
iv. Analysis of treat and release data from Nyack Hospital ED 
for those with primary behavioral health and chemical 
dependency diagnoses to inform crisis stabilization 
roadmap and medical village planning in Rockland County. 
 
Measures:  
i. Number of 911 calls made from targeted group homes 

that result in ED transport 
ii. % of staff that responds positively to having skills and 

confidence to manage sub-acute crises and provide 
MHFA to residents 

 

 

 

 

Results 

Conclusions & Next Steps 

The goal of the New York State DSRIP program is a 25% 
reduction in preventable readmissions and Emergency 
Department (ED) utilization. At Nyack Hospital in Rockland 
County, ED providers perceived that patients presenting 
with schizophrenia and/or psychosis, combined with 
limited access to appropriate outpatient behavioral health 
(BH) services, were the primary drivers of ED-utilization.  
In response to this perceived need, the community 
requested that new behavioral health services be 
developed to serve the local population. Emphasizing the 
importance of using data to drive planning and design,  
Montefiore Hudson Valley Collaborative (MHVC), a 
Performing Provider System serving the Hudson Valley,  
engaged diverse community stakeholders to review 911-
call data. A high volume of patients being transported to 
the ED from local congregate care adult homes were 
identified.  A  multifaceted, collaborative plan was 
developed and implemented with the goal of reducing ED 
utilization. 

Improvement in a Value-Based World: One Regional Hospital’s 
Approach to  Reducing Behavioral Health ED Utilization 

Damara Gutnick, MD1, Kristin Woodlock RN1, Daniel Childs1, Corinna Manini, MD2, Nancy 
Magliocca3, Tracie Florida4, Ray Florida4,  Tim Egan4,  Stephanie Madison5, Bonnie Halley6, 

Michael  Leitzes6, Brigid Pigott6 

Diverse Presentation Paths to Nyack Hospital:  
High number of police and group home referrals  

Referrals from Group Homes to Nyack Hospital: Targets for 
Intervention 

This rapid cycle improvement intervention resulted in a 52% decrease in 911 calls from the targeted group homes over 
a 6-month period.  Staff at the homes developed skills and confidence to manage sub-acute crises and utilized the 
BHRT team if they needed additional help.  The ED data revealed that patients presenting with substance use disorders 
were the key drivers of ED utilization with one high utilizer having 197 ED visits in the past year.  

Fig. 1 911 Call Data for EDP in Targeted  Group Homes with ED Transport , Rockland Paramedics Fig 2 Results from Mental Health First Aid Training Staff Survey at Targeted Group Homes  

Top 10 ED Utilizers for Behavioral Health Issues at Nyack Hospital, 2016 

Fig. 3. Top 10 ED Utilizers for Behavioral Health Issues, 2016, Nyack Hospital 

Hospital treat and release data from the Nyack ED 
identified  substance use disorders rather than 
behavioral health issues, as the main driver of ED-
utilization.  Data assessment of patient cohorts with 
primary behavioral health and chemical dependency 
diagnoses revealed a need for integrated care options 
and limited access to substance use services.  In 
response MHVC is spearheading an “open access” 
improvement initiative for SU provider organizations. 
We will also continue to track 911 call data to further 
measure the impact of this program.   
 
This project demonstrates a model for the use of rapid 
cycle improvement and data-informed planning to 
redesign processes and inform further program 
development. In addition, it highlights the benefits of 
diverse stakeholder engagement and a multifaceted 
team approach to identifying gaps in care and 
improving communication, efficiency, and workflows 
across systems. 
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Improved staff confidence 
due to Mental Health First 
Aid training

52% 
decrease in 911 calls 

https://montefiorehvc.org/wp-content/uploads/2020/02/Improvement-in-a-Value-based-World.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/Improvement-in-a-Value-based-World.pdf
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Addressing Social 
Determinants of Health: 
Drivers of Burnout, Staff 
Resiliency & “Joy in Work”

Utilized staff survey data to identify 

actionable results that could inform 

the development of strategies to 

improve Cultural Competency and 

Health Literacy (CCHL), decrease staff 

burnout, improve staff “joy in work”.

Background
• Inadequate cultural competence and low support for health literacy 

have been linked to poorer patient outcomes and identified as 
contributing to health disparities 

Goal
• Utilize CCHL staff survey data to identify areas of opportunity and 

development of strategy to improve CCHL, decrease staff burnout, 
and improve “joy in work” 

Strategy
• Survey developed by Research team at the Einstein COM, utilized 

validated instruments and scales to assess staff comfort screening for 
SDH needs, as well as provider readiness to address SDH, burnout, 
and “joy in work”

• Multiple linear regressions then performed to analyze the survey 
data and identify key relationships between different measures 

Outcomes
Survey data revealed:

• Front line staff had highest rate of burnout, and lower levels of 
engagement

• In contrast, senior leaders and peer roles were more likely to 
have “joy in work” and had more positive responses on employee 
engagement

 

 Improvement strategy considerations

• Alignment of values, employee recognition, readiness for VBP, and 
resources for professional growth, were found to be predictive of 
“joy in work”

• Implement employee recoginition programs, offer professional 
development opportunities/pathways for growth, and clarity around 
how the organization will transition to a value-based payment 
model

 

Addressing Social Determinants of Health: 
Drivers of Burnout, Staff Resiliency & “Joy in Work”

Damara Gutnick MD1, Kathleen McAuliff PhD2, Joan Chaya1, Allison McGuire1, Bruce Rapkin PhD2

1Montefiore Hudson Valley Collaborative, 2Einstein College of Medicine

Addressing social determinants of health (SDH) is foundational to 
achieving cost savings in value-based payment (VBP) systems. As NYS 
transitions to VBP, new care models addressing SDH needs are being 
adapted in multiple care settings.  We report findings of a multi-
stakeholder, network-wide provider and staff survey (n=1930) that 
identified relationships between burnout, and new roles and 
responsibilities of healthcare teams. Overall 63% of staff were burnt-
out or at high risk.  Frontline staff (case managers, nurses) were more 
likely to have burn out, while peer roles reported the greatest “joy in 
work.”  Protective factors included awareness of community-based 
resources, knowledge of how to make referrals, and organizational 
support.  Staff that were more willing to adapt new strategies (i.e., 
huddles, pre-visit planning) were less likely to report burnout and had 
more “joy.”  This suggests an opportunity to engage and mobilize 
resilient staff to promote collective agency towards organizational 
change.

Abstract

Clinicians are often reluctant to ask their patients about their social 
determinants of health needs because they are concerned about 
opening a Pandora’s box and learning about issues they are unable to 
“fix”.  Lack of resources and knowledge to address patient needs can 
contribute to providers’ stress and frustration about their work.  
Shanafelt et al. (2015) found that 54% of physicians are burnt out, and 
staff turnover is extremely costly for health systems. Furthermore, with 
the transition to value-based payment, and an emphasis and 
accountability for addressing social determinants of health, the role(s) 
and workflows of staff are rapidly changing. Shanafelt and his AMA 
colleague Dr. Christina Sinsky identified the burden of documentation 
into the EHR as a key driver of burnout for physicians, described a 
variety of organizational strategies to reduce burnout, and emphasized 
the importance of “joy” in work as a quintessential antidote to 
burnout.

The Montefiore Hudson Valley Collaborative is one of 25 Performing 
Provider Systems (PPS) comprised of over 250 diverse stakeholder 
partners ranging from Federally Qualified Health Centers (FQHC) and 
hospitals to Skilled Nursing Facilities (SNF) and care management 
agencies. MHVC was created through a Medicaid reform initiative 
(called the New York State Delivery System Reform Incentive Payment 
(DSRIP) program), to improve the quality of care while also reducing 
unnecessary spending (including preventable ED visits and hospital 
admissions).

Inadequate cultural competence and low support for health literacy 
have been linked to poorer patient outcomes, and also identified as 
contributing to health disparities (Berkman et al., 2011; Betancourt et 
al., 2016). Because of this evidence, improving CCHL statewide within 
the healthcare delivery system was an underlying goal of the NYS 
DSRIP and each PPS was required to create and implement a CCHL 
strategy. In an effort to understand the current state of CCHL practices 
within our networks provider organizations, MHVC collaborated with 
the Einstein College of Medicine to develop and broadly administer a 
CCHL survey to staff at diverse stakeholder organizations. In addition to 
asking about specific CCHL practices, the survey also assessed provider 
readiness to address social determinants of health, burnout, and  “joy 
in work.”

Background                       

Our data showed that staff at the front lines of care including case 
managers, social workers, mental health providers, and health home care 
managers had the highest rates of burnout, and lower levels on measures 
of  engagement, (i.e. belief that their work had meaningful impact, “joy in 
work,” and retention plans.)  In contrast, senior leaders and peer roles 
(people with lived experience) were more likely to have “joy in work” and 
had more positive responses on  employee engagement measures. It was 
also interesting to note that middle managers, or roles that traditionally 
serve as a “buffer” between the front line staff and executive leadership, 
had intermediate levels of burnout and “joy in work.” 

One possible explanation for our findings regarding senior leaders and 
peers may be related to the level of autonomy, control and empowerment 
that both roles possess compared with front line staff.  Peers were found 
to have the greatest joy in work. This may be due a strong sense of 
purpose stemming from lived experience, or perhaps a less 
structured/regulated environment. Peers are also not burdened by strict 
documentation requirements. 

Our finding that staff at the front lines of care- such as physicians- are 
more likely to be burnt out, is also concerning and speaks to the need for 
additional supports and programming.  The Institute for Healthcare 
Improvement recently published a framework for improving joy in work 
which provides a series of steps organizational leadership can take to 
identify “What matter’s most” to staff. Using this framework leaders can 
detect easily actionable improvements and use rapid cycle improvement 
to design to implement quick  collaborative interventions that could make 
a significant difference.

Organizational alignment of values, employee recognition, readiness for 
VBP, and resources for professional growth, were found to be predictive of 
joy in work, suggesting that organizations should be mindful of living and 
integrating their values, implement employee recognition programs, offer 
professional development opportunities and pathways for growth, and 
clarity around how the organization will transition to a value-based 
payment model.

We also identified a population with “joy in work” despite being burnt out
(Figure 4.) Further understanding of contributors to resiliency can have 
implications for workforce development, retention, recruitment and 
organizational strategies to improve burnout.  In addition we identified 
that staff willing to try more improvement approaches and strategies were 
less likely to have burnout and more likely to have “joy in work.”  
Empowering these staff members as organizational change agents (“boat 
rockers”) while they have the drive to champion change may be an 
effective strategy to move change within an organization before they 
become burnt out (“falling out of the boat”).

Further study on the “buffer” role played by administrative managers will 
be helpful in understanding the impact of “joy in work” and burnout. 
“Buffer” positions- such as administration or front desk staff- had 
responses which fell in between the two groups (intermediate level). 

For future research directions, collecting qualitative data on resilience 
among employees working with Medicaid and under-resourced patients 
may help yield meaningful data about what qualities make certain 
employees more resilient than others. Additionally, further investigating 
the reasons why peers have the highest joy in work and lowest rates of 
burnout may have important implications for employee recruitment 
strategies.

There are some limitations to these findings. Organizational participation 
was robust at some sites and limited at others, it should also be noted that 
each survey question was optional, so there are varying number of 
responses per item. Additionally, since survey participation was voluntary, 
all respondents were “self-selected” due to unknown factors. As we share 
survey results with partners, we will seek feedback about the validity of 
our results, and how they may be influenced by these selection factors.

Discussion and Future Directions

Methods

into a raffle for a chance to win a gift card. There were varying 
numbers of responses per item because completion of each individual 
survey question was also optional.

Multiple linear regressions were then performed to analyze the survey 
data and identify key relationships between different measures.

Through a regression analysis we found that burnout was found to be 
significantly (p< 0.05) negatively correlated with joy in work, employee 
engagement measures, and positively correlated with job turnover. Joy in 
work was found to be significantly (p< 0.05) positively correlated with 
employee engagement measures and negatively correlated with job 
turnover.  Furthermore, a multiple regression analysis found that 
organizational alignment of values, employee recognition, readiness for 
VBP, and resources for professional growth, were predictive of Joy in Work. 
Organizational alignment of values, readiness for VBP, and resources for 
professional growth, were also found to significantly predict burnout 
scores.

Results con’tAims

Our goal was to utilize our CCHL staff survey data to identify 
actionable results that could inform the development of strategies to 
improve CCHL, decrease staff burnout and improve staff well-being 
and “joy in work” within our partner organizations. 

References: 
Berkman, N.; et al. (2011). Health Literacy Interventions and Outcomes: An Update of the Literacy and Health Outcomes Systematic Review of the Literature. Evidence Report/ Technology 
Assessment no. 199. (2011) (Prepared by RTI International–University of North Carolina Evidence-based Practice Center under contract 290-2007- 10056-I.) Rockville, MD: Agency for 
Healthcare Research and Quality 
Betancourt, J.R et al(2003). Defining Cultural Competence: A Practical Framework for Addressing Racial/Ethnic Disparities in Health and Health Care. Public Health Reports, 118(4), Pages 293-
302. Retrieved from https://doi.org/10.1093/phr/118.4.293. 
Perlo J, et al (2017) IHI Framework for Improving Joy in Work. IHI White Paper Cambridge, Massachusetts: Institute for Healthcare Improvement.(Retrieved from ihi.org)
Shanafelt TD , et al . Changes in burnout and satisfaction with work-life balance in physicians and the general US working population between 2011 and 2014. Mayo Clin Proc 2015;90:1600–
13.doi:10.1016/j.mayocp.2015.08.023

Role Type

Joy in Work: 
On a scale 

from 1 to 10… Workload
Burden of 

Documentation
Rushed with 

patients

Care team 
works 

together

How long 
would you 

stay with no 
changes?

Case Manager/Social Worker
Nurse/Nurse ED Navigator/Nurse 
Manager/Nurse Care Manager

Nurse Practitioner
Physician
DSP (Direct Support Professional)

Medical Assistant/Patient Care  Associate

Peer Support Specialist
Community Health and Volunteers
Administrative (e.g. Front Desk Staff, ED 
Clerk, Pharmacy Technician)
Administrative, Middle Management (e.g.,   
Program  Manager)
Administrative, Senior Leadership (e.g., VP,  
Director)
Other

Table 3: “ Joy in Work” and Drivers of Burnout by Job Role

MHVC 

NETWORK

Case 

Managers, 

Social 

Workers, 

Mental Health 

Providers, 

Health Home 

Care 

Managers

Nurses, 

Nurse 

Practition

ers

Physicia

ns

Community Health 

Workers, 

Navigators, DSP, 

Medical Assistant, 

Patient Care 

Associate, Health 

Educators, Peer 

Support Specialist, 

Volunteers

Front Desk 

Personnel (also 

includes Finance, 

Pharmacy 

Technician, 

Housekeeping, 

Security, 

Transportation)

Administrat

ive, Middle 

Manageme

nt (e.g., 

Program 

Manager)

Administrat

ive, Senior 

Leadership 

(e.g., VP, 

Director)

Mean Mean Mean Mean Mean Mean Mean Mean

Feedback and 

Accountability 12.28 12.09 11.65 12.29 12.26 12.50 12.57 12.92

Resources and  

Opportunities For 

Growth 11.69 11.62 10.78 11.95 11.84 11.80 11.83 12.66

Employee Recognition 11.75 11.59 10.65 12.45 11.66 11.60 12.27 13.11

Alignment, Values, and 

Expectations 12.73 12.44 12.02 13.04 12.75 12.91 13.02 13.70

Meaningful Impact of 

Work 13.01 12.92 12.74 13.22 13.01 12.82 13.11 13.88

Relationships with 

Coworkers 12.49 12.41 12.02 12.78 12.36 12.66 12.62 13.07

Readiness for VBP 11.45 11.04 10.91 11.33 11.32 11.65 11.79 12.66

Job Turnover 4.66 4.14 4.56 5.53 4.79 4.84 4.69 5.19

Joy in Work 7.34 6.99 7.03 7.92 7.52 7.46 7.34 8.15

Table 4:  Staff Engagement by Job Role

I am being 
evicted.

My kids 
are hungry

Results

The MHVC CCHL Staff Survey was 
developed by a research team at 
the Einstein COM, and utilized 
validated instruments and scales 
(Figure 1) as well as internally 
developed questions to assess staff 
comfort screening and addressing 
SDH needs.   

In Spring of 2018, the survey was 
administered by partner 
organizations to their staff via an 
email link.  Participation in the 
survey was optional and 
participants were entered 

Figure 1:

The survey yielded 1,930 responses from providers and staff working 
in diverse organizations (Table 1) in a wide variety of roles (Table 2).

Using the single item, Malach Burnout Inventory, and considering our 
entire sample (n=1930) across all organizational types, 63% of 
providers and staff were either burnt out (6%) or “at risk” for burn out 
(55%) (figure 2). “Joy in work” was measured on a 10 point scale.   
55% of responders indicated they were at their happiest at their 
current job (8-10), 5% responded that they were miserable (1-3), with 
the remainder in between  (figure 3).  Figure 4 examines the 
relationship between burnout and “joy in work.” Of interest is the 
population who despite being burnt out, still had joy in their work.

For our analyses “job roles” were grouped together based on the level 
of interaction with patients and their job responsibilities (Tables 3 & 
4). Table 3 illustrates the drivers of burnout for each role. For 
example, aligned with Shanafelt’s research, documentation burden 
was a primary driver of burnout for physicians (red color), but despite 
this finding, physicians still had relatively higher levels of “joy” in their 
work (green color) compared to other roles. Table 4 shows the impact 
of factors contributing to employee engagement by role.

Table 1:
Organization Types N
Mental Health Agency 487 
Substance Use Disorder Facility 128
Skilled Nursing Facility 76 
Primary Care Provider 269
Care Management Agency 143 
Federally Qualified Health Center (FQHC) 18
Hospital 632
Local Government Unit (LGU) 0
Other Community-Based Organization (CBO) 79

Did not specify 96

Job Roles N
Case Manager, Social Worker, Or Health Home Care Manager 426

Physician Assistant, Nurse Practitioner, Nurse, Nurse ED Navigator, Nurse 
Manager, or Nurse Care Manager

252

Physicians 105
Community Health Worker, Peer Navigator, Direct Support Professional 
(DSP), Health Educator, Medical Assistant, Patient Care Associate, Peer 
Support Specialist, Volunteer, Pharmacist, or ED Navigator (non-clinical)

244

Housekeeping, Security, Transportation, Food Services, Billing, 
Administrative (Including Front Desk, ED Clerk, and Pharmacy Technician)

292

Administrative Middle Management (e.g., Program Manager) 292

Administrative Senior Leadership (e.g., VP, Director) 151

Did not specify 166

Table 2: Survey Respondents’ Job Roles

Figure 2: Figure 3:

RESILENCY

Figure 4:

https://montefiorehvc.org/wp-content/uploads/2020/02/Addressing-SDH-Drivers-of-Staff-Burnout.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/Addressing-SDH-Drivers-of-Staff-Burnout.pdf
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What Matters to You?: 
Building Relationships 
to Improve Patient 
Experience Metrics & 
Employee Engagement

Montefiore Nyack Hospital 

demonstrated an improvement 

in HCAHPS and Press Ganey key 

indicators, while receiving positive 

feedback from patients, families, 

and team members.

Background
• Patient Experience Metrics and Employee Engagement data 

indicated a need for improvement, and became an organizational 
priority

Goal
• Improve HCAHPS and Press Ganey scores, specifically those questions 

related to relationship building 

Strategy
• Introduced the “What Matters to You” initiative (WMTY), creating 

awareness and desire to change

• Provided education on a unit by unit basis

• Incorporated teachings into daily practice

• Data collection included patient survey results, patient comments, 
direct observations and Nurse Leader and Patient Experience 
Rounding

• Sustained focus on WMTY, participating in National WMTY Day 
Celebrations annually

Outcomes
 Attention to Special and Personal Needs

 Staff’s Effort to Reduce Anxiety

 Staff Worked Together to Care of You

 Staff Addressed Emotional Needs

 Response to Concerns & Complaints

 Communication with Nurses

• Successful outcomes have motivated spread through organizations, 
internationally and in collaboration with IHI

 
 
 
 
 
 
 
 
 
 
 
 

Conclusions 
Montefiore Nyack demonstrated an improvement in 
HCAHPs and Press Ganey key indicators. Positive 
feedback and unique stories were received from 
patients, families, and team members.  Our results 
demonstrated the development of relationships, trust 
and a reduction in anxiety improves the patient’s 
experience.  Utilization of the “What Matters to You” 
initiative with team members has enriched 
relationships with the Senior Leadership Team. This has 
enhanced trust and transparency throughout the 
organization. 

 
 

Background 
Our Patient Experience Metrics and Employee 
Engagement data indicated a need for improvement 
and became an organizational priority.  Enhancing 
our ability to form genuine relationships with our 
patients, families and team members allows us to 
gain trust, ease anxiety and improve outcomes.  
This is the philosophy of the worldwide “What 
Matter’s to You” initiative, which was introduced by 
the Institute for Healthcare Improvement in 2012. 

 

Project Aim 
The objective of Montefiore Nyack’s “What Matters 
to You” initiative is to demonstrate an improvement 
in HCAHPS and Press Ganey scores, specifically 
those questions related to relationship building. 

 

“What Matter’s to You?” 

Project Design & Strategy 
We introduced the “What Matters to You” initiative 
to Montefiore Nyack Hospital in the Fall of 2018 by 
creating awareness and desire to change. 

We started off 2019 by providing education on an 
individual unit basis through the use of PowerPoint, 
video and role playing.  

The WMTY initiative was incorporated into our daily 
practice by including it in bedside handover, 
multidisciplinary rounds, leader rounding and in-
room patient whiteboards. 

Data Collection included patient survey results, 
patient comments, direct observations and Nurse 
Leader and Patient Experience Rounding. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sustainability & Spread 
Education and implementation throughout Montefiore 
Nyack’s organization will continue to the Emergency 
Department, Outpatient Services and Ancillary Support 
Staff. Reinforcement throughout the Inpatient & 
Ambulatory Surgery service lines will continue. 
 
National WMTY Day Celebrations will continue on an 
annual basis at Montefiore Nyack where we focus on 
continuing to build trusting personal relationships with 
our team members. 
 
 
 

Building Relationships to Improve Patient Experience Metrics & Employee Engagement 

National “What Matters to You” Day Celebration at Montefiore Nyack 
 On June 6, 2019 Montefiore Nyack hosted it’s first ever “What Matter’s to You Day”.  In an effort to continue to bring 
awareness, celebrate our success and build relationships with our staff, the Senior Leadership Team met with over 600 
employees throughout the day over breakfast and ice cream to find out what mattered to them. A stoplight report was 
created highlighting the actions we took based on the feedback we heard from our staff.  The WMTY Celebration was 
very well received! 

 
 
 
 
 

 
 
 
 
 
 
 
 
 

 

Outcomes 

  Lorraine’s WMTY Story

  WMTY Wedding Anniversary

https://montefiorehvc.org/wp-content/uploads/2020/02/What-Matters-to-You-Nyack-Storyboard.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/What-Matters-to-You-Nyack-Storyboard.pdf
https://vimeo.com/392264626
https://vimeo.com/392264626
https://vimeo.com/392272975
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Understanding the Role 
of Teamwork Across 
Organizations and Job 
Roles

Surveyed providers cited teamwork 

as key dynamic for improved 

patient care. Responses suggest 

stronger team dynamics lead to 

increased joy in work and less 

burnout.

Background
• Burnout amongst providers was shown to have a downstream 

impact on patient outcomes

• Team-based care is a recognized strategy in improving healthcare, 
but there was a lack of data-proven methods to improve or 
implement it

Goal
• Assess satisfaction with team dynamics and workflow across job roles 

and organizations

Strategy
• Utilized validated instruments and scales to survey and assess various 

domains of staff’s experience

• Conducted statistical analysis using a combination of Pearson 
correlation tests, one-way analyses of variance (ANOVA), and chi 
square tests

Outcomes
• Stronger teamwork and team dynamics ranked as the second most 

important measure needed in order to better service patients.

• Significant positive correlations were identified with joy in work, 
and negative correlations with burnout

• Stronger team dynamics were determined to lead to positive effects 
on the healthcare system by decreasing staff turnover and medical 
errors

Understanding the Role of Teamwork 
Across Organizations and Job Roles

Tamar Wolinsky1, Kathleen McAuliff PhD1, Damara Gutnick MD2, Bruce Rapkin PhD1

1Albert Einstein College of Medicine, 2Montefiore Hudson Valley Collaborative

Understanding	  how	  teams	  work	  best	  is	  critical	  to	  providing	  high	  quality	  patient	  
care	  and	  supporting	  the	  movement	  towards	  value-‐based	  payment	  (VBP)	  models.	  
The	  Montefiore	  Hudson	  Valley	  Collaborative	  (MHVC),	  administered	  a	  network-‐
wide	  provider	  and	  staff	  capacity	  survey	  (n=46	  organizations,	  n=1930	  staff) which	  
assessed	  burnout,	  joy	  in	  work,	  and	  measures	  of	  effective	  teamwork.	  Analysis	  
demonstrated	  statistically	  significant	  (p<0.05)	  correlations	  between	  measures	  
which	  indicate	  strong	  teams	  and	  efficient	  work	  environments,	  with	  decreased	  
burnout	  and	  increased	  joy	  in	  work.	  Additionally,	  while	  some	  strategies	  for	  
improving	  efficiency	  and	  teamwork	  were	  universally	  supported,	  others	  were	  
preferentially	  endorsed	  by	  specific	  staff	  roles.	  

Abstract

Focusing	  on	  improving	  team-‐based	  care	  is	  an	  important	  avenue	  towards	  carrying	  
out	  the	  goals	  of	  the	  Delivery	  System	  Reform	  Incentive	  Payment	  (DSRIP)	  program,	  
which	  was	  created	  to	  help	  restructure	  healthcare	  systems.	  As	  we	  look	  for	  ways	  to	  
improve	  both	  the	  quality	  and	  the	  efficiency	  of	  healthcare	  delivery,	  the	  advantages	  
of	  a	  strong	  team-‐based	  workflow	  and	  culture	  becomes	  evident.	  
Several	  studies	  have	  shown	  that	  a	  team	  based	  structure	  improves	  patient	  
outcomes.	  A	  large	  scale	  review	  in	  the	  chronically	  ill	  population	  demonstrated	  that	  
efficient	  team-‐based	  care	  can	  lead	  to	  better	  health	  care	  quality	  and	  outcomes1.	  
The	  team	  dynamic	  may	  itself	  impact,	  and	  is	  also	  greatly	  impacted	  by,	  the	  well-‐
being	  of	  health	  care	  providers	  (i.e.,	  burnout)2.	  Burnout	  amongst	  providers	  has	  been	  
shown	  to	  have	  a	  downstream	  impact	  on	  patient	  outcomes.	  A	  2010	  cross	  sectional	  
study	  of	  7,905	  surgeons	  showed	  a	  statistically	  significant	  relationship	  between	  
burnout	  and	  major	  medical	  errors3.
While	  team-‐based	  care	  is	  recognized	  as	  an	  important	  strategy	  in	  improving	  our	  
healthcare	  system	  in	  the	  US	  and	  meeting	  the	  goals	  outlined	  by	  the	  Patient	  
Protection	  and	  Affordable	  Care	  Act,	  there	  is	  a	  lack	  of	  data	  proven	  methods	  to	  
improve	  or	  implement	  team	  based	  care.	  

Background	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

This	  research	  has	  provided	  a	  better	  understanding	  of	  the	  perception,	  current	  
utilization,	  and	  opportunities	   in	  the	  area	  of	  teamwork	  and	  team	  based	  care	  within	  
the	  MHVC	  network.	  The	  desire	  to	  develop	  stronger	  team	  dynamics	  is	  present	  and	  
the	  correlation	  of	  teamwork	  measures	  with	  burnout	  and	  joy	  in	  work	  (coupled	  with	  
literature	  which	  demonstrates	  correlations	  of	  burnout	  with	  poor	  patient	  
outcomes),	  suggests	  that	  stronger	  team	  dynamics	  could	  lead	  to	  positive	  
downstream	  effects	  on	  the	  healthcare	  system	  by	  decreasing	  staff	  turnover	  and	  
medical	  errors.	  The	  lack	  of	  alignment	  between	  physicians	  and	  other	  providers	  on	  
future	  teamwork	  strategies	  reveals	  an	  opportunity	   for	  education	  and	  change	  
management.	  Further	  exploration	  of	  organizations	  which	  endorsed	  strong	  team	  
dynamics	  and	  those	  that	  struggle	  with	  teamwork	  will	  also	  be	  pursued.

Discussion	  and	  Future	  Directions

Methods

The	  MHVC	  Staff	  Survey	  was	  developed	  by	  a	  research	  team	  at	  the	  Albert	  Einstein	  
College	  of	  Medicine,	  and	  utilized	  validated	  instruments	  and	  scales	  (Table	  1)	  as	  well	  
as	  internally	  developed	  questions	  to	  assess	  various	  domains	  of	  the	  staff’s	  
experience.	  MHVC	  coordinated	  with	  primary	  contacts	  at	  each	  of	  their	  partner	  
organizations	  to	  disseminate	  a	  survey	  link	  through	  Qualtrics.	  It	  should	  be	  noted	  
that	  each	  survey	  question	  was	  optional,	  so	  there	  are	  a	  varying	  number	  of	  
responses	  per	  item.	  Statistical	  analysis	  was	  done	  using	  a	  combination	  of	  Pearson	  
correlation	  tests,	  one	  way	  analyses	  of	  variance	  (ANOVA),	  and	  chi	  square	  tests.

The	  survey	  yielded	  1,930	  responses	  from	  providers	  and	  staff	  working	  in	  diverse	  
organizations	  (Table	  2) in	  a	  wide	  variety	  of	  roles	  (Table	  3).	  The	  importance	  of	  
strong	  team	  dynamics	  was	  evident	  throughout	  the	  survey	  data.	  Respondents	  
ranked	  stronger	  teamwork	  and	  team	  dynamics	  as	  the	  second	  most	  important	  
measure	  needed	  (circled) in	  order	  to	  better	  serve	  patients	  (Table	  4).	  Measures	  of	  
teamwork	  showed	  statistically	  significant	  positive	  correlations	  with	  joy	  in	  work	  and	  
negative	  correlations	  with	  burnout	  (Table	  5).	  

Results

Aims

Our	  goal	  was	  to	  utilize	  the	  staff	  survey	  data	  to	  assess	  satisfaction	  with	  team	  
dynamics	  and	  workflow	  across	  job	  roles	  and	  organizations,	  and	  identify	  results	  that	  
could	  inform	  the	  development	  of	  strategies	  to	  improve	  teamwork,	  decrease	  staff	  
burnout	  and	  improve	  staff	  well-‐being	  and	  “joy	  in	  work”	  within	  our	  partner	  
organizations.	  
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Table	  2:	  Organization	  Types N
Mental	  Health	  Agency 487	  

Substance	  Use	  Disorder	  Facility 128

Skilled	  Nursing	  Facility 76	  

Primary	  Care	  Provider 269

Care	  Management	  Agency 143	  

Federally	  Qualified	  Health	  Center	  (FQHC) 18

Hospital 632

Local	  Government	  Unit	  (LGU) 0

Other	  Community-‐Based	  Organization	  (CBO) 79

Did	  not	  specify 96

Table	  3:	  Job	  Roles N
Case	  Manager,	  Social	  Worker,	  Or	  Health	  Home	  Care	  
Manager

426

Physician	  Assistant,	  Nurse	  Practitioner,	  Nurse,	  Nurse	  
ED	  Navigator,	  Nurse	  Manager,	  or	  Nurse	  Care	  Manager

252

Physicians 105
Community	  Health	  Worker,	  Peer	  Navigator,	  Direct	  
Support	  Professional	  (DSP),	  Health	  Educator,	  Medical	  
Assistant,	  Patient	  Care	  Associate,	  Peer	  Support	  
Specialist,	  Volunteer,	  Pharmacist,	  or	  ED	  Navigator	  
(non-‐clinical)

244

Housekeeping,	  Security,	  Transportation,	  Food	  Services,	  
Billing,	  Administrative	  (Including	  Front	  Desk,	  ED	  Clerk,	  
and	  Pharmacy	  Technician)

292

Administrative	  Middle	  Management	  (e.g.,	  Program	  
Manager)

292

Administrative	  Senior	  Leadership	  (e.g.,	  VP,	  Director) 151
Did	  not	  specify 166

Table 1

Core	  Domain Sub	  Categories Validated	  Instruments	  and	  Scales

Cultural	  
Competence

Cultural	  Competency	  &	  Health	  
Literacy
Cultural	  Norms
Cultural	  Communication
Organizational	  Support

American	  Speech-‐Language-‐Hearing	  Association.	  (2010).	  Cultural	  
Competence	  Checklist:	  Personal	  reflection.	  Available	  from:	  
www.asha.org/uploadedFiles/practice/multicultural	  
/personalreflections/pdf

SDH Drivers	  of	  Patient	  Engagement -‐Adapted	  from	  Bronx	  Community	  Health	  Survey	  
SDH	  Challenges -‐Adapted	  from	  Bronx	  Community	  Health	  Survey
Staff	  Readiness	  to	  Address	  SDH -‐Questions	  developed	  internally	  to	  assess	  staff	  comfort	  with	  SDH	  screening	  

and	  linkage	  using	  a	  change	  management	  readiness	  lens	  (Awareness,	  
Motivation,	  Knowledge,	  Ability,	  Organizational	  Support)	  

Joy	  in	  Work Burnout -‐Malasch	  Burnout	  Inventory	  1	  item
-‐Tenure/Retention	  Scale

Joy	  in	  Work -‐Single	  Item	  Happiness	  (Joy)	  Scale
-‐Adaptation	  of	  Gallup	  Poll	  Questions

Teamwork -‐Adapted	  from	  Christina	  Sinsky’swork

Table	  5:	  Teamwork	  measures	  correlated	  with	  burnout	   and	  joy	  in	  work

Measure	  (N=1472-‐1629)
Pearson	  Correlation	   for	  Joy	  in	  

Work	  (p<0.001)
Pearson	  Correlation	   for	  

Burnout	   (p<0.001)
My	  strengths	  are	  recognized	  here	  and	  I	  put	  them	  into	  practice	  every	  day	  in	  my	  job 0.535 -‐0.333
I	  regularly	  receive	  meaningful	   recognition	   for	  doing	  my	  job	  well 0.529 -‐0.296
I	  am	  happy	  with	  the	  relationship	   between	  myself	  and	  my	  manager 0.453 -‐0.280
My	  manager	  supports	  me	  to	  get	  even	  better	  at	  the	  skills	  I'm	  valued	  for	  here 0.475 -‐0.299
My	  co-‐workers	  are	  accountable	  for	  doing	  quality	  work 0.353 -‐0.229
My	  professional	  values	  are	  well	  aligned	  with	  those	  of	  my	  department	   leaders 0.541 -‐0.350
I	  feel	  that	  patient/client	  care	  is	  well-‐integrated	  across	  the	  delivery	  system 0.414 -‐0.327
The	  degree	   to	  which	  our	  care	  team	  works	  effectively	  together 0.502 -‐0.342

Table	  6:	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Which	  of	  the	  following	  strategies	  do	  you	  think	  would	  be	  helpful	  for	  your	  organization to use	  in	  the	  future?

Measures
ALL	  MHVC	  
NETWORK

Mental	  
Health	  
Agencies

Substance	  
Use	  
Agencies

Skilled	  
Nursing	  
Facilities

Primary	  
Care	  
Providers

Care	  
Managemen
t

Federally	  
Qualified	  
Health	  Ctrs.Hospitals

Other	  
CBOs F	  test p	  <

Workflow	  mapping 31.9% 31.9% 48.7% 36.9% 30.3% 19.2% 37.5% 32.8% 21.2% 4.165 0.0001
Team	  meetings 29.8% 28.5% 40.7% 35.4% 27.5% 22.4% 25.0% 30.8% 28.8% 1.718 0.1006
Daily	  Huddles 25.1% 23.7% 29.2% 32.3% 26.1% 24.0% 18.8% 25.7% 15.2% 1.049 0.3944
Face	  time 24.5% 23.9% 34.5% 40.0% 13.7% 21.6% 37.5% 26.6% 16.7% 4.837 0.0000

Planning	  ahead 19.1% 18.4% 23.9% 26.2% 19.4% 12.0% 31.3% 20.1% 9.1% 2.032 0.0480
Panel	  management 17.2% 17.9% 19.5% 18.5% 16.6% 12.0% 18.8% 18.7% 7.6% 1.164 0.3203
Extending	   responsibilities	  
to	  non-‐clinical	  staff 16.8% 18.8% 23.9% 20.0% 15.2% 12.0% 18.8% 16.5% 3.0% 2.491 0.0152
Standing	  orders 16.2% 10.4% 21.2% 21.5% 22.3% 5.6% 37.5% 20.7% 0.0% 8.174 0.0000
Documentation	   and	  order	  
entry	  assistance 13.9% 10.9% 12.4% 13.9% 19.4% 8.0% 25.0% 16.7% 6.1% 2.981 0.0041
Entrust	  RN	  or	  MA	  to	  filter	  
labs,	  Rx	  refills,	  etc 12.1% 11.8% 14.2% 13.9% 21.8% 4.0% 37.5% 10.1% 0.0% 7.028 0.0000
Co-‐locate	  team	  members 11.4% 9.9% 16.8% 12.3% 9.9% 9.6% 37.5% 12.7% 1.5% 3.347 0.0015
Extend	  preventive	  care	  
responsibilities 10.6% 7.7% 15.0% 6.1% 17.5% 4.8% 25.0% 11.9% 0.0% 5.061 0.0000
Medication	  automation	  
for	  chronic	  conditions 9.8% 8.5% 10.6% 7.7% 15.6% 7.2% 56.3% 8.8% 1.5% 8.150 0.0000
Number	  of	  Cases 1516 414 113 65 211 125 16 503 66

Table	  4: What	  do	  you	  need	  to	  better	  support	  the	  patients/clients	  that	  you	  work	  with?

Measures
ALL	  MHVC	  
NETWORK

Mental	  
Health	  
Agencies

Substance	  
Use	  
Agencies

Skilled	  
Nursing	  
Facilities

Primary	  
Care	  
Providers

Care	  
Management

Federally	  
Qualified	  
Health	  Ctrs. Hospitals

Other	  
CBOs F	  Test p	  <	  

More	  staff	  
support 43.07% 41.36% 38.89% 50.75% 34.87% 33.03 28.57 52.50 18.18 6.741 0.0000
Stronger	  
teamwork/team	  
dynamics 38.26% 35.34% 25.93% 58.21% 33.85% 35.78 64.29 43.91 21.82 5.633 0.0000
More	  training 28.29% 37.43% 41.67% 13.43% 16.41% 29.36 35.71 25.55 21.82 7.279 0.0000
More	  time	  to	  
spend	  per	  
patient/client 27.60% 24.35% 39.81% 25.37% 26.15% 24.77 28.57 29.54 21.82 1.830 0.0778
More	  face-‐to-‐face	  
time	  with	  
patients/clients 22.58% 23.56% 28.70% 17.91% 24.10% 20.18 14.29 21.16 23.64 0.734 0.6434
Other 0.91% 1.05% 0.93% 1.49% 0.51% 3.67 0.00 0.40 0.00 1.717 0.1010
Number	  of	  Cases 1435 382 108 67 195 109 14 501 55

Table	  7: Which	  of	  the	  following	  strategies	  do	  you	  think	  would	  be	  helpful	  for	  your	  organization	  to	  use	  in	  the	  future?

Measures
ALL MHVC	  
NETWORK

Social	  
Workers,	  
Case	  

Managers

Nurses,	  
Physician	  
Assistants Physicians	  

Program	  
managers,	  
community	  

health	  
workers	  

Front	  
desk,	  

security,	  
food	  

services

Middle	  
management,	  
researchers

Senior	  
leadership	  

(VPs,	  
executive	  
directors) ChiSq p<

Workflow	  mapping 32.3% 30.8% 32.1% 40.4% 25.9% 29.2% 36.8% 38.7% 12.409a 0.053
Team	  Meetings 29.7% 30.3% 35.3% 28.7% 31.8% 26.9% 27.8% 24.2% 6.850a 0.335
Daily	  Huddles 25.1% 22.2% 26.6% 21.3% 23.9% 20.1% 30.3% 35.5% 16.289a 0.012
Face	  time 24.6% 22.7% 27.5% 14.9% 31.8% 21.5% 24.4% 26.6% 13.624a 0.034
Planning	  ahead 19.3% 18.6% 26.1% 23.4% 19.4% 16.9% 15.0% 18.5% 11.365a 0.078
Panel	  management 17.5% 17.0% 21.6% 25.5% 14.4% 15.1% 15.0% 19.4% 10.315a 0.112
Extending	   responsibilities	  
to	  non-‐clinical	  staff

16.8% 17.6% 18.3% 24.5% 15.4% 11.0% 15.8% 21.0% 11.777a 0.067

Standing	  orders 16.4% 10.0% 33.0% 23.4% 14.9% 15.1% 13.2% 12.1% 62.232a 0.000
Documentation	   and	  order	  
entry	  assistance

14.1% 10.8% 21.1% 34.0% 11.4% 11.9% 10.7% 11.3% 48.097a 0.000

Entrust	  RN	  or	  MA	  to	  filter	  
labs,	  Rx	  refills,	  etc

12.3% 8.4% 18.3% 28.7% 9.0% 11.4% 9.4% 13.7% 40.385a 0.000

Co-‐locate	  team	  members 11.5% 9.7% 11.0% 14.9% 11.4% 8.2% 13.2% 17.7% 10.016a 0.124
Extend	  preventive	  care	  
responsibilities

10.5% 7.3% 15.6% 22.3% 12.9% 9.6% 5.6% 8.9% 32.041a 0.000

Medication	  automation	  
for	  chronic	  conditions

9.9% 8.1% 13.3% 19.1% 9.5% 9.6% 6.0% 11.3% 17.488a 0.008

Number	  of	  Cases 1254 321 194 85 163 187 197 107

In	  considering	  future	  team-‐based	  strategies,	  there	  was	  a	  strong	  congruency	  across	  
almost	  all	  organizations	  that	  workflow	  mapping,	  team	  meetings,	  daily	  huddles,	  and	  
increased	  face-‐time	  with	  team	  members	  would	  be	  most	  helpful	  (Table	  6).	  However,	  
when	  these	  results	  were	  stratified	  by	  job	  role,	  there	  were	  statistically	  significant	  
(p<0.05)	  differences	  in	  strategy	  endorsement,	  especially	  between	  physicians	  and	  
other	  job	  roles (Table	  7).

https://montefiorehvc.org/wp-content/uploads/2020/02/Understanding-the-Role-of-Teamwork.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/Understanding-the-Role-of-Teamwork.pdf
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Sustaining Cultural 
Competency and Health 
Literacy Beyond DSRIP

Workgroup-developed Resource 

Repository organized by 

Competencies and included 

Training Resources, Information 

Resources, and CNAs

Background
• MHVC conducted an initial Community Needs Assessment to better 

understand the community needs

• MHVC conducted ongoing Cultural Competency & Health Literacy 
(CCHL) Staff Engagement Surveys to understand partner needs and 
successes related to their CCHL strategies

Goal
• Address the CCHL needs of our partners and their client populations 

through the development and sharing of tools and best practices 

Strategy
• Created a CCHL Workgroup with partners and collaboratively 

created a resource repository that houses articles and case studies 
that touch on CCHL best practices

•  A CCHL Best Practices Forum was created with the workgroup, to 
identify issues impacting communities and determine how best to 
address them

• Plans for evolution of sustainability were agreed on to ensure 
growth and adoption

Outcomes

MHVC’s	Best	Practices	Forum,	held	on	November	
14,	2017	was	attended	by	82	participants,	from	
37	partner	organizations.	This	half-day	event	
touched	on	various	elements	addressing	our	
partners’	communities,	such	as:
• Revealing	Implicit/Unconscious	Bias
• Ensuring	Access	to	Care
• Acknowledging	the	Needs	of	the	LGBTQ	

Communities
• Treating	People	with	Special	Needs
• Addressing	the	Social	Determinates	of	Health
• Using	Community	Needs	Assessment	Data
• Getting	Started	with	Implementing	CCHL	

Policy	and	Practices	
• Expanding	on	Existing	CCHL	Policy	and	

Practices-taking	it	to	the	Next	Level	

Ongoing	CCHL	Staff	Engagement	Surveys	
• MHVC	CCHL	workgroup	assessed	and	

reviewed	the	initial	survey	results	and	
modified	the	follow-up	survey	to	address	
the	areas	of	concern	from	the	first	survey.	

• The	revised	survey	included	a	focus	on	
awareness	and	desire	of	change	initiatives	
and	domains	to	address	provider	burnout	
and	joy	in	work		

Evolution	of	Sustainability	MHVC’s	CCHL	Strategy	 Strategy	into	Action	
• MHVC	conducted	an	initial	Community	

Needs	Assessment	and	conducts	ongoing	
CCHL	Staff	Engagement	Surveys	

• The	assessment	and	survey	were	able	to	
provide	information	on	where	our	
communities	and	partners	were,	in	regards	
to	their	CCHL	strategies	and	needs

• MHVC	created	a	CCHL	Workgroup	with	our	
partners	in	the	Hudson	Valley.		This	
workgroup	was	able	to	work	cohesively	to	
address	the	needs	of	our	partners	and	their	
impacted	client	populations

• MHVC,		in	collaboration	with	the	CCHL	
Workgroup,	were	able	to	create	a	resource	
repository.	The	repository	has	numerous	
articles	and	case	studies	that	touch	on	CCHL	
best	practices

• A	CCHL	Best	Practices	Forum	was	created	
with	the	CCHL	workgroup,	to	address	issues	
impacting	your	communities	and	how	to	
best	address	them

• Growing	and	promoting	adoption	of	
MHVC’s	online	resources	repository

• Building	cross	pollination	of	expertise	and	
practices	to	support	communities	of	care	

• Collaborating	with	partners	to	eliminate	
redundancies	in	the	Hudson	Valley

• Facilitating	transition	of	CCHL	Workgroup	
to	Hudson	Valley	CCHL	coalition

• Establishing	CCHL	county	level	recognition	

2018 DSRIP LEARNING 
SYMPOSIUM POSTER 
AWARD

https://montefiorehvc.org/wp-content/uploads/2020/02/CCHL-BP-FORUM-POSTER-2.0-3.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/CCHL-BP-FORUM-POSTER-2.0-3.pdf
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Incentivizing CBO 
Engagement in a 
Community of Care

As part of the MHVC CBO 

Integration Strategy, implementing 

the Innovation Fund provided a 

opportunity to spark collaboration 

and a roadmap for contracting with 

CBOs.

Background
• Recognizing the important roles played by CBOs in a “Community 

of Care”, and the need for CBOs to be sustainable in a value-based 
health care environment, MHVC implemented a three prong CBO 
integration strategy

Goal
• Develop a mechanism to cultivate relationships between Regional 

CBOs and Clinical partners and address community needs

Strategy
MHVC utilized a three-pronged approach to CBO integration:

• Incentivized clinical partners to build infrastructure and link to CBOs

• Provided technical assistance and training to CBOs to improve 
readiness for outcomes measurement

• Implemented the Innovation Fund, a playground to spark 
collaboration and a roadmap for contracting with CBOs

Outcomes
• Key learnings: CBO readiness assessments, VBP education and 

“coaching” were foundational

• Innovation Funding outcomes – awarded 17 projects

• Planning Grants: 2 Projects

RFA Application Process 
• Letter of Intent invitation to 

submit full proposal 
• Innovation Fund Application 

• Structured Abstract 
• Rationale (Definition of 

Need) 
• SMART Goals 

 
 
 
 

• Strategy (Intervention 
Description) 

• Evaluation Plan 
• Impact on Quadruple Aim 

Innovation Fund 

Innovation Fund RFP 

Introduction 

Aim: To incentivize innovation and collaboration between health care providers and 
CBOs (especially Tier 1 CBOs). 

If… then..  

Incentivizing CBO Engagement in a Community of Care: 
MHVC’s Three-Pronged Approach to CBO Integration 

Damara Gutnick MD, Marlene Ripa, Allison McGuire MPH, Rachel Evans LCSWR, Bruce Rapkin 
PhD, Kathleen McAuliff PhD, Danny Childs, Kristin Woodlock RN, Rosy Chhabra PhD, 

Montefiore Hudson Valley Collaborative, Yonkers, NY 

Prioritize projects: 
• Responsive to Regional needs 
• Potential to impact high priority clinical outcome metrics  - data driven evaluation 

plan 
• Address social determinants of health 
• Provide services not currently billable to Medicaid, or expand services to meet 

community needs 
• Demonstrate multi-stakeholder collaboration 
• Strong sustainability strategy 
• Support IHI Quadruple Aim 

Sustainability – Definingnm     

Technical Assistance for CBO’s 
“Coaching” provided by Subject Matter Experts 
(Einstein Researchers) on:  
• Project design and LOI development 
• Proposal development 
• SMART goal & evaluation metrics & strategy. 
• ROI Calculation & Planning for Sustainability 

CBO Integration Strategy 

Project If . . .  Then. . . 

Meals on Wheels 
 

If we train volunteers to 
conduct health checks and 
link “at risk” patients to care.  
 

Then we can decrease ED 
utilization 
 

Nyack Hospital/ 
Rockland: 
Community Paramedicine 
Collaboration 
 

If we use Community 
Paramedics to do follow up 
transitions of care visits 
 

Then we can decrease ED 
visits and readmissions 
 

Yonkers Public Library: 
Offering Support Services 
for Library Patrons 

If we train librarians how to 
link people to social services  

Then we can help eliminate 
health disparities and 
effectively address “What 
Matters” to our population 

Touch:  
Together Our Unity Can 
Heal 

If we provide healthy meals 
and self management support 
to patients with Diabetes and 
food insecurity 

Then we can improve 
glycemic control and reduce 
health consequences due to 
poorly controlled diabetes. 

Identification of Cost Proxies to Guide ROI Calculations 

Outcomes 
• Innovation Funding Awarded: 17 Projects 
• Planning Grants: 2 Projects 

• Collaborate with CBO on Final Design  
• High Touch Technical Assistance  

• Survey Design Expertise 
• Introducing Strategic Partnerships 
• Feasibility Assessments and ROI  

• CBOs appreciated the education and Technical Assistance 
• As a network administrator. . .  

• CBO readiness assessments, VBP education and “coaching” are foundational. 
• MHVC can foster strategic partnerships by linking aligned projects together. 

 
 
 
 
 
 
 
 

 
• Focus on metrics, sustainability and attainment of IHI Quadruple Aim 
• Prioritize “Patient Experience” (WMTY) and “Joy in Work” 

 

Conclusions 

Savings  
1pt drop A1c 

BH Admission 

Hospital Admission 

Cost Proxies 

ED Visit 

Contracting 
 MHVC incentivized foundational elements needed for future VBP 

contracts 

CBO VBP Training 

Regional Meetings Fostered Partnerships 

Rockland�
County

FQHC’s
Hospitals

Small�
Practices

Specialists

BH�
SA�&�SU

Pharmacy
Skilled�
Nursing�
Facilities

Health�
Homes

CBO’s

CMA’s

DD

Communities of Care

Let’s shift healthcare from. . . 

“What’s the Matter?
to

What Matters to you?”

Damara Gutnick MD, Medical Director, MHVC

Being Person Centered About .. 
“Things That Matter” 

Social Determinants of Healthcare Costs  

Targeted Interventions - DSRIP 
Year 3-5 

      Outreach & Empowerment - DSRIP Year 1-5 

                                                                                       
         Supporting Sustainability – DSRIP Year 1-5 

Kristin Woodlock provides user- 
friendly VBP preparation to MHVC 

Regional Meeting 

Clinical Partners CBOs Contracting via 
Innovation Fund 

Contracting metrics include 
SDH screening & CBO Linkage 
Survey 
 

Technical assistance by 
NYAPRS 

Regional Forums fostered 
collaborative proposals 

Regional Meetings provided 
VBP trainings and encouraged 
CBO linkages 

MCTAC VBP Readiness survey Clinical partner and Tier 1 
CBO linkages incentivized 

WMTY Campaign VBP Training (From 
Government Agent to Retail) 

Sustainability plan TA: ROI 

Innovation Fund Proposal TA Patient engagement 
metrics 

Recognizing the important roles played by CBOs in a “Community of Care”, and the 
need for CBOs to be sustainable in a value-based health care environment, MHVC 
implemented a three-pronged approach to CBO integration by: 
• Incentivizing clinical partners to build infrastructure and link to CBOs 
• Providing technical assistance and training to  CBOs to improve readiness for 

outcomes measurement 
• Implementing the Innovation Fund, a playground to spark collaboration and a 

roadmap for contracting with CBOs 
 

Get Rid of Your Agent of 
Government Thinking and 
Get your Retail Healthcare 

On! 

https://montefiorehvc.org/wp-content/uploads/2020/03/Incentivizing-CBO-Engagement-in-a-Community-of-Care.pdf
https://montefiorehvc.org/wp-content/uploads/2020/03/Incentivizing-CBO-Engagement-in-a-Community-of-Care.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/MHVC-Research-Roadmap-Poster.pdf
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More Than Books at  
at the Yonkers Public 
Library: Innovative 
Partnerships to Address 
Social Determinants of 
Health in the Community

MHVC funded an innovation to 

improve access to critical services 

for library patrons, meeting people 

where they are. In just one year, 

a quarter of all consultations led 

to successful identification and 

connection to services.

Background
On any given day, librarians at the Yonkers Public Library are 
challenged by patron questions related to social service needs and 
stressors that can impact health. For example:

“I just lost my job. Can you help me file for unemployment  
and find work?”

“I need to find a rehab center for a family member.”

“I don’t have medical insurance. How can I see a doctor?”

Goal
• Demonstrate how a successful cross sector partnership between 

the Yonkers Public Library, a Housing Case-Management Provider 
(CLUSTER) and MHVC empowered librarians to link library patrons 
to local community resources that could help address social 
determinants of health needs.

Strategy
• Offer on site case management services and referrals to community 

based social services to anyone in the community who needs it

• Provide anti-stigma training to address library staff’s attitudes 
toward patrons experiencing homelessness and/or Serious Mental 
Illness (SMI)

• Partnered with MHVC and Einstein College of Medicine to conduct 
an ongoing community health survey collecting Patient Reported 
Outcomes (PRO) and SDH needs

Outcomes

STRATEGY
Offer weekly case management services at the library with 
personalized one-on-one consultation
 Case managers are onsite 3x/week
 Bilingual services available from the case managers and the 

librarians

Refer patrons/clients to services and healthcare
 Case managers are employed through CLUSTER, Inc., a Yonkers-

based supportive services agency with a large network of services 
to greatly expand the library’s ability to provide on-the-spot health 
information, resources and referrals, including: 

Address attitudes of library staff toward Serious Mental Illness 
(SMI) and people experiencing homelessness through anti-stigma 
training 
 Six workshops covering active listening, working with people 

experiencing chronic homelessness and understanding people 
with mental illness were offered; 90 staff participated in one or all 
sessions. 

Partner with MHVC and Einstein College of Medicine to conduct an 
ongoing  community health survey collecting Patient Reported 
Outcomes and SDH needs 
 Researchers are collecting data at two library locations that will 

help us make strategic program and service decisions 

More Than Books at the Yonkers Public Library 
Innovative Partnerships to Address Social Determinants of Health in the Community 
Shauna Porteus, MLIS, Eric Scott, Jon Shenk, Claudine Williams, Damara Gutnick, MD

1 2 22

1. Yonkers Public Library; 2. CLUSTER Community Services; 3. Montefiore Hudson Valley Collaborative 

PROBLEM
On any given day, librarians at the Yonkers Public Library (YPL) are 
asked a wide variety of questions, including:

“I just lost my job. Can you help me file for unemployment and find work?”

“I need to find a rehab center for a family member.”

“I don’t have medical insurance. How can I see a doctor?”

“My kids and I are sleeping on a friend’s couch, can you help us find housing?”

“I’m homeless and feel unsafe at the shelter. What are my housing options?”

The public sees us as a trusted source of information able to assist 
their most pressing needs, but most librarians are not trained to 
handle these types of questions. So, how can the library utilize the 
unique relationship we have with our patrons to help build a strong 
community? 

GOAL
Demonstrate how a successful cross-sector partnership among the 
YPL, CLUSTER, Inc. and Montefiore Hudson Valley Collaborative 
(MHVC) can effectively address Social Determinants of Health 
(SDH) needs, improve linkage to primary care 
services and reduce health disparities by: 

 Expanding the public’s access to health 
and social service information and 
resources

 Providing much-needed individual help 
to vulnerable populations, including 
families, seniors, low-income individuals 
and people experiencing homelessness

 Building local partnerships with an overall goal of 
creating stronger and healthier communities

 Reinforcing the value of Yonkers Public Library as a critical link to 
the community and a resource hub

 Affordable housing connections
 DSS navigation
 Application for public benefit(s)
 Tenant-landlord disputes
 School mediation
 Mental health referrals

MAIN SDH NEEDS 

FUTURE WORK
 Program development based on data from the Patient Reported Outcomes 

survey, including  a) Partnership with American Heart Association and 
Westchester County Health Department to get blood pressure cuffs in the 
library for check out and b)Partnership with MHVC and the American Lung 
Association for smoking cessation program 

 Long-term program sustainability
 Community-wide workshops assessing and addressing stigma around 

homelessness

12%

52%

24%

12%

Primary Reason for Visit
n=342

Health Housing Income Other

16%
16%
17%

8%
40%

2%

Conflict with landlord

Imminent risk of homelessness

Homeless

Seek senior housing

Seek affordable housing

Unsafe Housing

Housing Issue to Address
n=179

54%

9%

38%

Apply for public assistance benefits

Education/Training

Employment help

Income Issue to Address
n=80

2%
29%

2%
10%

24%

Help finding a doctor

Help with stress management

Help with substance abuse

Leave an abusive situation

Mental health counseling

Health Issue to Address
n=42

342 
One‐on‐one Consulta�ons w��ibrary Patron from 

February 2018 – January 2019122
Informa�on 

queries answered 71
Referrals made 39

Public assistance 
benefit applica�ons 

submi�ed with 
patron

33
Cases 

advocated on 
behalf of patron

30
Housing 

applica�ons 
submi�ed

11
Health Services 

Secured
10
Job 

applica�ons 
submi�ed

9
Housing 
Conflicts 
Resolved

8
Public 

assistance 
secured

7
Homes 
secured

2
Jobs

secured

 Medicaid/Medicare applications
 Job applications
 Immigration service referrals
 Legal service referrals
 Emergency housing assistance 

ASSESSMENT PROCESS
 Initial Intake Tool (housing, health, income, other and “What 

Matters to You” sections)
 Client Follow-up (4 weeks) |  Client Follow-up (six months)
 Client satisfaction survey 

Asking “What Matters to You?” Changes the Outcome

Primary Reason for Visit “What Matters to You” Response

Employment Help 

Imminent Risk of 
Homelessness (home 
foreclosing)

“Need help with stress, 
depression, literacy and 
transportation.” 

“Getting a handle on my 
Parkinsons disease and creating 
a health care proxy.”

Referral to Legal Services Hudson 
Valley and health care proxy 
documents provided to client’s 
daughter. 

Referral to Westchester Jewish 
Community Services for mental 
health counseling and job coaching 
at the library.

3

STRATEGY
Offer weekly case management services at the library with 
personalized one-on-one consultation
 Case managers are onsite 3x/week
 Bilingual services available from the case managers and the 

librarians

Refer patrons/clients to services and healthcare
 Case managers are employed through CLUSTER, Inc., a Yonkers-

based supportive services agency with a large network of services 
to greatly expand the library’s ability to provide on-the-spot health 
information, resources and referrals, including: 

Address attitudes of library staff toward Serious Mental Illness 
(SMI) and people experiencing homelessness through anti-stigma 
training 
 Six workshops covering active listening, working with people 

experiencing chronic homelessness and understanding people 
with mental illness were offered; 90 staff participated in one or all 
sessions. 

Partner with MHVC and Einstein College of Medicine to conduct an 
ongoing  community health survey collecting Patient Reported 
Outcomes and SDH needs 
 Researchers are collecting data at two library locations that will 

help us make strategic program and service decisions 

More Than Books at the Yonkers Public Library 
Innovative Partnerships to Address Social Determinants of Health in the Community 
Shauna Porteus, MLIS, Eric Scott, Jon Shenk, Claudine Williams, Damara Gutnick, MD

1 2 22

1. Yonkers Public Library; 2. CLUSTER Community Services; 3. Montefiore Hudson Valley Collaborative 

PROBLEM
On any given day, librarians at the Yonkers Public Library (YPL) are 
asked a wide variety of questions, including:

“I just lost my job. Can you help me file for unemployment and find work?”

“I need to find a rehab center for a family member.”

“I don’t have medical insurance. How can I see a doctor?”

“My kids and I are sleeping on a friend’s couch, can you help us find housing?”

“I’m homeless and feel unsafe at the shelter. What are my housing options?”

The public sees us as a trusted source of information able to assist 
their most pressing needs, but most librarians are not trained to 
handle these types of questions. So, how can the library utilize the 
unique relationship we have with our patrons to help build a strong 
community? 

GOAL
Demonstrate how a successful cross-sector partnership among the 
YPL, CLUSTER, Inc. and Montefiore Hudson Valley Collaborative 
(MHVC) can effectively address Social Determinants of Health 
(SDH) needs, improve linkage to primary care 
services and reduce health disparities by: 

 Expanding the public’s access to health 
and social service information and 
resources

 Providing much-needed individual help 
to vulnerable populations, including 
families, seniors, low-income individuals 
and people experiencing homelessness

 Building local partnerships with an overall goal of 
creating stronger and healthier communities

 Reinforcing the value of Yonkers Public Library as a critical link to 
the community and a resource hub

 Affordable housing connections
 DSS navigation
 Application for public benefit(s)
 Tenant-landlord disputes
 School mediation
 Mental health referrals

MAIN SDH NEEDS 

FUTURE WORK
 Program development based on data from the Patient Reported Outcomes 

survey, including  a) Partnership with American Heart Association and 
Westchester County Health Department to get blood pressure cuffs in the 
library for check out and b)Partnership with MHVC and the American Lung 
Association for smoking cessation program 

 Long-term program sustainability
 Community-wide workshops assessing and addressing stigma around 

homelessness
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Health Services 

Secured
10
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applica�ons 
submi�ed

9
Housing 
Conflicts 
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8
Public 

assistance 
secured
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Homes 
secured

2
Jobs

secured

 Medicaid/Medicare applications
 Job applications
 Immigration service referrals
 Legal service referrals
 Emergency housing assistance 

ASSESSMENT PROCESS
 Initial Intake Tool (housing, health, income, other and “What 

Matters to You” sections)
 Client Follow-up (4 weeks) |  Client Follow-up (six months)
 Client satisfaction survey 

Asking “What Matters to You?” Changes the Outcome

Primary Reason for Visit “What Matters to You” Response

Employment Help 

Imminent Risk of 
Homelessness (home 
foreclosing)

“Need help with stress, 
depression, literacy and 
transportation.” 

“Getting a handle on my 
Parkinsons disease and creating 
a health care proxy.”

Referral to Legal Services Hudson 
Valley and health care proxy 
documents provided to client’s 
daughter. 

Referral to Westchester Jewish 
Community Services for mental 
health counseling and job coaching 
at the library.

3

  YPL Cluster More than Books

January to October 2019 Outcomes
+25 housing units procured

+11 jobs found

+7 people insured

https://montefiorehvc.org/wp-content/uploads/2020/02/More-than-Books-at-the-Library.pdf
ps://montefiorehvc.org/wp-content/uploads/2020/02/More-than-Books-at-the-Library.pdf
https://vimeo.com/358366525
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Healthy Food Distribution 
at Information Outposts: 
A Patient Engagement 
Strategy

MHVC funded an innovation pilot 

project to address social needs 

and provide linkage to medical 

services for for high risk community 

members, correlation between 

social needs and food access 

confirmed. 

Background
• Leveraging its relations with CBOs, including Feeding Westchester, 

the Montefiore Hudson Valley Collaborative (MHVC) tested 
innovative models to address social and medical needs of the 
community

Goal
• Engage “food insecure” library patrons in health programming, and 

address “What Matters” most

Strategy
• Identified “Impact Sites” within targeted census tracts to provide 

health programming and food distribution

• Constructed model for partnership - Yonkers Public Library (YPL) 
pilot program – administered survey with patrons to identify 
association of food insecurity, and collected survey Patient Reported 
Outcomes (PROs) at “Impact Sites” during food distribution

• Based on survey analysis, targeted health programming 
implemented at library, and embedded care navigation at “Impact 
Sites”

Outcomes
Survey revealed 25% respondents unable to get adequate food 

when needed over past year making the odds:

STRATEGY
Offer weekly case management services at the library with 
personalized one-on-one consultation
 Case managers are onsite 3x/week
 Bilingual services available from the case managers and the 

librarians

Refer patrons/clients to services and healthcare
 Case managers are employed through CLUSTER, Inc., a Yonkers-

based supportive services agency with a large network of services 
to greatly expand the library’s ability to provide on-the-spot health 
information, resources and referrals, including: 

Address attitudes of library staff toward Serious Mental Illness 
(SMI) and people experiencing homelessness through anti-stigma 
training 
 Six workshops covering active listening, working with people 

experiencing chronic homelessness and understanding people 
with mental illness were offered; 90 staff participated in one or all 
sessions. 

Partner with MHVC and Einstein College of Medicine to conduct an 
ongoing  community health survey collecting Patient Reported 
Outcomes and SDH needs 
 Researchers are collecting data at two library locations that will 

help us make strategic program and service decisions 

More Than Books at the Yonkers Public Library 
Innovative Partnerships to Address Social Determinants of Health in the Community 
Shauna Porteus, MLIS, Eric Scott, Jon Shenk, Claudine Williams, Damara Gutnick, MD

1 2 22

1. Yonkers Public Library; 2. CLUSTER Community Services; 3. Montefiore Hudson Valley Collaborative 

PROBLEM
On any given day, librarians at the Yonkers Public Library (YPL) are 
asked a wide variety of questions, including:

“I just lost my job. Can you help me file for unemployment and find work?”

“I need to find a rehab center for a family member.”

“I don’t have medical insurance. How can I see a doctor?”

“My kids and I are sleeping on a friend’s couch, can you help us find housing?”

“I’m homeless and feel unsafe at the shelter. What are my housing options?”

The public sees us as a trusted source of information able to assist 
their most pressing needs, but most librarians are not trained to 
handle these types of questions. So, how can the library utilize the 
unique relationship we have with our patrons to help build a strong 
community? 

GOAL
Demonstrate how a successful cross-sector partnership among the 
YPL, CLUSTER, Inc. and Montefiore Hudson Valley Collaborative 
(MHVC) can effectively address Social Determinants of Health 
(SDH) needs, improve linkage to primary care 
services and reduce health disparities by: 

 Expanding the public’s access to health 
and social service information and 
resources

 Providing much-needed individual help 
to vulnerable populations, including 
families, seniors, low-income individuals 
and people experiencing homelessness

 Building local partnerships with an overall goal of 
creating stronger and healthier communities

 Reinforcing the value of Yonkers Public Library as a critical link to 
the community and a resource hub

 Affordable housing connections
 DSS navigation
 Application for public benefit(s)
 Tenant-landlord disputes
 School mediation
 Mental health referrals

MAIN SDH NEEDS 

FUTURE WORK
 Program development based on data from the Patient Reported Outcomes 

survey, including  a) Partnership with American Heart Association and 
Westchester County Health Department to get blood pressure cuffs in the 
library for check out and b)Partnership with MHVC and the American Lung 
Association for smoking cessation program 

 Long-term program sustainability
 Community-wide workshops assessing and addressing stigma around 

homelessness
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ASSESSMENT PROCESS
 Initial Intake Tool (housing, health, income, other and “What 

Matters to You” sections)
 Client Follow-up (4 weeks) |  Client Follow-up (six months)
 Client satisfaction survey 

Asking “What Matters to You?” Changes the Outcome

Primary Reason for Visit “What Matters to You” Response

Employment Help 

Imminent Risk of 
Homelessness (home 
foreclosing)

“Need help with stress, 
depression, literacy and 
transportation.” 

“Getting a handle on my 
Parkinsons disease and creating 
a health care proxy.”

Referral to Legal Services Hudson 
Valley and health care proxy 
documents provided to client’s 
daughter. 

Referral to Westchester Jewish 
Community Services for mental 
health counseling and job coaching 
at the library.
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Yonkers Public Library (YPL) Pilot Program
• Administer survey to library patrons
• Analyze data trends
• Identify association of food insecurity and lack of 

other social needs 
• Implement case management and health 

programming at YPL
Document processes for application at other CBOs

• Hunger mapping of Yonkers
• Identification of target census 

tracts with high food insecurity
• Identification of Impact Sites 

based on the following criteria:
✓ located in target census track
✓ Significant community reach
✓ adequate space for health 

programming and navigation 
deployment

• Integration of food distribution 
within Impact Sites

Contract with 
Feeding 

Westchester

• Design Patient Reported 
Outcomes (PRO) survey

• Collect PROs at Impact 
Sites during food 
distributions

• Analyze survey data

Targeted 
Population Needs 

Assessment

• Deploy targeted 
programs to meet 
needs identified on 
survey

• Embed care 
navigation at Impact 
Sites, with linkage to 
health services & 
social service 
organizations

Program Design 
and Evaluation

Constructing the 
Model of 

Partnership

Clinical Service Provider

[x] housing
[ ] food
[ ] transportation
[ ] immigration

[x] cancer screening
[ ] tobacco cessation
[ ] mental health
[ ] primary care
[ ] substance use 
treatment

Community Based 
Organization

Community Health 
Worker/Navigator

Community Health 
Worker/Navigator

Healthy Food Distribution at Information Outposts:
A Patient Engagement Strategy

Andrew Telzak MD1,2, Virgil Dantes3, Jade Foster1 Bruce Rapkin PhD2, Damara Gutnick MD1

1Montefiore Hudson Valley Collaborative, 2Albert Einstein College of Medicine, 3Feeding Westchester

Background
Communities and individuals with greater social needs have higher
healthcare costs, higher disease prevalence, and worse health
outcomes.

An increased emphasis on upstream factors that contribute to health
outcomes, or Social Determinants of Health (SDH), is critical as health
systems transition to value-based payment. Leveraging its relationships
with CBOs (including Feeding Westchester), the Montefiore Hudson
Valley Collaborative (MHVC) is testing innovative models to address the
social and medical needs of the community.

Hunger Mapping conducted by Feeding Westchester found that 8 census
tracks in Yonkers NY accounted for 10% (1.80 million food pounds) of
Westchester county’s total annual “meal gap”. The prevalence of food
insecurity in these tracks was 19% (n=44,805).

Methods Yonkers Public Library Pilot
MHVC funded an innovation pilot project at the Yonkers Public Library that 
integrated a case manager to link patrons to SDH resources and primary care. 
With the goal of identifying health gaps, patrons were surveyed regarding 
SDH stressors and health needs. Based on survey analysis, targeted health 
programing is being implemented at the library. 

Analysis of social needs revealed that 25% of survey respondents had been 
unable to get adequate food when needed over the past year. The table 
below highlights the association between social needs and food access. The 
odds of experiencing stress* related to social needs were higher among those 
with inadequate access to food. For example, those with inadequate access to 
food were:

• 9.6 times as likely to have stress related to transportation
• 6.1 times as likely to have stress related to their housing/living situation
• 2.2 times as likely to have stress related to getting proper medical care

Discussion/Future Directions
The creation of “Information Outposts” at local CBOs is a promising strategy
to address social needs and provide linkage to medical services for high risk
community members. Given the significant overlap of food insecurity with
other social needs in this community, designing integrated programs at food
pantries allows for initial engagement around a patron’s priority social need
(i.e. food), while also addressing comorbid medical and additional SDH. We
hypothesize that the creation of targeted health programming and case
management in this context will meet patients where they are at, both
literally and figuratively, by addressing what matters most to them at a
particular point in time.

Conceptual Model

Hunger Mapping by Yonkers Census Tract

City Tract # Zip 
Codes 
in Tract

The Gap 
(Food lbs
needed 
before 

Distribution -
2015 MMG)

Food 
Insecure 
Rounded

Median 
Income Pop Poverty 

Rate
Unemploy
ment Rate

Y
O
N
K
E
R
S

103
10701, 
10705 241,500 1,150 $32,122 5,609 37.4% 7.5%

201 10705 248,850 1,185 $36,344 7,309 20.9% 15.7%

300 10701 189,210 901 $27,384 4,869 28.6% 12.6%

401 10701 152,670 727 $41,536 3,689 29.7% 8.2%

500 150,570 717 $17,533 3,316 0.38 0.147

600
10701, 
10703 306,390 1,459 $36,051 7,559 26.6% 11.7%

1102
10701, 
10705 190,260 906 $29,907 4,896 30.0% 11.1%

1303 10705 319,200 1,520 $36,532 7,558 36.2% 16.0%

1,798,650 8,565 44,805
Impact site

Food insecurity in Yonkers, NY, with Impact site 
locations

Food pantry

1. Patients visit clinical service provider
2. Patients screened for SDH
3. If social needs identified, patients 

connected to CBO via CHW/navigator
4. Individuals come to food pantry
5. Screened for social as well as medical

needs
6. If medical or social needs identified, 

they are linked to care via 
CHW/navigator

1

Project Goals
• To create an integrated population health model of community 

partnership that addresses social & health needs.
• To use “food” as an innovative strategy to engage “food insecure” patrons 

in Health Programming
• To address “What Matters” most to the people we work with and meet  

our patients where they are at.

* Stress defined by “Extreme stress” or “A lot of stress”

Montefiore CMO, unpublished analysis of 4,000 patients, 2016

Totals:

Odds of stress related to social needs by access to food
Adequate 

food access
Inadequate 
food access

OR p-value

Transportation .11 1.05 9.60 <.0001

Using public services .14 1.26 8.84 <.0001

Crime and violence .05 .38 7.21 <.01

Housing/living situation .69 4.25 6.12 <.0001

Serious injury, illness or death of someone 
close

.16 .86 5.56 <.0001

Neighborhood Environment .20 1.05 5.29 <.0001

Money or finances .58 2.91 4.98 <.001

Relations with racial/ethnic groups other 
than your own

.06 .29 4.73 <.01

Social life, social activities, friendships .08 .37 4.60 <.01

Job Situation .57 1.93 3.41 <.01

Substance use or drugs .04 .11 3.29 .33

Immigration .04 .11 3.11 .40

Experiences of racism/discrimination .12 .33 2.80 .01

Relations with police .10 .26 2.60 <.01

Marriage or romantic relationships .17 .40 2.31 .28

Raising children/being a parent/problems 
with children

.14 .30 2.23 .41

Getting proper medical care .23 .50 2.21 .03

Physical health .24 .50 2.13 .04

Education .31 .56 1.81 .47

6

45

3

2

as likely to have 
stress related to  

access to medical 
care

2X
as likely to have 
stress related to 

housing

6X
as likely to have 
stress related to 
transportation

10X

https://montefiorehvc.org/wp-content/uploads/2020/02/Healthy-Food-Distribution-at-Information-Outpost.pdf
https://montefiorehvc.org/wp-content/uploads/2020/02/Healthy-Food-Distribution-at-Information-Outpost.pdf
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  Creating Integrated Delivery Systems - a sizzle reel highlighting how Montefiore HudsonValley Collaborative is 
driving the change in order to create an Integrated Delivery System.

  Stopping the Revolving Door - A sizzle reel highlighting Montefiore Nyack’s Community Paramedicine program and 
its impact on the community.

  Doug Hovey - speaking on his life experiences and how to better relate to patients with disabilities.

  ED Care Triage Workshop - a sizzle reel highlighting the Montefiore Hudson Valley Collaborative ED Care Triage 
Workshop: Referrals.

  Amie Parikh and Katie Clay - watch full presentation of Amie Parikh and Katie Clay discuss the process of referrals to 
health homes.

  OC Value Stream Sizzle Reel - a sizzle reel highlighting Orange County’s Process Improvement Implementation plan.

  Corey Waller Value Stream Map - Corey Waller speaks on changing the local environment for addiction treatment.

Behavioral Health Integration

  State of the Collaborative - Dr. Henry Chung and Dr. Damara Gutnick discuss the current state of the Behavioral 
Health Integration projects.

  Dr. Chinazo Cunningham - Dr. Chinazo Cunningham discussing innovations in the management of alcohol and 
substance use disorder in primary care.

  MHVC Behavioral Health Roadmap - Dr. Damara Gutnick discussing the Behavioral Health Integration Roadmap

Workforce Development

  CCHL Best Practices Forum - a sizzle reel highlighting MHVC’s Cultural Competency and Health Literacy forum.

  CCHL Best Practices Panelists - Panelist from MHVC’s Cultural Competency and Health Literacy Best Practices forum 
discuss the social determinants of health that are inflicting their specific populations.

  Dr. Michele Galietta on Implicit Bias - the full presentation of Dr. Michele Galietta’s keynote speech on implicit biases.

  HealthLinkNY Poverty Simulation - HealthLinkNY Poverty Simulation lets the participant live a day in the life of a 
variety of people, with complex problems.

  Poverty Simulation: Netter Family - Take a first-hand glimpse of the Netter family and witness the complexities of 
their day to day life.

  Poverty Simulation: Chen Family - Take a first-hand glimpse of the Chen family and witness the complexities of their 
day to day life.

  NP Residency Program - a sizzle reel highlighting Hudson River Healthcare’s nurse practitioner program.

  Implementing WMTY - a sizzle reel on implementing “What Matters to You?” throughout their organization.

  LGBTQ ally WMTY Event - sponsored by Montefiore LearningNetwork

  Nursing student speaks about the impact of WMTY - Nursing student, Cody Hepworth discusses the impact of the 
“What Matters to You?” movement is helping him do his job.

  Damara Gutnick MD - MHVC’s Medical Director, Dr. Damara Gutnick discusses the importance of implementing “What 
Matters to You?” throughout their organization.

  WMTY Behavioral Health Organizations - a sizzle reelhighlighting the effects of implementing the “What Matters to 
You?” throughout theirorganization.

  WMTY Health Care Providers - healthcare providers implementing “What Matters to You” in their daily routines.

  Patient Experience - Montefiore’s leadership discusses the importance of implementing “What Matters to You”

Reference: Sizzle Reels

https://vimeo.com/274680618
https://vimeo.com/391047498
https://vimeo.com/274687117
https://vimeo.com/274681620
https://vimeo.com/274681109
https://vimeo.com/252888915
https://vimeo.com/243021838
https://vimeo.com/271165322
https://vimeo.com/271271783
https://vimeo.com/271272667
https://vimeo.com/272396987
https://vimeo.com/273746004
https://vimeo.com/273887505
https://vimeo.com/273760042
https://vimeo.com/273904301
https://vimeo.com/273921435
https://vimeo.com/250719483
https://vimeo.com/293990538
https://vimeo.com/293992109
https://vimeo.com/248377050
https://vimeo.com/293991359
https://vimeo.com/269067278
https://vimeo.com/269064643
https://vimeo.com/293975166


  WMTY Webinar - Find out all the ways you can participate for WMTY day on June6th!

  Lorraine’s WMTY Story - Lorraine discusses the powerful impact WMTY made in her father’s life.

  WMTY Wedding Anniversary - patient’s family member discusses how Cabrini of Westchester staff accommodated 
their wedding anniversary.

  Change Management Sizzle Reel - a sizzle reel highlight Prosci’s Change Management practices and how to 
implement throughout your organization.

  Change Management - Dr. Damara Gutnick and Joan Chaya discuss managing the people side of change.

  Championing Change in a Changing World - Dr. Helen Bevan, Chief Transformation Officerat N.H.S. Horizons 
discusses Championing Change in a Changing World at the 2018 NYCRING event.

  Change Management BHI Learning Collaborative - MHVC highlighting Prosci’s Change Management process during 
our Behavioral Health LearningCollaborative.

CBOs

  YPL Cluster More than Books - MHVC, CLUSTER and Yonkers Public Library (YPL) turns issues into answers by 
integrating case managers in YPL.

  CLUSTER Case Manager WMTY - CLUSTER Community Services Case Manager Jon Shenk talks about the how he 
implements the WMTY strategy in his line of work.

  CLUSTER Patron WMTY - Anel Eusebio, Yonkers Public Library patron describes the services CLUSTER Community 
Services is providing.

Reference: Sizzle Reels

https://vimeo.com/336159870
https://vimeo.com/392264626
https://vimeo.com/392272975
https://vimeo.com/271277789
https://vimeo.com/293981716
https://vimeo.com/309310180
https://vimeo.com/358370516
https://vimeo.com/358366525
https://vimeo.com/392275163
https://vimeo.com/392277281
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Rapid Cycle Improvement in “Action”: Community Partnerships Addressing Social 
Determinants Reduces ED-Utilization 

Damara Gutnick, MD1; Natalee Hill, MPA1; Emily Thorsen, MPH1; Lisa Hanaran DNP, RN2; Kathleen Sheehan BSN3

1Montefiore Hudson Valley Collaborative; St. Luke’s Cornwall; 2 St. Joseph’s Medical Center3

Damara Gutnick, MD
MHVC

dgutnick@montefiroe.org

Background: Two safety-net hospitals participated in a NYS 
DSRIP 8- month rapid-cycle improvement collaborative. 
Super-utilizer (SU) patient cohorts were identified (89-
patients at St. Luke’s Cornwall,125-patients at St. Joseph’s 
Medical Center). Each patient was assigned a care 
management “quarterback”. “Action” teams engaged diverse 
community partners to design and implement targeted 
interventions to address social determinants of health (SDH) 
and medical needs. 
Aim: To reduce hospital and ED-utilization through intensive 
care management and community based linkages. 
Actions Taken: Key drivers impacting ED-utilization and 
readmissions (food-insecurity and timely dialysis access), 
were addressed through collaborative partnerships with a 
local food bank and dialysis center. Implementation of new 
workflows facilitated appropriate diversion of SU patients to a 
newly established on-site food pantry or a community 
dialysis center when urgent dialysis was available when 
indicated. 
Results: An intensive care management intervention and 
food bank partnership reduced ED-utilization by 33% for a 
SU cohort (89 patients). Implementation of new workflows 
enabled appropriate patients to be diverted to community-
based dialysis programs for urgent care resulting in fewer 
admissions and a 20% reduction in ED- utilization for a 125-
patient SU cohort. 

Abstract

Introduction

The Medicaid Accelerated Exchange (MAX) Series Program 
is an 8-month learning collaborative, modeled after the IHI 
Breakthrough series. Aligned with the NYS DSRIP goal of 
reducing ambulatory care sensitive readmissions and ED 
visits by 25%, multidisciplinary MAX “Action” teams, 
including internal stakeholders and community partners, use 
rapid cycle change processes to design, test and guide 
implementation of targeted interventions for an identified 
cohort of super-utilizer patients. The Series is organized into 
a preparation/assessment phase and three full day 
workshops with 8-week “action” periods between them. 
“Action” teams, guided by an expert facilitator who holds 
them to task, meet weekly to assess progress on Action 
Plans and determine next steps. Utilization data is collected 
and monitored.  Two Montefiore Hudson Valley Collaborative 
“Action” Teams participated in the MAX Series: St. Luke’s 
Cornwall Hospital and St. Joseph’s Medical Center. The St. 
Luke’s team focused on high utilizers in the ED and St. 
Joseph’s on inpatient admissions. 

St. Joseph’s Medical Center

At the conclusion of the series a focus group was conducted 
with MAX team participants to evoke their perception of the 
benefits of participation for the team and the patients they 
serve.  

Methods and Materials

The MAX Series Program created institutional changes that 
improved processes and fostered collaboration across the 
hospitals. The “Action” teams, comprised of individuals from 
varying departments, successfully modified workflows to be 
more patient-centric and attuned to the SDH driving patient ED 
utilization and hospital admissions. The “Action” teams then 
partnered with diverse community stakeholders that impact 
key SDH needs identified among the SU population. 

St. Joseph’s Medical Center, identifying an unmet need for 
timely dialysis appointments, partnered with a local provider 
that could offer flexible scheduling for urgent dialysis. 
Conversely, St. Luke’s Cornwall Hospital found that many 
individuals were coming to the ED for food; in response, they 
partnered with a local food bank to offer meals just outside the 
ED entrance.  

The “Action” teams used a rapid cycle improvement strategy, 
called Plan-Do-Study-Act (PDSA), to implement and refine 
their MAX Series Programs. The PDSA strategy gave the 
“Action” teams the tools and momentum needed to develop a 
system of care that better meets the needs of their patients. 

While DSRIP is a 5-year initiative, the ultimate goal is to bring 
providers and the community together to create a high quality 
and financially sustainable, integrated healthcare delivery 
system that will keep our communities healthy well into the 
future.

Discussion

The PDSA strategy used to drive the MAX Series Program 
implementation was effective in engaging staff to redefine 
how care is delivered to improve outcomes for the SU 
population. Breaking down siloes, both within the hospitals as 
well as between the hospitals and their communities, sets the 
foundation for future innovative collaboration necessary for a 
value-based healthcare system. 

Conclusions

In April 2014, the Center for Medicare and Medicaid Services 
(CMS) granted New York State an $8 billion dollar Medicaid 
waiver called the Delivery System Reform Incentive Payment 
(DSRIP) Program. DSRIP’s goal is to fundamentally 
restructure the payment and delivery of New Yorks State’s 
Medicaid healthcare system, and to ultimately achieve a 25% 
reduction in avoidable hospital admissions and Emergency 
Department (ED) utilization through the development of a 
culturally competent, patient centered integrated delivery 
system. 

The Montefiore Hudson Valley Collaborative (MHVC) is 
one of 25 Performing Provider Systems in New York State 
guiding healthcare transformation through the NYS DSRIP 
Program. MHVC spans seven Hudson Valley counties: 
Westchester, Rockland, Orange, Sullivan, Dutchess, Ulster, 
and Putnam, and our partners include more than 250 
organizations (more than 1,000 entities) representing the full 
care continuum (hospitals, FQHCs, BH and SU, Community 
Based Organizations and local county health departments.)

Workflow

Results
St. Joseph’s Hospital St. Luke’s Cornwall

St. Luke’s Cornwall 



Two patient cohorts were targeted for the Community Paramedicine intervention.

RESULTS

Hospitals face scrutiny from payers and governmental 
oversight bodies for unnecessary ED visits and 
readmissions within 30-days of discharge.  In an effort to 
reduce unnecessary hospital and ED utilization, a 
unique partnership between Rockland Paramedic 
Services, Inc. (RPS) and Montefiore Nyack Hospital 
yielded an innovative “Community Paramedicine 
Program (RPS-CPP)” designed to provide “gap filling” 
services in patients’ homes. The pilot project, supported 
by an innovation fund grant from the Montefiore Hudson 
Valley Collaborative, provides personalized goal-directed 
services that address underlying drivers of unnecessary 
healthcare utilization.  These drivers include poorly 
controlled chronic disease, social determinants of health 
needs, substance use and co-morbid behavioral health 
issues, and chronic health conditions (COPD, CHF, 
acute MI and asthma.) 

BACKGROUND

The Community Paramedicine pilot program has had a significant impact on ED utilization at Montefiore Nyack Hospital. Outcomes included: (1) A 24% reduction in ED utilization for cohort # 1 (original cohort 
of 233 “super utilizer” patients identified in 2016, 92% visited the ED in 2017 and only 68% visited the ED in 2018.) (2) A 52% decrease in the overall number of ED visits for patients in Cohort #1 (2028 visits in 
2017, 1074 visits in 2018. (3) A 66% decrease in hospital admissions for Cohort #1 (373 in 2017, 245 admissions in 2018) and (4) A 61% decrease in multiple visits/day (89 same day repeat visits in 2017, 55 
same day repeat visits in 2018). A patient story makes the benefits of the program clear: 

This impact directly translates into measurable cost savings for the hospital. For example, because the hospital is not paid for multiple visits in a single day, losses due to write-offs for multiple ED visits in the 
same day have decreased from $31,150 (average $350 loss/visit based, 89 repeat visits in 2017) down to $19,250 (average $350 loss/visit based, 55 repeat visits in 2018). In addition to the decrease in write 
offs, because people’s needs are met without the ED, the pilot has had a systemic impact, in effect eliminating future high utilizers (Graph #2). A full ROI analysis is underway. 

Case managers and ED care navigators at Montefiore Nyack Hospital identified 
patients who met ED “super utilizer,” or “high risk for readmission” criteria, and invited 
them to participate in the Community Paramedicine program.  Once enrolled, field 
based community paramedics, supervised by mid level providers in the Nyack ED, 
visited the patients at home. “Twiage” technology was utilized to share patient health 
indicators and assessments with supervising providers.
Home based assessments conducted during the first in-home visit included SDH 
stressors and drivers of utilization including comorbid substance use and/or behavioral 
health issues. Paramedics and care navigators asked each patient “what matters to 
you?,”  listened carefully to what each person shared, and incorporated what they 
learned into personalized care plans. In the field, patients were examined, vital signs 
monitored, health education and self management support provided, and medications 
adjusted. The paramedics provided navigation within the primary care system with an  
emphasis on improved health, suggested strategies to prevent unnecessary ED 
utilization, and hospital readmission and often identified creative solutions to address 
the social determinants of health needs of the patients.
A focus group comprised of staff involved in the program was conducted to understand 
the program’s impact on provider experience

TARGET POPULATION

Stopping the Revolving Door: 
Advancing Community Paramedicine to Engage High Utilizers

Raymond Florida MPH1, Timothy P. Egan EMT-P1, Alice Cronin RN2, Damara Gutnick MD3, Allison McGuire MPH3, Kristin Woodlock RN3

1Rockland Paramedic Services, Inc., 2Montefiore Nyack Hospital, 3Montefiore Hudson Valley Collaborative                                                  
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This innovation project aimed to 
reduce unnecessary readmissions 
and costs of care, and improve 
patient and provider experience 
(IHI Quadruple Aim) by providing 
“gap filling” services to individuals 
who, for medical, social and/or 
behavioral health reasons, over-utilize emergency 
departments, or are at high risk for hospital readmission.

INTERVENTION

Cohort #1 Cohort #2
“Super-Utilizers” of the Montefiore Nyack 

Hospital Emergency Department*
(233 patients with > 10 visits/year in 2016)

Recent Hospital Discharges (with Chronic 
Conditions) at “High Risk” for Readmission*

Graph #1: ED visit rates declined as a result of 
proactive home based patient engagement by 
paramedics  within 24 hours of discharge.

Graph #2:  Rates of “new” patients meeting criteria for 
“super utilization” (>10 visits/year) dramatically declined 
as a result of early engagement of patients at high risk for 
unnecessary utilization 

Graph #3: Proactive engagement  of cohort 
patients yielded decrease in patients with multiple 
visits per day (38.8% reduction)

Program  Care Team: Focus Group Themes
Program Impact on Providers:
• “Before. . .it was disheartening to see patients come back into ER. . . The Revolving door is frustrating”
• “Before, you felt you lacked the ability to make a difference. Now we see that we make a difference”

• “We have more information when treating patients because we have seen their home environment”

• ”As a paramedic I feel more “productive” (before I could only transport)”

Benefits to Providers and Paramedics
• “Reassurance to self. . . You can go home and sleep at night”

• “We’ve taken ownership”

• Found out about community resources they hadn’t known were out there

• “Feel like you’re making a difference”

• JOY in WORK – “ We like working. We just don’t like spinning our wheels”

On Patient Experience:
• “Patients now have a support system—they know they’re not alone.”

• Comfort—. . .”their environment, see the same provider multiple times”
• When they see the provider in the ED:  “you’re not starting from the beginning; you’re starting from 

the middle”. . . The program supports “relationship building . . .(Patients) begin to trust the provider” 

• No rush: “they understand that you’re paying full attention to them. . . .

Table #1: A focus group (n=15) comprised of 7 paramedics, 3 advanced practice nurses, 1 ED physician, 3 PA’s 
and 1 social worker involved in the program, was conducted to understand the programs impact on provider 
experience and “Joy in Work”.  Quotes and Focus Group Themes are included in the table below:

CONCLUSIONS

Graph #4:: Estimated hospital cost savings resulting 
from decreased repeat same day ED visits

A focus group with program team members captured qualitative data demonstrating impact of the program on staff Joy in Work.
Team members verbalized that “this program helps not only the patients, but also the providers and paramedics.” They described the frustration of seeing the same people in the ED over and over again (“there was a visceral 

feeling of failure”). After implementing this program, they “saw that they made a difference” which gives them “reassurance. I can go home and sleep at night.”



 1 

  
  
  

  
  

DDrriivviinngg  MMeemmbbeerr  OOuuttccoommeess;;  CCoommmmuunniittyy  ooff  CCaarree  CCrreeaatteess  ppoosstt  ddiisscchhaarrggee  CCaarree  TTrraannssiittiioonn  
WWoorrkkffllooww  ffoorr  BBeehhaavviioorraall  HHeeaalltthh  PPaattiieennttss    
Kristin Woodlock RN, Natalee Hill MPA, Manav Surti MBA  
Woodlock & Associates, Rockland County Department of MH, MHA Rockland, HRH Care, MHA Westchester, HVCC, Nyack Hospital, Cornerstone, Jawonio, Rockland 
Psychiatric Center, HVCS 

 

There was a key lesson learned in this process: Multiple 
“helpers” reaching out with good intentions to engage the 

member who is hospitalized is overwhelming from the 
member’s perspective. Our lack of a streamlined process, 

clear roles, and teamwork and accountability leads to an in-
effective care transition process. 

KKeeyy  DDiissccoovveerryy    

BBaacckkggrroouunndd  

A Community of Care (CoC) has been created encompassing Montefiore Hudson Valley Collaborative contracted partners in Rockland County.  The CoC is intended to be a venue for partner en-
gagement and collective performance improvement.  Guided by data highlighting performance gaps, the Rockland CoC voiced a shared concern and commitment to address access to mental 
health treatment and performance on the DSRIP/HEDIS follow-up after a mental health inpatient hospitalization with outpatient mental health treatment. 

*Data Source:  New York State Salient Interactive Miner ; Data represents percentage of members who had a follow-up visit within the recommended timeframe and with an appropriate provider 



Opportunity for Collaboration
We can share materials and provide guidance on our 
project framework for improving hypertension control in 
the clinical setting.

@MontefioreNYC

Controlling Hypertension 
Through Planned 
Interventions

Outcomes
At the onset of the HTN project, Cornerstone’s goal was to reduce the 
rate of uncontrolled patients by 30% (27 patients) over the course of the 
project (January 2019 – June 2019). However, the team achieved this goal 
by the end of month two (February 2019). Based on their final cohort 
report, the data showed that the team had achieved an astonishing 57% 
reduction in the rate of patients with uncontrolled blood pressure. This 
outcome translates to 51 out of the cohort of 90 patients with blood 
pressure that is now under control.

Successes
• A Hypertension Registry was built to track patients with hypertension
• A dedicated resource was used to outreach patients and assist with 

continuity of care  
• Medicaid patients with hypertension were empowered to manage 

their blood pressure using education and tools such as take-home BP 
monitors and BP logs 

• Medicaid patients with hypertension were connected to community 
resources such as educators and nutritionists 

Challenges or Lessons Learned
• Patients appreciate playing an active role in managing their chronic 

condition(s) and take pride in improved outcomes  
• Patient compliance with keeping appointments and following medical 

advice continues to be a big challenge 
• Sharing patient success stories is a good strategy to engage and 

motivate patients

Impacted Communities and Populations
The Hypertension project specifically targeted Medicaid patients 
between the ages of 18 – 64 with a hypertension diagnosis and a visit 
with a primary care provider between July 2018 – December 2018.  

Organization Overview
Montefiore Medical Center is renowned for its long-standing 
commitment to provide high-quality care to all. Montefiore’s unique 
care delivery model combines innovation, dedication, and collaboration 
with academic and community partnerships. As part of the Montefiore 
Health System, Montefiore Hudson Valley Collaborative (MHVC) is 
charged with leading a group of nearly 250 healthcare providers, 
community-based organizations, local government officials and more, 
from across Westchester, Rockland, Orange, Sullivan, Dutchess, Ulster 
and Putnam counties to fulfill our overarching mission to heal, to teach, 
to discover and advance the health of the communities we serve. 

Operationalizing Our Program
A comprehensive Hypertension Program starts with identifying patients at 
risk for or with hypertension using a patient registry. Next, a standardized 
process for outreach is recommended to engage patients. At Cornerstone, 
these fundamental steps enable interventions such as pre-visit planning, 
alerts, and chart audits to ensure that patients received concentrated 
attention to help manage their BP. 

Another critical component is a standardized patient visit flow. 
Cornerstone created a workflow to outline the steps that clinicians should 
follow during a patient’s hypertension visit including appropriate 
interventions. Cornerstone trained clinicians in best practices in monitoring 
and treating hypertension and ensured that they had the necessary tools 
to do their job.          

Lastly, it is essential to educate patients to manage their BP and hold them 
accountable. Cornerstone provided educational materials and referred 
patients to health/nutrition educators. Patients were given self-
management tools such as BP monitors and logs to track their progress at 
home. 

It should be mentioned here that innovative and strategic partnerships 
with CBOs and MCOs should be explored to help shore up care and 
resource gaps. Cornerstone partnered with Shoprite grocery stores to refer 
patients to Shoprite nutritionists and is exploring similar opportunities with 
CHCANYS, YMCA, and AHA.

Natalee Hill, MPA CPHQ
Montefiore Hudson Valley Collaborative

Roselle Delos Santos-Little, RN, PCMH-CEC
Cornerstone Family Healthcare

Program Overview
Uncontrolled hypertension rates are notoriously challenging to curb. 
Lack of dedicated staff and financial resources make it difficult for 
providers to consistently monitor and educate hypertension patients 
and provide them with the tools to keep their blood pressure under 
control.    

In early 2019, MHVC incentivized five partners to design a 
Hypertension project to build the foundation to reduce rates of 
hypertension patients with uncontrolled blood pressure (≥140/90). 
This poster will capture how one partner, Cornerstone Family 
Healthcare, used innovative solutions to overcome common barriers 
and in six months, achieved a remarkable 57% reduction in 
uncontrolled blood pressure rates in a cohort of 90 hypertension 
patients. 

Visit us at montefiorehvc.org

@CornerstoneFH Visit us at cornerstonefamilyhealthcenter.org
bit.ly/TPONYCSummit



Case Studies

Background

To collaboratively develop research strategies and capacity for the 

Hudson Valley that leveraged Montefiore Health System’s (MHS) 

including Albert Einstein College of Medicine’s extensive research 

infrastructure and experience, as well as the strong MHVC DSRIP 

partnerships that were emerging in the Hudson Valley. 

Mission Statement: To create a forum for robust collaboration 
between key Montefiore stakeholders to maximize research 
opportunities and community engagement aligned with 
Montefiore Health System’s priorities

Results

The Evolution of the Montefiore Hudson Valley Collaborative 
Research Roadmap

Damara Gutnick, MD1, Bruce Rapkin PhD2, Diane McKee MD2,3, Paul Meisner MPH3, Rosy Chhabra PsyD2,3, Julia 
Arnsten MD2,3, Laurie Bauman PhD2,3, Danny Childs2, Amanda Parsons MD3, Nicole Hollingsworth EdD3, Kathleen 

McAuliff PhD2, Joan Chaya MA1, Marlene Ripa1,  Allison McGuire MPH1

Planning Process

1Montefiore Hudson Valley Collaborative, Yonkers, NY, 2Albert Einstein College of  Medicine, 3Montefiore Medical Center

Current State Assessment

In June 2017, researchers from the Montefiore Medical Center and  

Albert Einstein College of Medicine were convened by the 

Montefiore Hudson Valley Collaborative (MHVC) leadership to 

initiate a research strategy for MHVC.  This poster describes our 

“Research Roadmap” journey with focus on stakeholder 

engagement, strategy development, planning and project 

implementation that made the Roadmap come to life.

Dimensions for evaluating research opportunities included: Relevance to MHVC Mission, 

Origination, Scope, Complexity, Patients Concerns, Resource Issues, Political Considerations

Participants were asked to consider:
• What questions does each vignette raise for you about resources, mission, and priorities?

• What are the pros and cons of conducting each of these different studies at MHVC?

• In order to implement a given study, what would MHVC need to have in place?

Research Roadmap Case Example: Community- Based Participatory Research Opioid Grant
• A Columbia University researcher, applying for a Federal NIDA Opioid grant, contacted MHV 

for assistance engaging MHVC partners.  The grant will target 15 counties in NYS with the 

highest Opioid related death rates.  Five MHVC counties met eligibility requirements.

• The MHVC medical director was able to leverage DSRIP partnerships to garner letters of 

support for the proposal from MHVC partners in our five counties.

• Dr. Rapkin was engaged to write the Community Engagement section of the grant

• Additional Einstein and MHS faculty were engaged as investigators for their expertise in OUD.

• Relationships with  medical directors at other Performing Provider Systems were leveraged 

to engage LGUS, FQHCs and SU and BH providers in the remaining 10 NYS counties.

The following Einstein & MHS Departments were engaged:
Community & Population Health

Medicine

Family & Social Medicine

Psychiatry & Social Science      

Epidemiology & Population Health

Pediatrics

Medical Student Research Fellow

Stakeholder Engagement

Goal



Background

Intervention

To	  improve	  7	  and	  30-‐day	  follow-‐up	  HEDIS	  metrics	  (follow-‐up	  care	  after	  
discharge	  to	  improve	  transitions	  of	  care	  between	  inpatient	  and	  outpatient	  
substance	  use	  treatment)	  by	  adding	  a	  Recovery	  Coach	  to	  the	  
multidisciplinary	  team	  and	  testing	  changes	  utilizing	  rapid	  cycle	  
improvement	  methodology.

Utilization	  of	  Recovery	  Coaches	  to	  support	  transitions	  of	  care	  for	  patients	  with	  addiction	  led	  to	  higher	  routine	  discharge	  rates,	  improved	  transitions	  to	  outpatient	  care,	  and	  
decreased	  readmission	  rates.	  It	  is	  important	  to	  note	  a	  limitation	  of	  the	  data	  that	  may	  explain	  why	  the	  group	  without	  Recovery Coaches	  also	  demonstrated	  slight	  
improvement	  in	  first	  visit	  follow-‐up	  rates.	  First,	  outpatient	  visits	  for	  the	  group	  without	  Recovery	  Coaches	  included	  medical,	  behavioral	  and	  substance	  use	  follow	  up	  
appointments,	  whereas	  only	  substance	  use	  follow	  up	  appointments	  were	  captured	  in	  the	  measure	  for	  the	  group	  with	  Recovery	  coaches.	  In	  addition,	  providers	  selected	  
patients	  at	  highest	  risk	  of	  recidivism	  for	  the	  intervention	  group	  (Recovery	  Coach),	  thereby	  removing	  the	  most	  non-‐adherent	  patients	  from	  the	  group	  without	  Recovery	  
Coaches.	  
Overall,	  the	  Recovery	  Coach	  intervention	  improved	  patient	  engagement	  in	  care	  leading	  to	  positive	  outcomes	  for	  the	  patients	  themselves.	  It	  also	  has	  clear	  implications	  for	  
the	  reduction	  of	  downstream	  healthcare	  costs.	  We	  estimate	  that	  the	  innovation	  program	  prevented	  approximately	  63	  ED	  visits	  and	  315	  inpatient	  days	  in	  the	  first	  year,	  with	  an	  
ROI	  of	  over	  $225,000.	  	  Next	  steps	  include	  continuing	  to	  collect	  and	  analyze	  data	  on	  ROI,	  and	  considering	  the	  various	  settings	  in	  which	  the	  use	  of	  Peers could	  be	  spread.	  	  

Results

Conclusions	  and	  Discussion

Deaths related	  to	  opioid	  overdoses	  continue	  to	  rise	  in	  New	  York	  State,	  
increasing	  to	  2,185	  in	  2015	  (NYS	  DOH,	  2017),	  and	  evidence	  has	  
demonstrated	  that	  integration	  of	  Recovery	  Coaches	  into	  the	  care	  team	  
facilitates	  more	  effective	  transitions	  between	  inpatient	  and	  outpatient	  
care	  (Tracy	  2011).
At	  Arms	  Acres,	  a	  New	  York	  State	  licensed	  provider	  of	  inpatient	  and	  
outpatient	  substance	  use	  treatment	  services,	  only	  47%	  of	  patients	  
discharged	  from	  inpatient	  substance	  use	  treatment	  actually	  attended	  
their	  first	  follow-‐up	  outpatient	  treatment	  visit. In	  many	  cases,	  this	  number	  
was	  achieved	  due	  to	  staff	  driving	  patients	  to	  their	  first	  visit.
With	  a	  goal	  of	  improving	  transitions	  of	  care	  between	  inpatient	  and	  
outpatient	  treatment,	  the	  Montefiore	  Hudson	  Valley	  Collaborative-‐ one	  of	  
25	  Performing	  Provider	  Systems	  (PPS)	  participating	  in	  the	  New	  York	  State	  
Delivery	  System	  Redesign	  Incentive	  Payment	  (DSRIP)	  program-‐ provided	  
innovation	  funding	  for	  a	  novel	  pilot	  project	  that	  integrated	  Recovery	  
Coaches	  into	  the	  care	  team	  at	  Arms	  Acres.

Recovery	  Coaches	  Building	  the	  Bridge	  for	  Care	  Transition:
Keeping	  Patients	  Engaged	  in	  Outpatient	  Care

Eric	  D’Entrone1,	  Tammy	  Bender1,	  Eric	  Altman2,	  Damara Gutnick MD3,	  Tamar	  Wolinsky3,4,
Allison	  McGuire	  MPH3,	  Kristin	  Woodlock RN2

1Arms	  Acres,	  2Woodlock	  and	  Associates,	  3Montefiore	  Hudson	  Valley	  Collaborative	  4Albert	  Einstein	  College	  of	  Medicine

In	  an	  effort	  to	  improve	  care	  transitions	  between	  inpatient	  and	  outpatient	  
substance	  use	  disorder	  treatment	  providers,	  Arms	  Acres	  paired	  Recovery	  
Coaches	  (Peers)	  with	  consenting	  patients	  who	  clinicians	  identified	  as	  
having	  a	  high	  risk	  of	  recidivism.	  The	  Recovery	  Coach	  met	  with	  patients	  
prior	  to	  discharge	  to	  collaboratively	  develop	  recovery	  goals	  and	  assist	  with	  
linkages	  to	  harm	  reduction,	  local	  or	  online	  support	  groups,	  family	  support	  
and	  education.	  Recovery	  Coaches	  were	  also	  available	  to	  accompany	  
patients	  to	  their	  first	  outpatient	  appointment	  and	  self-‐help	  meetings.	  
Over	  the	  first	  9	  months	  of	  this	  ongoing	  innovation	  pilot	  project,	  two	  
Recovery	  Coaches	  worked	  with	  106	  recoverees	  to	  not	  only	  improve	  1st

outpatient	  appointment	  adherence,	  but	  also	  to	  increase	  patient	  
engagement	  in	  care	  for	  the	  longer	  term.	  
The	  following	  data	  was	  collected:	  adherence	  to	  outpatient	  treatment	  (1st

and	  2nd	  outpatient	  visit	  adherence),	  long	  term	  patient	  engagement	  in	  
care,	  routine	  discharge	  and	  readmission	  rates.

References:
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Tracy	  K,	  Burton	  M,	  Nich C, et	  al.: Utilizing	  peer	  mentorship	  to	  engage	  high	  recidivism	  substance-‐abusing	  patients	  in	  treatment. American	  Journal	  of	  Drug	  and	  Alcohol	  Abuse 37:525–531, 2011.

Setting

Project	  Aim

Arms	  Acres	  is	  a	  New	  York	  State	  licensed	  provider	  of	  inpatient	  and	  
outpatient	  substance	  use	  disorder	  treatment.	  They	  provide	  
comprehensive	  treatment	  services	  for	  patients	  residing	  in	  all	  7	  Hudson	  
Valley	  counties	  utilizing	  a	  multidisciplinary team	  model	  incorporating	  
physicians,	  psychiatrists,	  nurses,	  certified	  alcoholism	  and	  substances	  use	  
counselors,	  social	  workers,	  family	  specialists,	  and	  activities specialists.	  

Figure	  1:	  This	  graph	  demonstrates	  engagement	  in	  outpatient	  care	  for	  patients	  with	  
Recovery	  Coaches.	  30	  day	  engagement	  was	  defined	  as	  attending	  group	  and	  individual	  
SUD	  treatment	  at	  a	  NYS	  Oasis	  licensed	  outpatient	  provider	  post-‐discharge.
*Pre-‐intervention,	  patients	  only	  had	  a	  47%	  adherence	  rate	  to	  1st outpatient	  appointments	  (included	  all	  
aftercare	  appointments:	  behavioral,	  medical,	  substance	  use).

Figure	  2:	  This	  graph	  demonstrates	  high	  visit	  adherence	  throughout	  the	  first	  9	  
months	  of	  project	  implementation	  (n=106	  recoverees	  engaged	  by	  two	  Recovery	  
Coaches).

Figure	  3:	  Recovery	  Coach	  intervention	  improved	  transition	  to	  outpatient	  care	  (1st

outpatient	  appointment	  adherence)**	  by	  89.4%,	  increased	  routine	  discharge	  from	  
inpatient	  care	  by	  17.3%,	  and	  reduced	  readmission	  within	  90	  days	  by	  63.8%.
**	  Intervention	  Groups	  only	  looked	  at	  substance	  use	  follow	  up	  appointments	  while	  non-‐Recovery	  Coach	  group	  
looked	  all	  aftercare	  appointments	  (behavioral,	  medical,	  substance	  use)
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Introduction Project	Aim

Intervention

Analysis	of	hospital	ED-treat	and	release	data	identified	Substance	Use	(SU)	as	a	primary	driver	of	ED-
utilization	in	the	Hudson	Valley.	This	rapid	cycle	improvement	project	focused	on	improving	care	
transitions	and	referral	pathways	between	inpatient	and	outpatient	substance	use	providers	in	our	
network.	MHVC	desired	to	engage	inpatient	and	outpatient	substance	use	providers	to	collaboratively	
develop	standardized	referral	protocols	and	processes.	

Outputs	of	the	workshop	series	included	future	state	process	maps,	standard	
protocols,	referral	templates	that	incorporated	patient	preference,	and	a	
commitment	from	each	stakeholder	organization	for	continued	
collaboration. In	addition,	given	that	poor	access	to	substance	use	treatment	
services	was	identified	as	a	driver	of	ED-utilization,	MHVC	committed	to	
supporting	consultants	to	lead	a	“same	day	access”	process	improvement	
initiative	with	each	substance	use	agency	that	participated	in	the	workshop	
series.
Integration	of	behavioral	health,	substance	use	treatment	services	and	
primary	care	is	also	a	DSRIP	initiative.	While	the	series	of	workshops	
described	here	focused	on	referral	processes	between	inpatient	and	
outpatient	providers,	the	processes	and	service	access	developed	can	be	
leveraged	to	streamline	referrals	from	hospitals,	primary	care	and	behavioral	
health	providers	laying	the	groundwork	for	successful	integrated	care	
transitions.
MHVC’s	behavioral	health	integration	learning	collaborative	is	leading	a	
network	wide	effort	to	incorporate	substance	use	screening	into	multiple	
care	settings.		We	therefore	anticipate	increased	referrals	to	substance	use	
providers	in	the	future	from	primary	care,	hospital	emergency	departments,	
and	behavioral	health	providers. Commitment	to	improve	access	to	needed	
substance	use	treatment	services	is	therefore	foundational	to	the	success	of	
MHVC	behavioral	health	roadmap	(Figure	3).

Results

Conclusions

The	Montefiore	Hudson	Valley	Collaborative	(MHVC)	is	one	of	25	Performing	
Provider	Systems	(PPS)	participating	in	the	New	York	State	Delivery	System	
Redesign	Incentive	Program	(DSRIP),	a	five	year,	eight	billion	dollar	Medicaid	
waiver,	with	a	goal	of	reducing	preventable	hospital	admissions	and	ED	
utilization	by	25%	across	New	York	State.		MHVC’s	network	is	comprised	of	
over	200	partner	organizations	representing	diverse	stakeholder	groups	
including	hospitals,	FQHC’s,	primary	care	providers,	health	homes,	
community	based	organizations	and	behavioral	health	and	substance	use	
providers. Our	ultimate	goal	is	to	build	an	integrated	delivery	system	where	
the	right	information	is	available	at	the	point	of	care,	to	enable	the	right	level	
of	care,	to	be	delivered	to	the	right	patient,	at	the	right	time.

Designing	Effective	Substance	Use	Referrals:	Building	
the	Bridge	from	Both	Sides

Damara	Gutnick,	MD,	Kristin	Woodlock,	RN,	Natalee	Hill,	MPA,	Emily	
Thorsen,	MPH,	Rachel	Rivera,	MSW,	Daniel	Childs

Montefiore	Hudson	Valley	Collaborative	Yonkers,	NY

The	effort	taken	to	foster	a	safe	collaborative	environment	facilitated	
transparency	and	open	and	honest	communication	between	stakeholders.		
While	it	was	quickly	apparent	to	all,	that	multiple	barriers	existed,	
workgroup	members	were	engaged	and	committed	to	working	together	to	
solve	these	problems.	It	was	also	interesting	to	learn	that	despite	the	fact	
that	these	providers	routinely	referred	to	each	other,	they	had	never	met	
and	lacked	awareness	of	services	and	programing	available	at	each	
organization.	The	attached	quotes	(see	right)	are	illustrative	of	the	depth	of	
the	underlying	issue.
When	probed	by	the	facilitator	about	whether “What	Matters	to	the	
Patient” was	incorporated	into	the	care	planning	process,	every	participant	
acknowledged	that	this	was	an	opportunity	for	standardized	process	
improvement.

In	an	effort	to	improve	care	transitions	between	inpatient	and	outpatient	
substance	use	providers,	MHVC brought	both	stakeholder	groups	to	the	table	
for	a	series	of	facilitated	workshops. Collaboratively	developed	“Rules	of	
Engagement”	for	workgroup	participation	fostered	transparency	and	created	
a	“safe”,	non-judgmental	environment	for	workgroup	members	from	either	
side	of	the	transitions	bridge	to	share	experiences	and	challenges	honestly.
During	the	first	workshop,	MHVC	guided	current	and	future	state	process	
mapping	around	referral	workflows	(Figure	1)	and	identified	barriers	to	
efficient	and	effective	care	transitions. The	second	workshop	focused	on	
developing	standardized	workflows	and	templates	to	guide	referral	processes	
that	incorporated	patient	preference. A	third	webinar	focused	on	“same	day	
access”	as	a	potential	solution	to	high	“no	show”	rates	and	limited	
appointment	availability	for	appropriate	level	of	care	treatment	services.

Fig	1.	Referrals	Process	Map	for	Future	State,	August	2017

Fig	3.	MHVC	Behavioral	Health	Roadmap	linking	our	ED	Care	Triage	and	Behavioral	Health	Integration	work	to	the	Substance	Use	Disorder	work	stream	

“When	I	discharge	my	patients,				
I	have	very	low	confidence	that	
they	are	being	discharged	to	the	

appropriate	level	of	care”

An	inpatient	SU	Provider	stated...

An	outpatient	SU	Provider	shared...

“We	are	often	not	the	right	setting	
for	the	clients	referred	to	us.”

Fig.	2	Rules	of	Engagement.	These	collaboratively	developed	“rules”	
established	a	safe,	non-judgmental	environment	for	the	diverse	group	of	
stakeholders	to	work	together	and	share	experiences	and	challenegs



RESULTS

Deaths related to opioid overdose continue to rise 
in New York State, increasing to 2,185 in 2015.1 In 
Orange County, there were 68 opioid related 
deaths in 2016.2 A collaborative effort between the 
New York National Guard Counterdrug Task Force, 
Catholic Charities Community Services of Orange, 
Sullivan & Ulster, The 1Life Project and Healthlink 
NY aimed to address the opioid epidemic in the 
Hudson Valley region through streamlined data 
collection and coordinated stakeholder 
communication.

CONTEXT

The National Guard’s work is part of the ongoing commitment Orange County and its respective stakeholders have made to addressing the opioid 
epidemic. Addressing access from a supply and demand lens is one critical strategy that requires multiple stakeholders such as the 
prevention/treatment/recovery community, hospitals, law enforcement, and county government. This project demonstrates how the use of real time 
data and Artificial Technology can facilitate rapid response collaboration, preparation, and intervention to the opioid crisis. More specifically, 
geomapping technology illustrates clusters of opioid use, and this data can be shared across the Hudson Valley region to predict patterns of future 
potential overdoses. By sharing data in real-time, public health and law enforcement officials can work together to coordinate efforts and target 
interventions, thereby eliminating silos and increasing impact. While all patients were offered  an option for treatment during their ED stay, 
unfortunately only a small percentage of patients were successfully engaged in treatment. This demonstrates an opportunity to implement  evidence-
based interventions like peer support, Medication Assisted Treatment (MAT), use of evidence based screening tools, and motivational interviewing. 
Plans to scale the pilot are underway.

A streaming analytics platform was created to track timely information related to 
opioid overdoses in the mid-Hudson Valley region in 2016. ED staff and first 
responders collect real-time data including: severity of symptoms, number of doses 
of Narcan administered, mode of drug use and Narcan administration, description of 
narcotic packaging and the GPS coordinates where the patient was engaged by first 
responders. The prototypes is now incorporating advanced Artificial Intelligence (AI) 
technology to provide early warning on overdose clusters before they occur.  
Additionally, early alerts of “bad batches” (resistant to Narcan resuscitation), to local 
hospitals, government, and law enforcement enables coordinated rapid response 
preparation.

CONCLUSIONS

REFERENCES
1 New York State Department of Health, “All overdose deaths involving opioids, rate per 

100,000 population.” Accessed at: https://www.health.ny.gov/statistics/opioid/data/d2.htm
2 NYS DOH, 2018

Combating the Opioid Epidemic: Using Real-time Data to 
Inform Coordinated Response

Brynna Trumpetto1, Cpl. Julio Fernandez2, Ssg. Windollyn Patino2, Victoria Reid, MSW3, Kathleen Sheehan, 
RN, MSN4, Daniel Maughan RN, BSN, MBA, MSN, FNP-C4, Damara Gutnick, MD5, 

Dawn Wilken, CPS6, Marisa Barbieri, MSc7

INTERVENTION

The pilot occurred with St. Luke’s Cornwall Hospital in 
Orange County. From April 2017 through September 
2018, 319 total opioid overdoses and Narcan 
administrations were tracked. There were 19 deaths. 
Identification of clusters of overdoses requiring multiple 
doses of Narcan enabled rapid coordinated responses 
including ensuring regional availability of Narcan 
supply, linkage to peer supports and potential 
deployment of the clean needle van. Patient exit 
interviews by ED staff revealed concerning themes: 
dealer arrests had the unintended consequence of 
patients seeking opioids from alternative sources who 
provided higher potency opioids, and some youth  
were more willing to experiment with higher doses due 
to the increasing availability of Narcan. Local 
community coalition, TEAM Newburgh is utilizing the 
data to drive interventions from a grass roots level 
including targeted community outreach to reach those 
struggling with addiction right on the streets.  
Prevention, intervention, treatment, and peer recovery 
services all participate.

1Council on Addiction, Prevention & Education of Dutchess County, Inc., Fishkill, NY; 2New York National Guard Counterdrug Task Force, Scotia, NY; 
3HealthlinkNY Community Network, Fishkill, NY; 4St. Luke’s Cornwall Hospital, Cornwall, NY; 5Montefiore Hudson Valley Collaborative, Yonkers, NY, 6Catholic 

Charities Community Services of Orange and Sullivan, Orange County, NY, 7 The OneLife Project

Number of Nalaxone Administrations per month, 2012-August 
2017. Data provided by NY National Guard Counterdrug Task 
Force

Number of Naloxone Administrations by Provider 
Type in Newburgh, April-September 2017 

Cpl. Julio Fernandez (L) and Ssg. Windollyn Patino (R) of the New York 
National Guard Counterdrug Task Force work on the analytics platform. St. Luke’s-Cornwall Hospital

Jeanne Icolari RN, Case 
Manager, St. Luke’s Cornwall 
Hospital, entering real time 
overdose data into the 
mobile app on her phone
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St. Luke’s Hospital
Aldelphi University

City of Newburgh Police Department
Port Jervis Police Department
Middletown Police Department

TEAM Newburgh
Southern Dutchess Community Coalition

Ulster Prevention Council



Introduction & Background 

Aim 

Methods 

To encourage diverse stakeholders to use data to drive 
service planning and inform program development. 

Interventions:  
i. Behavioral Health Response Team (BHRT) Visits to 
targeted Adult Homes providing congregate care during 
non-call periods to build relationships and trust between 
the targeted homes and the BHRT team. 
ii. WRAP Plan template shared with the homes to 
encourage staff to develop individual crisis plans 
iii. Mental Health First Aid training conducted by MHA 
Rockland at targeted group homes 
iv. Analysis of treat and release data from Nyack Hospital ED 
for those with primary behavioral health and chemical 
dependency diagnoses to inform crisis stabilization 
roadmap and medical village planning in Rockland County. 
 
Measures:  
i. Number of 911 calls made from targeted group homes 

that result in ED transport 
ii. % of staff that responds positively to having skills and 

confidence to manage sub-acute crises and provide 
MHFA to residents 

 

 

 

 

Results 

Conclusions & Next Steps 

The goal of the New York State DSRIP program is a 25% 
reduction in preventable readmissions and Emergency 
Department (ED) utilization. At Nyack Hospital in Rockland 
County, ED providers perceived that patients presenting 
with schizophrenia and/or psychosis, combined with 
limited access to appropriate outpatient behavioral health 
(BH) services, were the primary drivers of ED-utilization.  
In response to this perceived need, the community 
requested that new behavioral health services be 
developed to serve the local population. Emphasizing the 
importance of using data to drive planning and design,  
Montefiore Hudson Valley Collaborative (MHVC), a 
Performing Provider System serving the Hudson Valley,  
engaged diverse community stakeholders to review 911-
call data. A high volume of patients being transported to 
the ED from local congregate care adult homes were 
identified.  A  multifaceted, collaborative plan was 
developed and implemented with the goal of reducing ED 
utilization. 

Improvement in a Value-Based World: One Regional Hospital’s 
Approach to  Reducing Behavioral Health ED Utilization 

Damara Gutnick, MD1, Kristin Woodlock RN1, Daniel Childs1, Corinna Manini, MD2, Nancy 
Magliocca3, Tracie Florida4, Ray Florida4,  Tim Egan4,  Stephanie Madison5, Bonnie Halley6, 

Michael  Leitzes6, Brigid Pigott6 

Diverse Presentation Paths to Nyack Hospital:  
High number of police and group home referrals  

Referrals from Group Homes to Nyack Hospital: Targets for 
Intervention 

This rapid cycle improvement intervention resulted in a 52% decrease in 911 calls from the targeted group homes over 
a 6-month period.  Staff at the homes developed skills and confidence to manage sub-acute crises and utilized the 
BHRT team if they needed additional help.  The ED data revealed that patients presenting with substance use disorders 
were the key drivers of ED utilization with one high utilizer having 197 ED visits in the past year.  

Fig. 1 911 Call Data for EDP in Targeted  Group Homes with ED Transport , Rockland Paramedics Fig 2 Results from Mental Health First Aid Training Staff Survey at Targeted Group Homes  

Top 10 ED Utilizers for Behavioral Health Issues at Nyack Hospital, 2016 

Fig. 3. Top 10 ED Utilizers for Behavioral Health Issues, 2016, Nyack Hospital 

Hospital treat and release data from the Nyack ED 
identified  substance use disorders rather than 
behavioral health issues, as the main driver of ED-
utilization.  Data assessment of patient cohorts with 
primary behavioral health and chemical dependency 
diagnoses revealed a need for integrated care options 
and limited access to substance use services.  In 
response MHVC is spearheading an “open access” 
improvement initiative for SU provider organizations. 
We will also continue to track 911 call data to further 
measure the impact of this program.   
 
This project demonstrates a model for the use of rapid 
cycle improvement and data-informed planning to 
redesign processes and inform further program 
development. In addition, it highlights the benefits of 
diverse stakeholder engagement and a multifaceted 
team approach to identifying gaps in care and 
improving communication, efficiency, and workflows 
across systems. 
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Addressing Social Determinants of Health: 
Drivers of Burnout, Staff Resiliency & “Joy in Work”

Damara Gutnick MD1, Kathleen McAuliff PhD2, Joan Chaya1, Allison McGuire1, Bruce Rapkin PhD2

1Montefiore Hudson Valley Collaborative, 2Einstein College of Medicine

Addressing social determinants of health (SDH) is foundational to 
achieving cost savings in value-based payment (VBP) systems. As NYS 
transitions to VBP, new care models addressing SDH needs are being 
adapted in multiple care settings.  We report findings of a multi-
stakeholder, network-wide provider and staff survey (n=1930) that 
identified relationships between burnout, and new roles and 
responsibilities of healthcare teams. Overall 63% of staff were burnt-
out or at high risk.  Frontline staff (case managers, nurses) were more 
likely to have burn out, while peer roles reported the greatest “joy in 
work.”  Protective factors included awareness of community-based 
resources, knowledge of how to make referrals, and organizational 
support.  Staff that were more willing to adapt new strategies (i.e., 
huddles, pre-visit planning) were less likely to report burnout and had 
more “joy.”  This suggests an opportunity to engage and mobilize 
resilient staff to promote collective agency towards organizational 
change.

Abstract

Clinicians are often reluctant to ask their patients about their social 
determinants of health needs because they are concerned about 
opening a Pandora’s box and learning about issues they are unable to 
“fix”.  Lack of resources and knowledge to address patient needs can 
contribute to providers’ stress and frustration about their work.  
Shanafelt et al. (2015) found that 54% of physicians are burnt out, and 
staff turnover is extremely costly for health systems. Furthermore, with 
the transition to value-based payment, and an emphasis and 
accountability for addressing social determinants of health, the role(s) 
and workflows of staff are rapidly changing. Shanafelt and his AMA 
colleague Dr. Christina Sinsky identified the burden of documentation 
into the EHR as a key driver of burnout for physicians, described a 
variety of organizational strategies to reduce burnout, and emphasized 
the importance of “joy” in work as a quintessential antidote to 
burnout.

The Montefiore Hudson Valley Collaborative is one of 25 Performing 
Provider Systems (PPS) comprised of over 250 diverse stakeholder 
partners ranging from Federally Qualified Health Centers (FQHC) and 
hospitals to Skilled Nursing Facilities (SNF) and care management 
agencies. MHVC was created through a Medicaid reform initiative 
(called the New York State Delivery System Reform Incentive Payment 
(DSRIP) program), to improve the quality of care while also reducing 
unnecessary spending (including preventable ED visits and hospital 
admissions).

Inadequate cultural competence and low support for health literacy 
have been linked to poorer patient outcomes, and also identified as 
contributing to health disparities (Berkman et al., 2011; Betancourt et 
al., 2016). Because of this evidence, improving CCHL statewide within 
the healthcare delivery system was an underlying goal of the NYS 
DSRIP and each PPS was required to create and implement a CCHL 
strategy. In an effort to understand the current state of CCHL practices 
within our networks provider organizations, MHVC collaborated with 
the Einstein College of Medicine to develop and broadly administer a 
CCHL survey to staff at diverse stakeholder organizations. In addition to 
asking about specific CCHL practices, the survey also assessed provider 
readiness to address social determinants of health, burnout, and  “joy 
in work.”

Background                       

Our data showed that staff at the front lines of care including case 
managers, social workers, mental health providers, and health home care 
managers had the highest rates of burnout, and lower levels on measures 
of  engagement, (i.e. belief that their work had meaningful impact, “joy in 
work,” and retention plans.)  In contrast, senior leaders and peer roles 
(people with lived experience) were more likely to have “joy in work” and 
had more positive responses on  employee engagement measures. It was 
also interesting to note that middle managers, or roles that traditionally 
serve as a “buffer” between the front line staff and executive leadership, 
had intermediate levels of burnout and “joy in work.” 

One possible explanation for our findings regarding senior leaders and 
peers may be related to the level of autonomy, control and empowerment 
that both roles possess compared with front line staff.  Peers were found 
to have the greatest joy in work. This may be due a strong sense of 
purpose stemming from lived experience, or perhaps a less 
structured/regulated environment. Peers are also not burdened by strict 
documentation requirements. 

Our finding that staff at the front lines of care- such as physicians- are 
more likely to be burnt out, is also concerning and speaks to the need for 
additional supports and programming.  The Institute for Healthcare 
Improvement recently published a framework for improving joy in work 
which provides a series of steps organizational leadership can take to 
identify “What matter’s most” to staff. Using this framework leaders can 
detect easily actionable improvements and use rapid cycle improvement 
to design to implement quick  collaborative interventions that could make 
a significant difference.

Organizational alignment of values, employee recognition, readiness for 
VBP, and resources for professional growth, were found to be predictive of 
joy in work, suggesting that organizations should be mindful of living and 
integrating their values, implement employee recognition programs, offer 
professional development opportunities and pathways for growth, and 
clarity around how the organization will transition to a value-based 
payment model.

We also identified a population with “joy in work” despite being burnt out
(Figure 4.) Further understanding of contributors to resiliency can have 
implications for workforce development, retention, recruitment and 
organizational strategies to improve burnout.  In addition we identified 
that staff willing to try more improvement approaches and strategies were 
less likely to have burnout and more likely to have “joy in work.”  
Empowering these staff members as organizational change agents (“boat 
rockers”) while they have the drive to champion change may be an 
effective strategy to move change within an organization before they 
become burnt out (“falling out of the boat”).

Further study on the “buffer” role played by administrative managers will 
be helpful in understanding the impact of “joy in work” and burnout. 
“Buffer” positions- such as administration or front desk staff- had 
responses which fell in between the two groups (intermediate level). 

For future research directions, collecting qualitative data on resilience 
among employees working with Medicaid and under-resourced patients 
may help yield meaningful data about what qualities make certain 
employees more resilient than others. Additionally, further investigating 
the reasons why peers have the highest joy in work and lowest rates of 
burnout may have important implications for employee recruitment 
strategies.

There are some limitations to these findings. Organizational participation 
was robust at some sites and limited at others, it should also be noted that 
each survey question was optional, so there are varying number of 
responses per item. Additionally, since survey participation was voluntary, 
all respondents were “self-selected” due to unknown factors. As we share 
survey results with partners, we will seek feedback about the validity of 
our results, and how they may be influenced by these selection factors.

Discussion and Future Directions

Methods

into a raffle for a chance to win a gift card. There were varying 
numbers of responses per item because completion of each individual 
survey question was also optional.

Multiple linear regressions were then performed to analyze the survey 
data and identify key relationships between different measures.

Through a regression analysis we found that burnout was found to be 
significantly (p< 0.05) negatively correlated with joy in work, employee 
engagement measures, and positively correlated with job turnover. Joy in 
work was found to be significantly (p< 0.05) positively correlated with 
employee engagement measures and negatively correlated with job 
turnover.  Furthermore, a multiple regression analysis found that 
organizational alignment of values, employee recognition, readiness for 
VBP, and resources for professional growth, were predictive of Joy in Work. 
Organizational alignment of values, readiness for VBP, and resources for 
professional growth, were also found to significantly predict burnout 
scores.

Results con’tAims

Our goal was to utilize our CCHL staff survey data to identify 
actionable results that could inform the development of strategies to 
improve CCHL, decrease staff burnout and improve staff well-being 
and “joy in work” within our partner organizations. 

References: 
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Assessment no. 199. (2011) (Prepared by RTI International–University of North Carolina Evidence-based Practice Center under contract 290-2007- 10056-I.) Rockville, MD: Agency for 
Healthcare Research and Quality 
Betancourt, J.R et al(2003). Defining Cultural Competence: A Practical Framework for Addressing Racial/Ethnic Disparities in Health and Health Care. Public Health Reports, 118(4), Pages 293-
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Role Type

Joy in Work: 
On a scale 

from 1 to 10… Workload
Burden of 

Documentation
Rushed with 

patients

Care team 
works 

together

How long 
would you 

stay with no 
changes?

Case Manager/Social Worker
Nurse/Nurse ED Navigator/Nurse 
Manager/Nurse Care Manager

Nurse Practitioner
Physician
DSP (Direct Support Professional)

Medical Assistant/Patient Care  Associate

Peer Support Specialist
Community Health and Volunteers
Administrative (e.g. Front Desk Staff, ED 
Clerk, Pharmacy Technician)
Administrative, Middle Management (e.g.,   
Program  Manager)
Administrative, Senior Leadership (e.g., VP,  
Director)
Other

Table 3: “ Joy in Work” and Drivers of Burnout by Job Role

MHVC 

NETWORK

Case 

Managers, 

Social 

Workers, 

Mental Health 

Providers, 

Health Home 

Care 

Managers

Nurses, 

Nurse 

Practition

ers

Physicia

ns

Community Health 

Workers, 

Navigators, DSP, 

Medical Assistant, 

Patient Care 

Associate, Health 

Educators, Peer 

Support Specialist, 

Volunteers

Front Desk 

Personnel (also 

includes Finance, 

Pharmacy 

Technician, 

Housekeeping, 

Security, 

Transportation)

Administrat

ive, Middle 

Manageme

nt (e.g., 

Program 

Manager)

Administrat

ive, Senior 

Leadership 

(e.g., VP, 

Director)

Mean Mean Mean Mean Mean Mean Mean Mean

Feedback and 

Accountability 12.28 12.09 11.65 12.29 12.26 12.50 12.57 12.92

Resources and  

Opportunities For 

Growth 11.69 11.62 10.78 11.95 11.84 11.80 11.83 12.66

Employee Recognition 11.75 11.59 10.65 12.45 11.66 11.60 12.27 13.11

Alignment, Values, and 

Expectations 12.73 12.44 12.02 13.04 12.75 12.91 13.02 13.70

Meaningful Impact of 

Work 13.01 12.92 12.74 13.22 13.01 12.82 13.11 13.88

Relationships with 

Coworkers 12.49 12.41 12.02 12.78 12.36 12.66 12.62 13.07

Readiness for VBP 11.45 11.04 10.91 11.33 11.32 11.65 11.79 12.66

Job Turnover 4.66 4.14 4.56 5.53 4.79 4.84 4.69 5.19

Joy in Work 7.34 6.99 7.03 7.92 7.52 7.46 7.34 8.15

Table 4:  Staff Engagement by Job Role

I am being 
evicted.

My kids 
are hungry

Results

The MHVC CCHL Staff Survey was 
developed by a research team at 
the Einstein COM, and utilized 
validated instruments and scales 
(Figure 1) as well as internally 
developed questions to assess staff 
comfort screening and addressing 
SDH needs.   

In Spring of 2018, the survey was 
administered by partner 
organizations to their staff via an 
email link.  Participation in the 
survey was optional and 
participants were entered 

Figure 1:

The survey yielded 1,930 responses from providers and staff working 
in diverse organizations (Table 1) in a wide variety of roles (Table 2).

Using the single item, Malach Burnout Inventory, and considering our 
entire sample (n=1930) across all organizational types, 63% of 
providers and staff were either burnt out (6%) or “at risk” for burn out 
(55%) (figure 2). “Joy in work” was measured on a 10 point scale.   
55% of responders indicated they were at their happiest at their 
current job (8-10), 5% responded that they were miserable (1-3), with 
the remainder in between  (figure 3).  Figure 4 examines the 
relationship between burnout and “joy in work.” Of interest is the 
population who despite being burnt out, still had joy in their work.

For our analyses “job roles” were grouped together based on the level 
of interaction with patients and their job responsibilities (Tables 3 & 
4). Table 3 illustrates the drivers of burnout for each role. For 
example, aligned with Shanafelt’s research, documentation burden 
was a primary driver of burnout for physicians (red color), but despite 
this finding, physicians still had relatively higher levels of “joy” in their 
work (green color) compared to other roles. Table 4 shows the impact 
of factors contributing to employee engagement by role.

Table 1:
Organization Types N
Mental Health Agency 487 
Substance Use Disorder Facility 128
Skilled Nursing Facility 76 
Primary Care Provider 269
Care Management Agency 143 
Federally Qualified Health Center (FQHC) 18
Hospital 632
Local Government Unit (LGU) 0
Other Community-Based Organization (CBO) 79

Did not specify 96

Job Roles N
Case Manager, Social Worker, Or Health Home Care Manager 426

Physician Assistant, Nurse Practitioner, Nurse, Nurse ED Navigator, Nurse 
Manager, or Nurse Care Manager

252

Physicians 105
Community Health Worker, Peer Navigator, Direct Support Professional 
(DSP), Health Educator, Medical Assistant, Patient Care Associate, Peer 
Support Specialist, Volunteer, Pharmacist, or ED Navigator (non-clinical)

244

Housekeeping, Security, Transportation, Food Services, Billing, 
Administrative (Including Front Desk, ED Clerk, and Pharmacy Technician)

292

Administrative Middle Management (e.g., Program Manager) 292

Administrative Senior Leadership (e.g., VP, Director) 151

Did not specify 166

Table 2: Survey Respondents’ Job Roles

Figure 2: Figure 3:
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Figure 4:



 
 
 
 
 
 
 
 
 
 
 
 

Conclusions 
Montefiore Nyack demonstrated an improvement in 
HCAHPs and Press Ganey key indicators. Positive 
feedback and unique stories were received from 
patients, families, and team members.  Our results 
demonstrated the development of relationships, trust 
and a reduction in anxiety improves the patient’s 
experience.  Utilization of the “What Matters to You” 
initiative with team members has enriched 
relationships with the Senior Leadership Team. This has 
enhanced trust and transparency throughout the 
organization. 

 
 

Background 
Our Patient Experience Metrics and Employee 
Engagement data indicated a need for improvement 
and became an organizational priority.  Enhancing 
our ability to form genuine relationships with our 
patients, families and team members allows us to 
gain trust, ease anxiety and improve outcomes.  
This is the philosophy of the worldwide “What 
Matter’s to You” initiative, which was introduced by 
the Institute for Healthcare Improvement in 2012. 

 

Project Aim 
The objective of Montefiore Nyack’s “What Matters 
to You” initiative is to demonstrate an improvement 
in HCAHPS and Press Ganey scores, specifically 
those questions related to relationship building. 

 

“What Matter’s to You?” 

Project Design & Strategy 
We introduced the “What Matters to You” initiative 
to Montefiore Nyack Hospital in the Fall of 2018 by 
creating awareness and desire to change. 

We started off 2019 by providing education on an 
individual unit basis through the use of PowerPoint, 
video and role playing.  

The WMTY initiative was incorporated into our daily 
practice by including it in bedside handover, 
multidisciplinary rounds, leader rounding and in-
room patient whiteboards. 

Data Collection included patient survey results, 
patient comments, direct observations and Nurse 
Leader and Patient Experience Rounding. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sustainability & Spread 
Education and implementation throughout Montefiore 
Nyack’s organization will continue to the Emergency 
Department, Outpatient Services and Ancillary Support 
Staff. Reinforcement throughout the Inpatient & 
Ambulatory Surgery service lines will continue. 
 
National WMTY Day Celebrations will continue on an 
annual basis at Montefiore Nyack where we focus on 
continuing to build trusting personal relationships with 
our team members. 
 
 
 

Building Relationships to Improve Patient Experience Metrics & Employee Engagement 

National “What Matters to You” Day Celebration at Montefiore Nyack 
 On June 6, 2019 Montefiore Nyack hosted it’s first ever “What Matter’s to You Day”.  In an effort to continue to bring 
awareness, celebrate our success and build relationships with our staff, the Senior Leadership Team met with over 600 
employees throughout the day over breakfast and ice cream to find out what mattered to them. A stoplight report was 
created highlighting the actions we took based on the feedback we heard from our staff.  The WMTY Celebration was 
very well received! 

 
 
 
 
 

 
 
 
 
 
 
 
 
 

 

Outcomes 



Understanding the Role of Teamwork 
Across Organizations and Job Roles

Tamar Wolinsky1, Kathleen McAuliff PhD1, Damara Gutnick MD2, Bruce Rapkin PhD1

1Albert Einstein College of Medicine, 2Montefiore Hudson Valley Collaborative

Understanding	  how	  teams	  work	  best	  is	  critical	  to	  providing	  high	  quality	  patient	  
care	  and	  supporting	  the	  movement	  towards	  value-‐based	  payment	  (VBP)	  models.	  
The	  Montefiore	  Hudson	  Valley	  Collaborative	  (MHVC),	  administered	  a	  network-‐
wide	  provider	  and	  staff	  capacity	  survey	  (n=46	  organizations,	  n=1930	  staff) which	  
assessed	  burnout,	  joy	  in	  work,	  and	  measures	  of	  effective	  teamwork.	  Analysis	  
demonstrated	  statistically	  significant	  (p<0.05)	  correlations	  between	  measures	  
which	  indicate	  strong	  teams	  and	  efficient	  work	  environments,	  with	  decreased	  
burnout	  and	  increased	  joy	  in	  work.	  Additionally,	  while	  some	  strategies	  for	  
improving	  efficiency	  and	  teamwork	  were	  universally	  supported,	  others	  were	  
preferentially	  endorsed	  by	  specific	  staff	  roles.	  

Abstract

Focusing	  on	  improving	  team-‐based	  care	  is	  an	  important	  avenue	  towards	  carrying	  
out	  the	  goals	  of	  the	  Delivery	  System	  Reform	  Incentive	  Payment	  (DSRIP)	  program,	  
which	  was	  created	  to	  help	  restructure	  healthcare	  systems.	  As	  we	  look	  for	  ways	  to	  
improve	  both	  the	  quality	  and	  the	  efficiency	  of	  healthcare	  delivery,	  the	  advantages	  
of	  a	  strong	  team-‐based	  workflow	  and	  culture	  becomes	  evident.	  
Several	  studies	  have	  shown	  that	  a	  team	  based	  structure	  improves	  patient	  
outcomes.	  A	  large	  scale	  review	  in	  the	  chronically	  ill	  population	  demonstrated	  that	  
efficient	  team-‐based	  care	  can	  lead	  to	  better	  health	  care	  quality	  and	  outcomes1.	  
The	  team	  dynamic	  may	  itself	  impact,	  and	  is	  also	  greatly	  impacted	  by,	  the	  well-‐
being	  of	  health	  care	  providers	  (i.e.,	  burnout)2.	  Burnout	  amongst	  providers	  has	  been	  
shown	  to	  have	  a	  downstream	  impact	  on	  patient	  outcomes.	  A	  2010	  cross	  sectional	  
study	  of	  7,905	  surgeons	  showed	  a	  statistically	  significant	  relationship	  between	  
burnout	  and	  major	  medical	  errors3.
While	  team-‐based	  care	  is	  recognized	  as	  an	  important	  strategy	  in	  improving	  our	  
healthcare	  system	  in	  the	  US	  and	  meeting	  the	  goals	  outlined	  by	  the	  Patient	  
Protection	  and	  Affordable	  Care	  Act,	  there	  is	  a	  lack	  of	  data	  proven	  methods	  to	  
improve	  or	  implement	  team	  based	  care.	  

Background	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  

This	  research	  has	  provided	  a	  better	  understanding	  of	  the	  perception,	  current	  
utilization,	  and	  opportunities	   in	  the	  area	  of	  teamwork	  and	  team	  based	  care	  within	  
the	  MHVC	  network.	  The	  desire	  to	  develop	  stronger	  team	  dynamics	  is	  present	  and	  
the	  correlation	  of	  teamwork	  measures	  with	  burnout	  and	  joy	  in	  work	  (coupled	  with	  
literature	  which	  demonstrates	  correlations	  of	  burnout	  with	  poor	  patient	  
outcomes),	  suggests	  that	  stronger	  team	  dynamics	  could	  lead	  to	  positive	  
downstream	  effects	  on	  the	  healthcare	  system	  by	  decreasing	  staff	  turnover	  and	  
medical	  errors.	  The	  lack	  of	  alignment	  between	  physicians	  and	  other	  providers	  on	  
future	  teamwork	  strategies	  reveals	  an	  opportunity	   for	  education	  and	  change	  
management.	  Further	  exploration	  of	  organizations	  which	  endorsed	  strong	  team	  
dynamics	  and	  those	  that	  struggle	  with	  teamwork	  will	  also	  be	  pursued.

Discussion	  and	  Future	  Directions

Methods

The	  MHVC	  Staff	  Survey	  was	  developed	  by	  a	  research	  team	  at	  the	  Albert	  Einstein	  
College	  of	  Medicine,	  and	  utilized	  validated	  instruments	  and	  scales	  (Table	  1)	  as	  well	  
as	  internally	  developed	  questions	  to	  assess	  various	  domains	  of	  the	  staff’s	  
experience.	  MHVC	  coordinated	  with	  primary	  contacts	  at	  each	  of	  their	  partner	  
organizations	  to	  disseminate	  a	  survey	  link	  through	  Qualtrics.	  It	  should	  be	  noted	  
that	  each	  survey	  question	  was	  optional,	  so	  there	  are	  a	  varying	  number	  of	  
responses	  per	  item.	  Statistical	  analysis	  was	  done	  using	  a	  combination	  of	  Pearson	  
correlation	  tests,	  one	  way	  analyses	  of	  variance	  (ANOVA),	  and	  chi	  square	  tests.

The	  survey	  yielded	  1,930	  responses	  from	  providers	  and	  staff	  working	  in	  diverse	  
organizations	  (Table	  2) in	  a	  wide	  variety	  of	  roles	  (Table	  3).	  The	  importance	  of	  
strong	  team	  dynamics	  was	  evident	  throughout	  the	  survey	  data.	  Respondents	  
ranked	  stronger	  teamwork	  and	  team	  dynamics	  as	  the	  second	  most	  important	  
measure	  needed	  (circled) in	  order	  to	  better	  serve	  patients	  (Table	  4).	  Measures	  of	  
teamwork	  showed	  statistically	  significant	  positive	  correlations	  with	  joy	  in	  work	  and	  
negative	  correlations	  with	  burnout	  (Table	  5).	  

Results

Aims

Our	  goal	  was	  to	  utilize	  the	  staff	  survey	  data	  to	  assess	  satisfaction	  with	  team	  
dynamics	  and	  workflow	  across	  job	  roles	  and	  organizations,	  and	  identify	  results	  that	  
could	  inform	  the	  development	  of	  strategies	  to	  improve	  teamwork,	  decrease	  staff	  
burnout	  and	  improve	  staff	  well-‐being	  and	  “joy	  in	  work”	  within	  our	  partner	  
organizations.	  
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Table	  2:	  Organization	  Types N
Mental	  Health	  Agency 487	  

Substance	  Use	  Disorder	  Facility 128

Skilled	  Nursing	  Facility 76	  

Primary	  Care	  Provider 269

Care	  Management	  Agency 143	  

Federally	  Qualified	  Health	  Center	  (FQHC) 18

Hospital 632

Local	  Government	  Unit	  (LGU) 0

Other	  Community-‐Based	  Organization	  (CBO) 79

Did	  not	  specify 96

Table	  3:	  Job	  Roles N
Case	  Manager,	  Social	  Worker,	  Or	  Health	  Home	  Care	  
Manager

426

Physician	  Assistant,	  Nurse	  Practitioner,	  Nurse,	  Nurse	  
ED	  Navigator,	  Nurse	  Manager,	  or	  Nurse	  Care	  Manager

252

Physicians 105
Community	  Health	  Worker,	  Peer	  Navigator,	  Direct	  
Support	  Professional	  (DSP),	  Health	  Educator,	  Medical	  
Assistant,	  Patient	  Care	  Associate,	  Peer	  Support	  
Specialist,	  Volunteer,	  Pharmacist,	  or	  ED	  Navigator	  
(non-‐clinical)

244

Housekeeping,	  Security,	  Transportation,	  Food	  Services,	  
Billing,	  Administrative	  (Including	  Front	  Desk,	  ED	  Clerk,	  
and	  Pharmacy	  Technician)

292

Administrative	  Middle	  Management	  (e.g.,	  Program	  
Manager)

292

Administrative	  Senior	  Leadership	  (e.g.,	  VP,	  Director) 151
Did	  not	  specify 166

Table 1

Core	  Domain Sub	  Categories Validated	  Instruments	  and	  Scales

Cultural	  
Competence

Cultural	  Competency	  &	  Health	  
Literacy
Cultural	  Norms
Cultural	  Communication
Organizational	  Support

American	  Speech-‐Language-‐Hearing	  Association.	  (2010).	  Cultural	  
Competence	  Checklist:	  Personal	  reflection.	  Available	  from:	  
www.asha.org/uploadedFiles/practice/multicultural	  
/personalreflections/pdf

SDH Drivers	  of	  Patient	  Engagement -‐Adapted	  from	  Bronx	  Community	  Health	  Survey	  
SDH	  Challenges -‐Adapted	  from	  Bronx	  Community	  Health	  Survey
Staff	  Readiness	  to	  Address	  SDH -‐Questions	  developed	  internally	  to	  assess	  staff	  comfort	  with	  SDH	  screening	  

and	  linkage	  using	  a	  change	  management	  readiness	  lens	  (Awareness,	  
Motivation,	  Knowledge,	  Ability,	  Organizational	  Support)	  

Joy	  in	  Work Burnout -‐Malasch	  Burnout	  Inventory	  1	  item
-‐Tenure/Retention	  Scale

Joy	  in	  Work -‐Single	  Item	  Happiness	  (Joy)	  Scale
-‐Adaptation	  of	  Gallup	  Poll	  Questions

Teamwork -‐Adapted	  from	  Christina	  Sinsky’swork

Table	  5:	  Teamwork	  measures	  correlated	  with	  burnout	   and	  joy	  in	  work

Measure	  (N=1472-‐1629)
Pearson	  Correlation	   for	  Joy	  in	  

Work	  (p<0.001)
Pearson	  Correlation	   for	  

Burnout	   (p<0.001)
My	  strengths	  are	  recognized	  here	  and	  I	  put	  them	  into	  practice	  every	  day	  in	  my	  job 0.535 -‐0.333
I	  regularly	  receive	  meaningful	   recognition	   for	  doing	  my	  job	  well 0.529 -‐0.296
I	  am	  happy	  with	  the	  relationship	   between	  myself	  and	  my	  manager 0.453 -‐0.280
My	  manager	  supports	  me	  to	  get	  even	  better	  at	  the	  skills	  I'm	  valued	  for	  here 0.475 -‐0.299
My	  co-‐workers	  are	  accountable	  for	  doing	  quality	  work 0.353 -‐0.229
My	  professional	  values	  are	  well	  aligned	  with	  those	  of	  my	  department	   leaders 0.541 -‐0.350
I	  feel	  that	  patient/client	  care	  is	  well-‐integrated	  across	  the	  delivery	  system 0.414 -‐0.327
The	  degree	   to	  which	  our	  care	  team	  works	  effectively	  together 0.502 -‐0.342

Table	  6:	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Which	  of	  the	  following	  strategies	  do	  you	  think	  would	  be	  helpful	  for	  your	  organization to use	  in	  the	  future?

Measures
ALL	  MHVC	  
NETWORK

Mental	  
Health	  
Agencies

Substance	  
Use	  
Agencies

Skilled	  
Nursing	  
Facilities

Primary	  
Care	  
Providers

Care	  
Managemen
t

Federally	  
Qualified	  
Health	  Ctrs.Hospitals

Other	  
CBOs F	  test p	  <

Workflow	  mapping 31.9% 31.9% 48.7% 36.9% 30.3% 19.2% 37.5% 32.8% 21.2% 4.165 0.0001
Team	  meetings 29.8% 28.5% 40.7% 35.4% 27.5% 22.4% 25.0% 30.8% 28.8% 1.718 0.1006
Daily	  Huddles 25.1% 23.7% 29.2% 32.3% 26.1% 24.0% 18.8% 25.7% 15.2% 1.049 0.3944
Face	  time 24.5% 23.9% 34.5% 40.0% 13.7% 21.6% 37.5% 26.6% 16.7% 4.837 0.0000

Planning	  ahead 19.1% 18.4% 23.9% 26.2% 19.4% 12.0% 31.3% 20.1% 9.1% 2.032 0.0480
Panel	  management 17.2% 17.9% 19.5% 18.5% 16.6% 12.0% 18.8% 18.7% 7.6% 1.164 0.3203
Extending	   responsibilities	  
to	  non-‐clinical	  staff 16.8% 18.8% 23.9% 20.0% 15.2% 12.0% 18.8% 16.5% 3.0% 2.491 0.0152
Standing	  orders 16.2% 10.4% 21.2% 21.5% 22.3% 5.6% 37.5% 20.7% 0.0% 8.174 0.0000
Documentation	   and	  order	  
entry	  assistance 13.9% 10.9% 12.4% 13.9% 19.4% 8.0% 25.0% 16.7% 6.1% 2.981 0.0041
Entrust	  RN	  or	  MA	  to	  filter	  
labs,	  Rx	  refills,	  etc 12.1% 11.8% 14.2% 13.9% 21.8% 4.0% 37.5% 10.1% 0.0% 7.028 0.0000
Co-‐locate	  team	  members 11.4% 9.9% 16.8% 12.3% 9.9% 9.6% 37.5% 12.7% 1.5% 3.347 0.0015
Extend	  preventive	  care	  
responsibilities 10.6% 7.7% 15.0% 6.1% 17.5% 4.8% 25.0% 11.9% 0.0% 5.061 0.0000
Medication	  automation	  
for	  chronic	  conditions 9.8% 8.5% 10.6% 7.7% 15.6% 7.2% 56.3% 8.8% 1.5% 8.150 0.0000
Number	  of	  Cases 1516 414 113 65 211 125 16 503 66

Table	  4: What	  do	  you	  need	  to	  better	  support	  the	  patients/clients	  that	  you	  work	  with?

Measures
ALL	  MHVC	  
NETWORK

Mental	  
Health	  
Agencies

Substance	  
Use	  
Agencies

Skilled	  
Nursing	  
Facilities

Primary	  
Care	  
Providers

Care	  
Management

Federally	  
Qualified	  
Health	  Ctrs. Hospitals

Other	  
CBOs F	  Test p	  <	  

More	  staff	  
support 43.07% 41.36% 38.89% 50.75% 34.87% 33.03 28.57 52.50 18.18 6.741 0.0000
Stronger	  
teamwork/team	  
dynamics 38.26% 35.34% 25.93% 58.21% 33.85% 35.78 64.29 43.91 21.82 5.633 0.0000
More	  training 28.29% 37.43% 41.67% 13.43% 16.41% 29.36 35.71 25.55 21.82 7.279 0.0000
More	  time	  to	  
spend	  per	  
patient/client 27.60% 24.35% 39.81% 25.37% 26.15% 24.77 28.57 29.54 21.82 1.830 0.0778
More	  face-‐to-‐face	  
time	  with	  
patients/clients 22.58% 23.56% 28.70% 17.91% 24.10% 20.18 14.29 21.16 23.64 0.734 0.6434
Other 0.91% 1.05% 0.93% 1.49% 0.51% 3.67 0.00 0.40 0.00 1.717 0.1010
Number	  of	  Cases 1435 382 108 67 195 109 14 501 55

Table	  7: Which	  of	  the	  following	  strategies	  do	  you	  think	  would	  be	  helpful	  for	  your	  organization	  to	  use	  in	  the	  future?

Measures
ALL MHVC	  
NETWORK

Social	  
Workers,	  
Case	  

Managers

Nurses,	  
Physician	  
Assistants Physicians	  

Program	  
managers,	  
community	  

health	  
workers	  

Front	  
desk,	  

security,	  
food	  

services

Middle	  
management,	  
researchers

Senior	  
leadership	  

(VPs,	  
executive	  
directors) ChiSq p<

Workflow	  mapping 32.3% 30.8% 32.1% 40.4% 25.9% 29.2% 36.8% 38.7% 12.409a 0.053
Team	  Meetings 29.7% 30.3% 35.3% 28.7% 31.8% 26.9% 27.8% 24.2% 6.850a 0.335
Daily	  Huddles 25.1% 22.2% 26.6% 21.3% 23.9% 20.1% 30.3% 35.5% 16.289a 0.012
Face	  time 24.6% 22.7% 27.5% 14.9% 31.8% 21.5% 24.4% 26.6% 13.624a 0.034
Planning	  ahead 19.3% 18.6% 26.1% 23.4% 19.4% 16.9% 15.0% 18.5% 11.365a 0.078
Panel	  management 17.5% 17.0% 21.6% 25.5% 14.4% 15.1% 15.0% 19.4% 10.315a 0.112
Extending	   responsibilities	  
to	  non-‐clinical	  staff

16.8% 17.6% 18.3% 24.5% 15.4% 11.0% 15.8% 21.0% 11.777a 0.067

Standing	  orders 16.4% 10.0% 33.0% 23.4% 14.9% 15.1% 13.2% 12.1% 62.232a 0.000
Documentation	   and	  order	  
entry	  assistance

14.1% 10.8% 21.1% 34.0% 11.4% 11.9% 10.7% 11.3% 48.097a 0.000

Entrust	  RN	  or	  MA	  to	  filter	  
labs,	  Rx	  refills,	  etc

12.3% 8.4% 18.3% 28.7% 9.0% 11.4% 9.4% 13.7% 40.385a 0.000

Co-‐locate	  team	  members 11.5% 9.7% 11.0% 14.9% 11.4% 8.2% 13.2% 17.7% 10.016a 0.124
Extend	  preventive	  care	  
responsibilities

10.5% 7.3% 15.6% 22.3% 12.9% 9.6% 5.6% 8.9% 32.041a 0.000

Medication	  automation	  
for	  chronic	  conditions

9.9% 8.1% 13.3% 19.1% 9.5% 9.6% 6.0% 11.3% 17.488a 0.008

Number	  of	  Cases 1254 321 194 85 163 187 197 107

In	  considering	  future	  team-‐based	  strategies,	  there	  was	  a	  strong	  congruency	  across	  
almost	  all	  organizations	  that	  workflow	  mapping,	  team	  meetings,	  daily	  huddles,	  and	  
increased	  face-‐time	  with	  team	  members	  would	  be	  most	  helpful	  (Table	  6).	  However,	  
when	  these	  results	  were	  stratified	  by	  job	  role,	  there	  were	  statistically	  significant	  
(p<0.05)	  differences	  in	  strategy	  endorsement,	  especially	  between	  physicians	  and	  
other	  job	  roles (Table	  7).



MHVC’s	Best	Practices	Forum,	held	on	November	
14,	2017	was	attended	by	82	participants,	from	
37	partner	organizations.	This	half-day	event	
touched	on	various	elements	addressing	our	
partners’	communities,	such	as:
• Revealing	Implicit/Unconscious	Bias
• Ensuring	Access	to	Care
• Acknowledging	the	Needs	of	the	LGBTQ	

Communities
• Treating	People	with	Special	Needs
• Addressing	the	Social	Determinates	of	Health
• Using	Community	Needs	Assessment	Data
• Getting	Started	with	Implementing	CCHL	

Policy	and	Practices	
• Expanding	on	Existing	CCHL	Policy	and	

Practices-taking	it	to	the	Next	Level	

Ongoing	CCHL	Staff	Engagement	Surveys	
• MHVC	CCHL	workgroup	assessed	and	

reviewed	the	initial	survey	results	and	
modified	the	follow-up	survey	to	address	
the	areas	of	concern	from	the	first	survey.	

• The	revised	survey	included	a	focus	on	
awareness	and	desire	of	change	initiatives	
and	domains	to	address	provider	burnout	
and	joy	in	work		

Evolution	of	Sustainability	MHVC’s	CCHL	Strategy	 Strategy	into	Action	
• MHVC	conducted	an	initial	Community	

Needs	Assessment	and	conducts	ongoing	
CCHL	Staff	Engagement	Surveys	

• The	assessment	and	survey	were	able	to	
provide	information	on	where	our	
communities	and	partners	were,	in	regards	
to	their	CCHL	strategies	and	needs

• MHVC	created	a	CCHL	Workgroup	with	our	
partners	in	the	Hudson	Valley.		This	
workgroup	was	able	to	work	cohesively	to	
address	the	needs	of	our	partners	and	their	
impacted	client	populations

• MHVC,		in	collaboration	with	the	CCHL	
Workgroup,	were	able	to	create	a	resource	
repository.	The	repository	has	numerous	
articles	and	case	studies	that	touch	on	CCHL	
best	practices

• A	CCHL	Best	Practices	Forum	was	created	
with	the	CCHL	workgroup,	to	address	issues	
impacting	your	communities	and	how	to	
best	address	them

• Growing	and	promoting	adoption	of	
MHVC’s	online	resources	repository

• Building	cross	pollination	of	expertise	and	
practices	to	support	communities	of	care	

• Collaborating	with	partners	to	eliminate	
redundancies	in	the	Hudson	Valley

• Facilitating	transition	of	CCHL	Workgroup	
to	Hudson	Valley	CCHL	coalition

• Establishing	CCHL	county	level	recognition	



RFA Application Process 
• Letter of Intent invitation to 

submit full proposal 
• Innovation Fund Application 

• Structured Abstract 
• Rationale (Definition of 

Need) 
• SMART Goals 

 
 
 
 

• Strategy (Intervention 
Description) 

• Evaluation Plan 
• Impact on Quadruple Aim 

Innovation Fund 

Innovation Fund RFP 

Introduction 

Aim: To incentivize innovation and collaboration between health care providers and 
CBOs (especially Tier 1 CBOs). 

If… then..  

Incentivizing CBO Engagement in a Community of Care: 
MHVC’s Three-Pronged Approach to CBO Integration 

Damara Gutnick MD, Marlene Ripa, Allison McGuire MPH, Rachel Evans LCSWR, Bruce Rapkin 
PhD, Kathleen McAuliff PhD, Danny Childs, Kristin Woodlock RN, Rosy Chhabra PhD, 

Montefiore Hudson Valley Collaborative, Yonkers, NY 

Prioritize projects: 
• Responsive to Regional needs 
• Potential to impact high priority clinical outcome metrics  - data driven evaluation 

plan 
• Address social determinants of health 
• Provide services not currently billable to Medicaid, or expand services to meet 

community needs 
• Demonstrate multi-stakeholder collaboration 
• Strong sustainability strategy 
• Support IHI Quadruple Aim 

Sustainability – Definingnm     

Technical Assistance for CBO’s 
“Coaching” provided by Subject Matter Experts 
(Einstein Researchers) on:  
• Project design and LOI development 
• Proposal development 
• SMART goal & evaluation metrics & strategy. 
• ROI Calculation & Planning for Sustainability 

CBO Integration Strategy 

Project If . . .  Then. . . 

Meals on Wheels 
 

If we train volunteers to 
conduct health checks and 
link “at risk” patients to care.  
 

Then we can decrease ED 
utilization 
 

Nyack Hospital/ 
Rockland: 
Community Paramedicine 
Collaboration 
 

If we use Community 
Paramedics to do follow up 
transitions of care visits 
 

Then we can decrease ED 
visits and readmissions 
 

Yonkers Public Library: 
Offering Support Services 
for Library Patrons 

If we train librarians how to 
link people to social services  

Then we can help eliminate 
health disparities and 
effectively address “What 
Matters” to our population 

Touch:  
Together Our Unity Can 
Heal 

If we provide healthy meals 
and self management support 
to patients with Diabetes and 
food insecurity 

Then we can improve 
glycemic control and reduce 
health consequences due to 
poorly controlled diabetes. 

Identification of Cost Proxies to Guide ROI Calculations 

Outcomes 
• Innovation Funding Awarded: 17 Projects 
• Planning Grants: 2 Projects 

• Collaborate with CBO on Final Design  
• High Touch Technical Assistance  

• Survey Design Expertise 
• Introducing Strategic Partnerships 
• Feasibility Assessments and ROI  

• CBOs appreciated the education and Technical Assistance 
• As a network administrator. . .  

• CBO readiness assessments, VBP education and “coaching” are foundational. 
• MHVC can foster strategic partnerships by linking aligned projects together. 

 
 
 
 
 
 
 
 

 
• Focus on metrics, sustainability and attainment of IHI Quadruple Aim 
• Prioritize “Patient Experience” (WMTY) and “Joy in Work” 

 

Conclusions 

Savings  
1pt drop A1c 

BH Admission 

Hospital Admission 

Cost Proxies 

ED Visit 

Contracting 
 MHVC incentivized foundational elements needed for future VBP 

contracts 

CBO VBP Training 

Regional Meetings Fostered Partnerships 

Rockland�
County

FQHC’s
Hospitals

Small�
Practices

Specialists

BH�
SA�&�SU

Pharmacy
Skilled�
Nursing�
Facilities

Health�
Homes

CBO’s

CMA’s

DD

Communities of Care

Let’s shift healthcare from. . . 

“What’s the Matter?
to

What Matters to you?”

Damara Gutnick MD, Medical Director, MHVC

Being Person Centered About .. 
“Things That Matter” 

Social Determinants of Healthcare Costs  

Targeted Interventions - DSRIP 
Year 3-5 

      Outreach & Empowerment - DSRIP Year 1-5 

                                                                                       
         Supporting Sustainability – DSRIP Year 1-5 

Kristin Woodlock provides user- 
friendly VBP preparation to MHVC 

Regional Meeting 

Clinical Partners CBOs Contracting via 
Innovation Fund 

Contracting metrics include 
SDH screening & CBO Linkage 
Survey 
 

Technical assistance by 
NYAPRS 

Regional Forums fostered 
collaborative proposals 

Regional Meetings provided 
VBP trainings and encouraged 
CBO linkages 

MCTAC VBP Readiness survey Clinical partner and Tier 1 
CBO linkages incentivized 

WMTY Campaign VBP Training (From 
Government Agent to Retail) 

Sustainability plan TA: ROI 

Innovation Fund Proposal TA Patient engagement 
metrics 

Recognizing the important roles played by CBOs in a “Community of Care”, and the 
need for CBOs to be sustainable in a value-based health care environment, MHVC 
implemented a three-pronged approach to CBO integration by: 
• Incentivizing clinical partners to build infrastructure and link to CBOs 
• Providing technical assistance and training to  CBOs to improve readiness for 

outcomes measurement 
• Implementing the Innovation Fund, a playground to spark collaboration and a 

roadmap for contracting with CBOs 
 

Get Rid of Your Agent of 
Government Thinking and 
Get your Retail Healthcare 

On! 



STRATEGY
Offer weekly case management services at the library with 
personalized one-on-one consultation
 Case managers are onsite 3x/week
 Bilingual services available from the case managers and the 

librarians

Refer patrons/clients to services and healthcare
 Case managers are employed through CLUSTER, Inc., a Yonkers-

based supportive services agency with a large network of services 
to greatly expand the library’s ability to provide on-the-spot health 
information, resources and referrals, including: 

Address attitudes of library staff toward Serious Mental Illness 
(SMI) and people experiencing homelessness through anti-stigma 
training 
 Six workshops covering active listening, working with people 

experiencing chronic homelessness and understanding people 
with mental illness were offered; 90 staff participated in one or all 
sessions. 

Partner with MHVC and Einstein College of Medicine to conduct an 
ongoing  community health survey collecting Patient Reported 
Outcomes and SDH needs 
 Researchers are collecting data at two library locations that will 

help us make strategic program and service decisions 

More Than Books at the Yonkers Public Library 
Innovative Partnerships to Address Social Determinants of Health in the Community 
Shauna Porteus, MLIS, Eric Scott, Jon Shenk, Claudine Williams, Damara Gutnick, MD

1 2 22

1. Yonkers Public Library; 2. CLUSTER Community Services; 3. Montefiore Hudson Valley Collaborative 

PROBLEM
On any given day, librarians at the Yonkers Public Library (YPL) are 
asked a wide variety of questions, including:

“I just lost my job. Can you help me file for unemployment and find work?”

“I need to find a rehab center for a family member.”

“I don’t have medical insurance. How can I see a doctor?”

“My kids and I are sleeping on a friend’s couch, can you help us find housing?”

“I’m homeless and feel unsafe at the shelter. What are my housing options?”

The public sees us as a trusted source of information able to assist 
their most pressing needs, but most librarians are not trained to 
handle these types of questions. So, how can the library utilize the 
unique relationship we have with our patrons to help build a strong 
community? 

GOAL
Demonstrate how a successful cross-sector partnership among the 
YPL, CLUSTER, Inc. and Montefiore Hudson Valley Collaborative 
(MHVC) can effectively address Social Determinants of Health 
(SDH) needs, improve linkage to primary care 
services and reduce health disparities by: 

 Expanding the public’s access to health 
and social service information and 
resources

 Providing much-needed individual help 
to vulnerable populations, including 
families, seniors, low-income individuals 
and people experiencing homelessness

 Building local partnerships with an overall goal of 
creating stronger and healthier communities

 Reinforcing the value of Yonkers Public Library as a critical link to 
the community and a resource hub

 Affordable housing connections
 DSS navigation
 Application for public benefit(s)
 Tenant-landlord disputes
 School mediation
 Mental health referrals

MAIN SDH NEEDS 

FUTURE WORK
 Program development based on data from the Patient Reported Outcomes 

survey, including  a) Partnership with American Heart Association and 
Westchester County Health Department to get blood pressure cuffs in the 
library for check out and b)Partnership with MHVC and the American Lung 
Association for smoking cessation program 

 Long-term program sustainability
 Community-wide workshops assessing and addressing stigma around 

homelessness

12%

52%

24%

12%

Primary Reason for Visit
n=342

Health Housing Income Other

16%
16%
17%

8%
40%

2%

Conflict with landlord

Imminent risk of homelessness

Homeless

Seek senior housing

Seek affordable housing

Unsafe Housing

Housing Issue to Address
n=179

54%

9%

38%

Apply for public assistance benefits

Education/Training

Employment help

Income Issue to Address
n=80

2%
29%

2%
10%

24%

Help finding a doctor

Help with stress management

Help with substance abuse

Leave an abusive situation

Mental health counseling

Health Issue to Address
n=42

342 
One‐on‐one Consulta�ons w��ibrary Patron from 

February 2018 – January 2019122
Informa�on 

queries answered 71
Referrals made 39

Public assistance 
benefit applica�ons 

submi�ed with 
patron

33
Cases 

advocated on 
behalf of patron

30
Housing 

applica�ons 
submi�ed

11
Health Services 

Secured
10
Job 

applica�ons 
submi�ed

9
Housing 
Conflicts 
Resolved

8
Public 

assistance 
secured

7
Homes 
secured

2
Jobs

secured

 Medicaid/Medicare applications
 Job applications
 Immigration service referrals
 Legal service referrals
 Emergency housing assistance 

ASSESSMENT PROCESS
 Initial Intake Tool (housing, health, income, other and “What 

Matters to You” sections)
 Client Follow-up (4 weeks) |  Client Follow-up (six months)
 Client satisfaction survey 

Asking “What Matters to You?” Changes the Outcome

Primary Reason for Visit “What Matters to You” Response

Employment Help 

Imminent Risk of 
Homelessness (home 
foreclosing)

“Need help with stress, 
depression, literacy and 
transportation.” 

“Getting a handle on my 
Parkinsons disease and creating 
a health care proxy.”

Referral to Legal Services Hudson 
Valley and health care proxy 
documents provided to client’s 
daughter. 

Referral to Westchester Jewish 
Community Services for mental 
health counseling and job coaching 
at the library.

3



Yonkers Public Library (YPL) Pilot Program
• Administer survey to library patrons
• Analyze data trends
• Identify association of food insecurity and lack of 

other social needs 
• Implement case management and health 

programming at YPL
Document processes for application at other CBOs

• Hunger mapping of Yonkers
• Identification of target census 

tracts with high food insecurity
• Identification of Impact Sites 

based on the following criteria:
✓ located in target census track
✓ Significant community reach
✓ adequate space for health 

programming and navigation 
deployment

• Integration of food distribution 
within Impact Sites

Contract with 
Feeding 

Westchester

• Design Patient Reported 
Outcomes (PRO) survey

• Collect PROs at Impact 
Sites during food 
distributions

• Analyze survey data

Targeted 
Population Needs 

Assessment

• Deploy targeted 
programs to meet 
needs identified on 
survey

• Embed care 
navigation at Impact 
Sites, with linkage to 
health services & 
social service 
organizations

Program Design 
and Evaluation

Constructing the 
Model of 

Partnership

Clinical Service Provider

[x] housing
[ ] food
[ ] transportation
[ ] immigration

[x] cancer screening
[ ] tobacco cessation
[ ] mental health
[ ] primary care
[ ] substance use 
treatment

Community Based 
Organization

Community Health 
Worker/Navigator

Community Health 
Worker/Navigator

Healthy Food Distribution at Information Outposts:
A Patient Engagement Strategy

Andrew Telzak MD1,2, Virgil Dantes3, Jade Foster1 Bruce Rapkin PhD2, Damara Gutnick MD1

1Montefiore Hudson Valley Collaborative, 2Albert Einstein College of Medicine, 3Feeding Westchester

Background
Communities and individuals with greater social needs have higher
healthcare costs, higher disease prevalence, and worse health
outcomes.

An increased emphasis on upstream factors that contribute to health
outcomes, or Social Determinants of Health (SDH), is critical as health
systems transition to value-based payment. Leveraging its relationships
with CBOs (including Feeding Westchester), the Montefiore Hudson
Valley Collaborative (MHVC) is testing innovative models to address the
social and medical needs of the community.

Hunger Mapping conducted by Feeding Westchester found that 8 census
tracks in Yonkers NY accounted for 10% (1.80 million food pounds) of
Westchester county’s total annual “meal gap”. The prevalence of food
insecurity in these tracks was 19% (n=44,805).

Methods Yonkers Public Library Pilot
MHVC funded an innovation pilot project at the Yonkers Public Library that 
integrated a case manager to link patrons to SDH resources and primary care. 
With the goal of identifying health gaps, patrons were surveyed regarding 
SDH stressors and health needs. Based on survey analysis, targeted health 
programing is being implemented at the library. 

Analysis of social needs revealed that 25% of survey respondents had been 
unable to get adequate food when needed over the past year. The table 
below highlights the association between social needs and food access. The 
odds of experiencing stress* related to social needs were higher among those 
with inadequate access to food. For example, those with inadequate access to 
food were:

• 9.6 times as likely to have stress related to transportation
• 6.1 times as likely to have stress related to their housing/living situation
• 2.2 times as likely to have stress related to getting proper medical care

Discussion/Future Directions
The creation of “Information Outposts” at local CBOs is a promising strategy
to address social needs and provide linkage to medical services for high risk
community members. Given the significant overlap of food insecurity with
other social needs in this community, designing integrated programs at food
pantries allows for initial engagement around a patron’s priority social need
(i.e. food), while also addressing comorbid medical and additional SDH. We
hypothesize that the creation of targeted health programming and case
management in this context will meet patients where they are at, both
literally and figuratively, by addressing what matters most to them at a
particular point in time.

Conceptual Model

Hunger Mapping by Yonkers Census Tract

City Tract # Zip 
Codes 
in Tract

The Gap 
(Food lbs
needed 
before 

Distribution -
2015 MMG)

Food 
Insecure 
Rounded

Median 
Income Pop Poverty 

Rate
Unemploy
ment Rate

Y
O
N
K
E
R
S

103
10701, 
10705 241,500 1,150 $32,122 5,609 37.4% 7.5%

201 10705 248,850 1,185 $36,344 7,309 20.9% 15.7%

300 10701 189,210 901 $27,384 4,869 28.6% 12.6%

401 10701 152,670 727 $41,536 3,689 29.7% 8.2%

500 150,570 717 $17,533 3,316 0.38 0.147

600
10701, 
10703 306,390 1,459 $36,051 7,559 26.6% 11.7%

1102
10701, 
10705 190,260 906 $29,907 4,896 30.0% 11.1%

1303 10705 319,200 1,520 $36,532 7,558 36.2% 16.0%

1,798,650 8,565 44,805
Impact site

Food insecurity in Yonkers, NY, with Impact site 
locations

Food pantry

1. Patients visit clinical service provider
2. Patients screened for SDH
3. If social needs identified, patients 

connected to CBO via CHW/navigator
4. Individuals come to food pantry
5. Screened for social as well as medical

needs
6. If medical or social needs identified, 

they are linked to care via 
CHW/navigator

1

Project Goals
• To create an integrated population health model of community 

partnership that addresses social & health needs.
• To use “food” as an innovative strategy to engage “food insecure” patrons 

in Health Programming
• To address “What Matters” most to the people we work with and meet  

our patients where they are at.

* Stress defined by “Extreme stress” or “A lot of stress”

Montefiore CMO, unpublished analysis of 4,000 patients, 2016

Totals:

Odds of stress related to social needs by access to food
Adequate 

food access
Inadequate 
food access

OR p-value

Transportation .11 1.05 9.60 <.0001

Using public services .14 1.26 8.84 <.0001

Crime and violence .05 .38 7.21 <.01

Housing/living situation .69 4.25 6.12 <.0001

Serious injury, illness or death of someone 
close

.16 .86 5.56 <.0001

Neighborhood Environment .20 1.05 5.29 <.0001

Money or finances .58 2.91 4.98 <.001

Relations with racial/ethnic groups other 
than your own

.06 .29 4.73 <.01

Social life, social activities, friendships .08 .37 4.60 <.01

Job Situation .57 1.93 3.41 <.01

Substance use or drugs .04 .11 3.29 .33

Immigration .04 .11 3.11 .40

Experiences of racism/discrimination .12 .33 2.80 .01

Relations with police .10 .26 2.60 <.01

Marriage or romantic relationships .17 .40 2.31 .28

Raising children/being a parent/problems 
with children

.14 .30 2.23 .41

Getting proper medical care .23 .50 2.21 .03

Physical health .24 .50 2.13 .04

Education .31 .56 1.81 .47
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