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Community Care of Brooklyn Network

• 600,000 attributed Medicaid beneficiaries 

• 4,600+ practitioners, including 1,600+ PCPs 

• 1,000+ Participant Organizations: 

• MMC Central Services Organization (CSO) provides 

management
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• 6 Hospitals 
• 10 FQHCs
• 3 IPAs
• Behavioral health providers
• Social service providers 
• Community-based organizations
• Health Homes
• Substance Abuse Providers
• Advocacy Organizations

• Home Care
• Skilled Nursing Facilities and other 

Long-Term Care Providers
• Correctional Health Experts
• Housing Providers and Advocates
• Managed Care Plans
• RHIO
• Unions
• Job Training Providers 



CCB Governance Structure
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CCB DSRIP Project / Initiative Structure
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Creating an Integrated Delivery System:
Network of networks, keeping care local

Care Transitions- ED and Readmissions: 
Patient-focused, Health Home supported

Transforming Primary Care: 
Care coordination, collaborative care, 
and integration of behavioral health

Population Health: 
Multi-PPS programs, community 
engagement

Ten DSRIP Projects Four CCB Initiatives

Project selection aligned with OneCity Health

2.a.i Create Integrated Delivery Systems

2.b.iii Emergency Department Care Triage

2.b.iv
Care Transitions to Reduce 30 Day 

Readmissions

2.a.iii Health Home At-Risk Intervention Program

3.a.i
Integration of Primary Care Services and 

Behavioral Health

3.b.i

Evidence-Based Strategies for Managing 

Adult Population with Cardiovascular 

Disease

3.d.ii
Asthma Medication: Expansion of Asthma 

Home-Based Self-Management Program

3.g.i
Integration of Palliative Care into the PCHM 

Model

4.a.iii
Strengthen Mental Health and Substance 

Abuse Infrastructure Across Systems

4.c.ii
Increase Early Access to, and Retention in, 

HIV Care



Creating an Integrated Delivery System

• Built around:
• Common standards

• Shared information

• Joint quality metrics

• Keeping care local
• networks

• Improving connections 
between medical and 
community/social service 
providers

• Value based purchasing 
(VBP)-readiness
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Care Transitions: ED & Readmissions

• New Healthcare Roles

• Transitional Care Nurses

• Transitional Care Managers

• ED Care Navigators

• Developing transitional care plans

• Focus on social determinants of health

• Vulnerable populations

• Connecting patients to Health Home

• Expanding engagement with: 

• key social service providers

• skilled nursing facilities

• home health

• pharmacies

• criminal justice system
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Transforming Primary Care

• Build a high-functioning, patient-centered primary 

care network

• Technical assistance for PCMH recognition

• Fund health coaches for primary care team

• Care coordination and education for patients not eligible for 

Health Home

• Expanding collaborative care model

• Behavioral health, palliative care, asthma, medication reconciliation

• Workforce

• Career ladder for medical assistants, others

• Developed Health Coach training program at CUNY 

Kingsborough

• 45 graduated

• 18 will graduate in March 2017
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Population Health

• Expanding access to and 

engagement in HIV care

• NYC Coalition & CCB Workgroup

• Increasing access to Mental 

Health and Substance Abuse 

services 

• 4 PPSs partnering with NYC public 

high schools

• Community engagement

• Cultural competency and health 

literacy

• Nutrition & physical activity
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Community Engagement

• Participatory action 

research (PAR) to 

engage community

• Student-conducted 

surveys

• Community dialogue

• Identification of drivers 

of health

• Community input 

regarding initiative 

implementation
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Analytics & Reporting for QI

• Piloting performance 

reports for Participants 

• Key metrics by 

Participant type

• Supporting 

collaborative program 

planning with our 

network

• Identification of 

Participants with

greatest opportunities 

for improvement
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$20.1M

$12.6M



Funds Flow Through DY2 Q3
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Hospital 32%

Other 15%

Care Management 7%
CBO 5%

Clinic 17%

1199/TEF 12%

PCP 10%

Mental Health 2%

Total Spending: $33 million



Sustainability Planning

• Sustainability of our Partners:

• Support for safety net providers

• Value Based Payment Quality Improvement Program 

(VBPQIP) 

• Focus on keeping care local wherever possible

• Sustainability of our Network:

• Clinical integration

• VBP participation - pilots and roadmap (HARP, 

maternity bundle) 

• Alignment with The Brooklyn Study, including One 

Brooklyn Health System
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Much to do…
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Reduce avoidable hospital use by 25% 

Potentially avoidable ER visits

Potentially avoidable readmissions

PQI 90 - composite of all measures

PDI 90 - composite of all measures

% of total Medicaid provider reimbursement received through sub-capitation or 
other forms of non-FFS reimbursement

% of eligible providers with participating agreements with RHIOs, meeting 
Meaningful Use criteria and able to participate in bidirectional exchange

% of PCP meeting PCMH (NCQA) or Advance Primary Care (SHIP) standards

Primary care - usual source of care - (CAHPS Q2)

Primary care - length of relationship - (CAHPS Q3)

Adult access to preventive or ambulatory care - 20-44 years

Adult access to preventive or ambulatory care - 45-64 years

Adult access to preventive or ambulatory care - 65 and older

Children's access to primary care - 12-24 months

Children's access to primary care - 25 months-6 years

Children's access to primary care - 7-11 years

Children's access to primary care - 12-19 years

Getting timely appointments, care and information (CAHPS Q6,8,10,12)

Helpful, courteous and respectful office staff (CAHPS Q24,25)

Medicaid spending on ER and inpatient services

Medicaid spending on primary care and community based behavioral health care

Care transition (CAHPS Q23,24,25)

Care coordination with provider up to date about care received from other 
providers (CAHPS Q)

Potentially Preventable Emergency Department Visits with behavioral health 
diagnosis 

Antidepressant medication management (adherence) - effective acute phase 
treatment (12 weeks)

Antidepressant medication management (adherence) - effective continuation 
phase treatment

Diabetes monitoring for people with diabetes and schizophrenia

Diabetes screening for people with schizophrenia or bipolar disease who are using 
antipsychotic medication

Cardiovascular monitoring for people with cardiovascular disease and 
schizophrenia

Follow-up care for children prescribed ADHD medications - initiation phase

Follow up care for children prescribed ADHD medications - continuation phase

Follow-up after hospitalization for mental illness - within 7 days

Follow-up after hospitalization for mental illness - within 30 days

Screening for clinical depression (using a standardized depression screening tool) 
and follow-up

Adherence to antipsychotic medications for people with schizophrenia

Initiation of alcohol and other drug dependence treatment (1 visit within 14 days)

Engagement of alcohol and other drug dependence treatment (initiation and 2 visits within 44 
days)

Prevention quality indicator #7 (hypertension - hospital admits)

Prevention quality indicator #18 (angina without procedure - hospital admits)

Cholesterol management for patients with cardiovascular (CV) conditions - LDL-C testing

Cholesterol management for patients with cardiovascular (CV) conditions - LDL-C > 100 mg/dL

Controlling high blood pressure

Aspirin use

Discussion of risks and benefits of aspirin use

Medical assistance with smoking and tobacco use cessation - advised to quit

Medical assistance with smoking and tobacco use cessation - discussed cessation medication

Medical assistance with smoking and tobacco use cessation - discussed cessation strategies

Flu shots for adults ages 18-64

Health literacy (CAHPS adult supplement QHL13,14,16)

Prevention quality indicator #15 younger adults asthma

Pediatric quality indicator #14 pediatric asthma

Asthma medication ratio - 5-64 years

Medication management for people with asthma (5-64 years) - 50% of treatment days covered

Medication management for people with asthma (5-64 years) - 75% of treatment days covered

Risk-adjusted percentage of members who remained stable or demonstrated improvement in 
pain

Risk-adjusted percentage of members who had severe or more intense daily pain

Risk-adjusted percentage of members whose pain was not controlled

Advanced directives - talked about appointing for health decisions

Depressive feelings - % of members who experienced some depression feeling according to an 
assessment 

% of premature death (before age 65 years)

% of premature death (before age 65 years) - ratio of Black non-Hispanics to White non-Hispanics

% of premature death (before age 65 years) - ratio of Hispanics to White non-Hispanics

Age-adjusted preventable hospitalizations rate per 10,000 - aged 18+ years

Age-adjusted preventable hospitalizations rate per 10,000 - aged 18+ years - ratio of Black non-
Hispanics to White non-Hispanics

Age-adjusted preventable hospitalizations rate per 10,000 - aged 18+ years - ratio of Hispanics to 
White non-Hispanics

% of adults with health insurance - aged 18-64 years

Age-adjusted % of adults who have a regular health care provider - aged 18+ years

Age-adjusted % of adults with poor mental health for 14 or more days in the last month

Age-adjusted % of adult binge drinking during the past month

Age-adjusted suicide death rate per 100,000

Newly diagnosed HIV case rate per 100,000

Newly diagnosed HIV case rate per 100,000 - difference in rates (Black and White) of new HIV 
diagnoses

Newly diagnosed HIV case rate per 100,000 - difference in rates (Hispanic and White) of new HIV 
diagnoses



Thank You
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PMO Spending Detail
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