
125 Worth Street ▪ New York, NY ▪ 10013 
 

BOARD OF DIRECTORS MEETING 
THURSDAY, APRIL 18, 2013 

A~G~E~N~D~A 
 

Call to Order  -  4 pm 
 
1.  Adoption of Minutes:         March 21, 2013 
 
Chairman’s Report 
  
President’s Report  (Alan D. Aviles) 
 
>>Action Items<< 
 
Corporate 
2.     RESOLUTION authorizing the President of the New York City Health and Hospitals Corporation to procure and outfit 

one hundred-nineteen (119) ambulances in Fiscal Year 2014 on behalf of the Fire Department of the City of New 
York (FDNY) through City-wide Requirements contracts for a total amount not to exceed $37.3 million. 

 (Capital Committee – 04/11/2013) 
 
South Manhattan Health Network & Queens Health Network 
3.     RESOLUTION authorizing the President of the New York City Health and Hospitals Corporation to execute a Customer 

Installation Commitment with the New York City Department of Citywide Administrative Services and the New 
York Power Authority for an amount not to exceed $34,349,705 for the planning, pre-construction, design, construction, 
procurement, construction management and project management services necessary for the Comprehensive Energy 
Efficiency upgrade project at Metropolitan Hospital Center.  

 (Capital Committee – 04/11/2013) 
  
4.     RESOLUTION authorizing the President of the New York City Health and Hospitals Corporation to execute a Customer 

Installation Commitment with the New York City Department of Citywide Administrative Services and the New 
York Power Authority for an amount not to exceed $28,462,001 for the planning, pre-construction, design, construction, 
procurement, construction management and project management services necessary for the Comprehensive Energy 
Efficiency upgrade project at Elmhurst Hospital Center. 

 (Capital Committee – 03/14/2013)        
  
5.     RESOLUTION authorizing the President of the New York City Health and Hospitals Corporation to negotiate and execute 

a tax-exempt financing with the New York Power Authority for a principal amount not to exceed $22, 847,521 to 
finance the Comprehensive Energy Efficiency upgrade project at Metropolitan Hospital Center. 

   (Finance Committee – 04/09/2013) 
 
6.     RESOLUTION authorizing the President of the New York City Health and Hospitals Corporation to negotiate and execute 

a tax-exempt financing with the New York Power Authority for a principal amount not to exceed $23,061,199 to 
finance the Comprehensive Energy Efficiency upgrade project at Elmhurst Hospital Center. 

   (Finance Committee – 04/09/2013) 
   
Information Item 
 Procurement Initiative Implementation Plan 
 
Committee Reports  
 Audit 

Capital 
Equal Employment Opportunity 
Finance 
Medical & Professional Affairs / Information Technology 
Strategic Planning 

 
Facility Governing Body  /  Executive Session  
 Metropolitan Hospital Center 
    
 >>Old Business<< 
         >>New Business<< 
 
Adjournment  
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COMMITTEE REPORTS 
Capital Committee – March 14, 2013 
As reported by Ms. Emily Youssouf 
 
Assistant Vice President’s Report 
 
Alfonso Pistone, Assistant Vice President, Office of Facilities Development, provided an overview of the meeting agenda. He informed members of 
the Committee that there would be two action items for consideration. The first, a lease agreement with 2857 West 8th Street Associates for Coney 
Island Hospital to operate the Ida G. Israel Community Health Center to replace the prior clinic location at 2201-2203 Neptune Avenue which was 
substantially destroyed by Hurricane Sandy. The second agenda item would request authorization to relocate the Harlem Dental Clinic from its 
current location to the Kountz Pavilion, first introduced in January 2013, and tabled pending a response to questions regarding the Harlem 
Modernization. 
 
Mr. Pistone explained that contained in that written response were observations that the subject dental clinic was originally contemplated to be 
relocated into the Ron Brown Building as part of a master plan issued in 2006, and the relocation process required a series of other service 
relocations that had not been properly funded. As a result, an alternate plan was developed to relocate the dental clinic into the Kountz Pavilion. 
There were five (5) major elements to the Harlem Modernization master plan when first initiated; which was to modernize portions of the Martin 
Luther King Pavilion, construct a new Patient Pavilion, relocate occupants of the New Nurse’s Residence and demolish that structure, construct a 
new 400 car parking garage to include the integration of an EMS station, relocate occupants of the Women’s Pavilion (which includes the Dental 
Clinic) and demolish that structure. The New Patient Pavilion and the relocation of Nurse’s Residence and their demolition have taken place; the 
Martin Luther King Pavilion, parking garage and the Women’s Pavilion relocation have not.  
 
Mr. Pistone thanked Harlem administration for their assistance in preparing the response, and explained that the greatest reason for that condition 
is reflected by a lack of validation and reconciliation of the project’s initial $225 million estimate. Best practice recommends continuous revisiting 
and reconciliation of project scope at various stages of design and construction and to assure their alignment, and that project assumptions 
remain valid. The Harlem Modernization budget is $325 million, of which $292 million has been spent. Additionally, there remains approximately 
$31 million in project funding allocated among the Women’s Pavilion, the EMS station, and the parking garage, which cannot be comingled to 
address the needs of the Women’s Pavilion. The initial estimate for the Women’s Pavilion now exceeds $25 million, and the existing budget 
allocation is $10 million. In addition, the plan to construct a 400+ parking facility was significantly reduced to a more modest 200+ facility, and its 
estimated cost also exceeds $25 million. There remains an $8 million unfunded appropriation from Congressman Rangel that the Health and 
Hospitals Corporation (HHC) has made application to the United States Department of Transportation to fund a parking facility with stackable car 
lifts, which is currently pending in lieu of constructing the parking garage at this time.  
 
Lastly, he indicated that his report also included recommendations with respect to future projects, especially those with the complexity of the 
Harlem Modernization, governance should have a clear understanding of the implications of a project’s budget constraints, suggesting that more 
effective communication with governance is required prospectively. He expressed an expectation that the current Breakthrough initiative -- the 
most recent event being scheduled for next week, will successfully establish such an effective communication.  
 
Finally, Mr. Pistone advised that there are two (2) projects that will report progress delays.  
 
That concluded his report.  
 
Action Items 
 
Authorizing the President of the New York City Health and Hospitals Corporation (the “Tenant” or the “Corporation”) to execute a lease agreement 
with 2857 West 8th Street Associates (the “Landlord”) for space at 2857 W. 8th Street, Borough of Brooklyn, to house the Ida G. Israel Community 
Health Center (the “Center”) operated by Coney Island Hospital (the “Facility”).   
 
David Tannenholz, Associate Executive Director, Coney Island Hospital, read the resolution into the record on behalf of Arthur Wagner, Senior 
Vice President, Southern Brooklyn/Staten Island Health Network. Mr. Tannenholz was joined by Daniel Collins, Director, and Mary Mong, Chief 
Operating Officer, Coney Island Hospital and Dion Wilson, Assistant Director, Office of Facilities Development.  
 
Mr. Tannenholz commented that he had attended the opening of the original Ida Israel Center in 1984, under then New York City Mayor Ed Koch 
and Health and Hospitals Corporation President Jo Ivey Boufford; a fond memory. Unfortunately, that site was destroyed by Hurricane Sandy.  Mr. 
Tannenholz continued his presentation by sharing a slide presentation that featured photos of the site during and after the Hurricane. He 
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explained the location with relation to waterways, the interior damage to the site, and windows that had been broken. He noted that the water 
pressure was so strong it actually pushed the roll-down gate off its structure. The final slide showed a rendering of the new proposed site.  
 
Michael Stocker, MD, Chairman of the Board, commented on the estimates of the construction costs, feeling they were very preliminary numbers, 
and asked that when the item comes before the full Board of Directors, a not-to-exceed number be included. Mr. Tannenholz advised that once 
the program was developed, estimators would review, and a not-to-exceed number would be attached to the resolution at that time.  
 
Dr. Stocker requested that the Capital Committee receive an automatic update on the project in 12 months. Ms. Youssouf agreed with Dr. Stocker, 
and expressed concern with why HHC was not doing the building on our own, which would give HHC more control. She added that a not to 
exceed number would explain cost per month, and asked that the finance department look at the final numbers so they are aware of the additional 
costs that were not in the documents being presented at the present time.  
 
Ms. Youssouf asked if the new site was located in a flood zone. Mr. Tannenholz said that all of Coney Island is a flood zone, but this location will 
be on the second floor of the building. He explained that the previous location on Neptune Avenue flooded every time there was a storm, even just 
from high tide, so this will be a safer spot. Ms. Youssouf asked that the FEMA consultant attend the Board meeting to speak to the fact that 
reimbursement is expected. Dr. Stocker asked that the landlord also be in attendance.  
 
Alan D. Aviles asked if the item was expected to be presented at the April Board Meeting, and whether that was in fact enough time to get all 
necessary information and the not-to-exceed number. Mr. Tannenholz said they would try their best. Programmatically, it will be a duplicate of the 
previous site so that part should be easy, and plans have been turned over to the landlord, so there is a little bit of a head start. Mr. Pistone 
agreed.  
 
Josephine Bolus, RN, asked how many times the site had been flooded. Mr. Tannanholz said the every time there was a storm or a Nor’easter, 
the Neptune Avenue location would flood. Mrs. Bolus asked what preventative measures were in place to act against flooding. Mr. Tannenholz 
said, at the old site -none, at the new site we are on the second floor. Mrs. Bolus said that the first floor will still flood. Mr. Tannenholz said yes, but 
our equipment and our center would be safe. Mr. Collins explained that the old location was located adjacent to the Coney Island Creek, but the 
new site is further from that and from the ocean. He added that, while the old site flooded frequently the new site experienced significant flooding, 
for the first time, from the effects of Hurricane Sandy.  
 
Ms. Youssouf asked if other sites were investigated that were less likely to flood. Mr. Tannenholz said this was the only second floor location that 
was found, and that was an immensely important factor.  
 
Mrs. Bolus asked whether any mold had been found. Mr. Tannenholz said that the entire first and second floor had been demolished. Mrs. Bolus 
asked if the landlord did that every time there was a flood. Mr. Tannenholz said no, this is the first time that the new site has flooded. The old site 
flooded frequently but this new site has only flooded once, as a result of Sandy. The new site is approximately eight to ten feet above sea level 
and the previous site was approximately six feet above sea level.  
 
Ms. Yossouf asked if any asbestos was found. Mr. Tannenholz said the entire interior has been stripped, it is an empty shell.  
  
Ms. Youssouf said she looked forward to getting as much information as possible. Mrs. Bolus agreed, adding, especially regarding the mold.  
 
There being no further questions or comments, the Committee Chair offered the matter for a Committee vote. 
 
On motion by the Chair, the Committee approved the resolution for the full Board’s consideration. 
 
Authorizing the President of the New York City Health and Hospitals Corporation (the “Corporation”) to approve a Capital Project for Harlem 
Hospital Center to Relocate and Modernize the Dental Clinic for a total project cost of $6.25 Million.   
 
Denise Soares, Executive Director, Harlem Hospital Center, read the resolution into the record on behalf of Iris Jimenez-Hernandez, Senior Vice 
President, Generations+/Northern Manhattan Health Network. Ms. Soares was joined by Louis Iglhaut, Associate Executive Director, Lincoln 
Medical and Mental Health Center, and Joseph Shein, Perkins Eastman Architects.  
 
Dr. Stocker asked whether the team was confident that this project could be completed on budget and on time, and when the expected completion 
date was. Mr. Iglhaut advised that construction needed to be complete by the end of the fiscal year. He added that equipment installation could be 
completed after the fact, because it was funded separately with City Council funds.   
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Mr. Iglhaut said that the project is expected to take five (5) months. If the project were to be approved during this Board cycle then the three (3) to 
four (4) month bidding process could begin, and then construction would take place and have to be completed by year end in order to use the 
Healthcare Efficiency and Affordability Law (HEAL) funding. 
 
Dr. Stocker asked whether the team was comfortable that the project could be completed on time and on budget. Ms. Soares said yes, we have 
de-scoped the project, and there is a 20% construction contingency. Mr. Shein said that there have been a number of estimates completed on the 
project, it has been gone through line by line, documents are approximately 96% complete, possible glitches have been discovered and the team 
is comfortable with the cost. He said they are also comfortable with the contingency, and the construction portion is a pretty vanilla job.  
 
Ms. Youssouf asked for an explanation of the decrease in cost since the project was last presented. Mr. Iglhaut explained that the original scope 
had $4.8 million for demolition and construction and the new scope has $2.9 million, a 35% reduction in square footage for the project, and within 
that $2.9 million is a $250,000 placeholder for asbestos abatement. The original scope had $486,000 for design contingency, which has been 
reduced to $81,000. The architect has agreed to this number and other stakeholders have agreed to the project scope of the project.  
 
Ms. Youssouf acknowledged that much planning and design work has been done up front so they seem comfortable with this new number. Mr. 
Iglhaut explained that this was the fourth iteration of the scope/budget. Mr. Shein added that the original $400,000 number for design is the kind of 
number you might see at the very beginning of a project and at this point, this project is much further along.  
 
Dr. Stocker commented on the fact that this project has had good planning, is taking place within one of HHC’s own buildings, and said that 
hopefully it will be a model project. He expressed concern that other projects frequently exchange funds and funding sources when it comes to 
cost overruns and said that he hoped that did not happen here or continue to happen elsewhere.  
 
Mr. Iglhaut continued the explanation of de-scoping. He said the original contingency was increased from 10% to 20%, half of which will be paid by 
Central Office if necessary. 
 
Ms. Youssouf said that Architectural and Engineering fees had been brought down. Mr. Iglhaut said yes, and so have the construction 
management fees.  
 
Ms. Youssouf asked if any parts of the project had been removed. Ms. Soares said yes, one operatory was eliminated, but that is fine. The goal of 
this project is to have the radiological equipment necessary to provide services and that will still be accomplished. She added that there was also a 
stairwell slated for demolition that will now remain in place.  
 
Ms. Youssouf thanked Mr. Pistone and his staff and the staff at Harlem for coming back with good explanations and thorough information. She 
said she hoped this is the start of a new way of doing things.  
 
There being no further questions or comments, the Committee Chair offered the matter for a Committee vote. 
 
On motion by the Chair, the Committee approved the resolution for the full Board’s consideration. 
 
Information Items 
 
Henry J. Carter – Major Modernization – Status Report 
         
   Michael Buchholz, Senior Associate Executive Director, Coler-Goldwater Specialty Hospital and Nursing Facility, provided the status report on 
the project. Mr. Buchholz was joined by Emil Martone, New York City Economic Development Corporation. 
 
Mr. Martone showed some photos depicting progress since the last status report. He explained that the Skilled Nursing Facility (SNF) was water-
tight as of December 2012, and they were still in the process of putting in the curtain wall, metal panels and finalization of roofing, but the building 
is dry and allows interior work to be completed.  
 
He noted that the generator(s) for the Long Term Acute (LTACH) had been completely installed and testing was expected to commence next 
month. He said that the project is progressing from the top down, ceiling grids were being installed in some patient rooms and primer painting is 
happening on certain floors. Interior finish work is beginning on parts of the building and continues to gradually move down to the lower floors. The 
fourth floor drywall is up and overhead mechanical installation work is in progress.  Sixth floor walls and first layer of gypsum are complete and 
much ceiling work has been completed as well. Door frames and studs are in various locations, and much above ceiling duct work has been 
completed.  
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Financially, he said, the project is on budget, and holding an $8.9 million contingency. As of January the project was 48% complete, as of today, 
approximately 57% complete, with a completion rate of roughly 9% per month. The procurement process for contracts that EDC holds is complete, 
and the furniture, fixture and equipment (FFE) and Information Technology (IT) hardware contracts, which HHC is holding, are moving ahead on 
schedule.  
 
Mrs. Bolus asked how many elevators there were. Mr. Martone said there are six (6) elevators in the existing building, all of which are being 
rehabilitated, and in the new building there are four (4) elevators, and one that strictly services the basement. Mrs. Bolus asked how many 
wheelchairs could be accommodated in each. Mr. Buchholz said that a study had been completed to ensure they would be enough to 
accommodate services. Mr. Martone added that service and wait time had also been investigated early on in the project.  
 
Ms. Youssouf said it looks like it’s going well and the team had worked well on keeping the Committee informed. She was pleased that it was on 
schedule to meet all demands.  
 
Mrs. Bolus asked about emergency disaster escape plans. Mr. Buchholz explained that Base Tactical had reviewed the project for mitigation and 
fortification against flooding. Mrs. Bolus said she wanted to know more specifics, and was concerned about other emergencies, such as fire. Mr. 
Martone said that the New York State Department of Health approves emergency protocols, fire safety plans, etc. Antonio Martin, Executive Vice 
President asked that the plans be brought before the Committee at the next reporting cycle.  
 
That concluded the status report. 
 
Project Status Reports 
Central/North Brooklyn Health Network  
Generations+/Northern Manhattan Health Network*             
Queens Health Network*     
 * Network contains project(s) that require a delay report 
   
Woodhull Medical and Mental Health Center – Replacement of Nurse Call System  
 
Kein Anderson, Associate Executive Director, Woodhull Medical and Mental Health Center, provided the delay report. Mr. Anderson explained that 
delays were principally due to the fact that after installation commenced the facility had to modify the design and scope because the data server 
needed to be connected to the IT network, which was not originally planned. It was determined that the vendor would need to monitor service and 
therefor needed to be on the network, and as a result of that, equipment and cabling had to be changed and rerouted through IT data closets, 
some of which had not yet been completed, adding to delays. Additionally, change and contract modifications had to be completed prior to the 
contract proceeding with the work.  
 
Ms. Youssouf noted that some of these issues seemed like things that should have been known up front. Mr. Pistone agreed. Mr. Pistone asked 
what the cost of the additional work was and when completion would take place. Mr. Anderson said that the additional scope cost approximately 
$32,000, which represents approximately 4% of the original cost, and will be funded through savings generated from other projects.  
 
Mrs. Bolus asked what projects had such savings. Mr. Anderson said the facility’s MRI upgrade had $61,000 worth of savings, and the x-ray 
installation received unexpected discounts that amounted to approximately $50,000. 
 
The Committee thanked Mr. Anderson for his report.  
 
Elmhurst Hospital Center – Women’s Health Center  
 
Thomas Scully, Senior Associate Director, Elmhurst Hospital Center, provided the delay report. Mr. Scully advised that the Women’s Health 
Pavilion project involved construction of a building attached to the “J” wing of the facility. The building was two stories, with a basement, and 
construction began in September 2011. He explained that the major issue causing delay, approximately 134 construction days, was in relocating 
utilities. The gas line that went through the center of the site stopped the job, so the two hundred and some odd days of delay, approximately five 
(5) months or so, were strictly a result of issues relocating the gas line.  
 
Mr. Scully explained that he had just been placed on the project in the last few months, and one of his first questions was why the 134 days had 
not been included in the total construction project in the beginning. If it had been then there would be only a relatively short delay. He explained 
that, the Construction Manager had been released and the Superintendent of the General Contractor had been changed to recapture the project 
with an accelerated pace -- which has begun. He said that he anticipates completion by September, 2013, but if there are no serious additional 
issues, he hopes to have it complete by July, 2013.  
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Ms. Youssouf was pleased with the attitude of Mr. Scully with respect to the issues and appreciated his thoughts on how projects should be 
executed.  
 
Ms. Youssouf asked about budget increase. Mr. Scully said he was unaware of any additional charges by the prime contractors but he would 
continue to look into issues and keep fully informed. 
 
Community Relations Committee – March 5, 2013 
As reported by Josephine Bolus, RN 
 
Chairperson’s Report 
 
Before proceeding with the annual reports of the Community Advisory Boards (CAB) of the Central/North Brooklyn Family Health Network, Mrs. 
Bolus announced the Health and Hospitals Corporation (HHC) Board of Directors Annual Public Meeting for the Borough of Brooklyn will be held 
at Coney Island Hospital on Monday, April 8, 2013 beginning at 5:30 p.m.  Mrs. Bolus stated that “this is the last of the series of HHC Borough 
annual public meetings for FY2013.”  She noted that the Brooklyn meeting had been postponed due to Super Storm Sandy.  Mrs. Bolus also 
directed members and invited guests attention to a message from HHC President Alan Aviles and Kings County Hospital Center Executive 
Director Ernest Baptiste in reference to an error that involved an Emergency Department resident’s failure to note an abnormal finding on a 
patient’s chest x-ray that later turned out to be lung cancer and was not picked up until late last year.  Mrs. Bolus noted that the story recently 
made headlines in the news.  She encouraged members to read the message in its entirety.   
 
Mrs. Bolus continued and highlighted some notable developments that have occurred since the January 8, 2013 meeting. 
 
Mrs. Bolus began her report by thanking all the staff who has worked tirelessly to restore service operations at both Bellevue and Coney Island 
hospitals.   
 
Mrs. Bolus informed the Committee and invited guests that Bellevue fully re-opened on February 7th, 2013 and has resumed its Level 1 Trauma 
Center status.  She added that Coney Island Hospital began to accept inpatients in the middle of January and has now restored most of its 
services; however, its Emergency Department capacity remains limited as work continues to rebuild much of its Emergency Department.  In 
addition, Coney Island Hospital has also been operating a fleet of mobile medical vans providing primary care services and immunizations in parts 
of southern Brooklyn and Staten Island that were affected by Sandy.   
 
Mrs. Bolus stated that a tremendous amount of work has been done at Coler Specialty Hospital and Nursing Facility so that the facility can operate 
on permanent power through Con Ed by early this spring. 
 
Mrs. Bolus continued and reported that HHC President Alan Aviles had testified before the City Council in January regarding Hurricane Sandy and 
that a copy of the testimony could be found on the counter near the entrance to this room. In addition, anyone interested to have more information 
about HHC’s efforts during and after the storm, could visit the “Restoration” page on HHC’s website. 
 
Mrs. Bolus thanked the CAB members for participating in legislative events at their facilities and or planning in-person meetings with their elected 
officials in their district offices.  She reminded them that now is the time for those meetings as April 1st is only a few weeks from now and that 
means that adoption of the State budget is right around the corner. 
 
Mrs. Bolus emphasized that the outcome of the deliberations between the Governor and Legislature is especially important for HHC, given the 
$500 million in Medicaid cuts that we have already experienced over the last five State budget cycles, as well as the reductions in Medicare and 
Medicaid funding already enacted in federal law.  She noted that these actions have contributed to the mounting budget challenges HHC is facing. 
 
Mrs. Bolus referred to the CAB Council President, Agnes Abraham’s constant reminder, “all politics is local.”  She reminded the CAB members 
that the Community Advisory Boards have always played a major role in advocacy, telling your facility’s story and articulating your community’s 
needs.  She noted that the CAB Members’ advocacy is needed more than ever. 
 
Mrs. Bolus continued and informed members of the Committee, CAB Chairs and invited guests that HHC has been designated as an Accountable 
Care Organization (ACO) by the federal government’s Centers for Medicare and Medicaid Services (CMS). Mrs. Bolus added that this ACO 
designation allows HHC to participate in the Medicare Shared Savings Program.  She explained that the Medicare Shared Savings Program offers 
hospitals and doctors financial incentives to improve quality and reduce health spending. Mrs. Bolus congratulated all of those who worked hard to 
make this happen. 
 
Mrs. Bolus reported that last month, Bellevue Hospital received a $1.6 million federal grant, as part of broader grant made to different 
organizations for several initiatives aimed at improving trauma services in the child welfare and juvenile justice systems in the New York City. Mrs. 
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Bolus stated that “violence is a public health issue and in this vein, the Kings County CAB is holding a public meeting which will focus on “Violence 
as it Affects Your Health.”  The meeting will take place on Saturday, April 20th from 10:00 A.M. to 1:00 P.M. in the T Building.  All are welcome to 
attend.” 
 
Mrs. Bolus announced that Lincoln Medical Center recently unveiled its “TEEN Van”, which was funded by the New York Yankees.  Mrs. Bolus 
noted that the van allows hospital staff to boost outreach efforts to Bronx teens at schools and community events.  The aim is to help Bronx teens 
make changes for a safe and healthy lifestyle. 
 
Mrs. Bolus continued by calling the CAB members’ attention to a series of videos in which President Aviles outlines some of the challenges that 
HHC must confront, not only in terms of its budget but also the imperatives to transform how health care is delivered.  She added that, while these 
videos were mostly intended for HHC employees, they can serve as an excellent tool to inform and engage in dialogues with community members 
and elected officials.  
 
Mrs. Bolus noted that one of these videos was shown at a recent CAB Council meeting and encouraged the CAB members to view the rest of 
these at a future CAB Council meeting or at their local CAB meeting. 
 
Mrs. Bolus concluded her remarks by asking the Committee members, CAB Chairs and invited guests to join her in a moment of silence on the 
recent passing of Mrs. Jane Lyons, former executive director of Sea View Hospital Rehabilitation Center and Home, at age 85.   
 
Mrs. Bolus stated that “Mrs. Lyons was named one of the Top 100 Black Achievers in New York City of the 20th Century by the Schomburg 
Center.  In 1961 she was appointed to the Staten Island Borough President’s Cabinet, the first African-American and the first female in any 
borough to so serve.   
 
She held administrative positions with the City and became Personnel Director at the then City Hospital Center in Queens.  She began at Sea 
View in 1978 and served as executive director for 15 years, retiring in 1997.  Her lifelong interest in history led only a decade ago to her rescuing 
Sea View’s WPA murals for public view.  
 
Mrs. Lyons led many community activities, from the NAACP to AIDS education.  She was a lifelong fundraiser for United Cerebral Palsy. 
 
She is survived by her son, Gregory, who is afflicted with Cerebral Palsy. “  
 
Central/North Brooklyn Family Health Network 
 
Kings County Hospital Center (Kings County) Community Advisory Board 
 
Mrs. Bolus introduced Ms. Agnes Abraham, Chairperson of the Kings County Hospital Center CAB and invited her to present the CAB’s annual 
report.  
 
Ms. Abraham began her presentation by greeting members of the Committee and invited guests and acknowledging George Proctor, Senior Vice 
President, Central/North Brooklyn Family Health Network and Ernest Baptist, Executive Director, Kings County Hospital Center.   
 
Ms. Abraham informed members of the Committee, CAB Chairs and invited guests that since the CAB last report there has been a change in 
leadership at Kings County Hospital, Roselyn Weinstein, Acting Executive Director has been succeeded by Ernest Baptist. Ms. Abraham added 
that the CAB welcomes Mr. Baptist and look forward to a working relationship.    
 
Ms. Abraham reported that the most significant health care service needs or concerns for the Kings County community are long wait times in the 
clinics, gun violence against young men, long wait and overcrowding in the Emergency room in addition; the community is affect by health 
disparities in the areas of hypertension, diabetes and childhood obesity.  Ms. Abraham added that these concerns are identified by Community 
Planning Board, Needs Assessment Surveys and Community Health Profile Data. 
 
Ms. Abraham continued and reported that the facility’s leadership is addressing the needs and concerns of the community by expanding clinic 
hours, the implementation of KAVI Cure Violence and Intervention program, the hospital established a Hospitality Center to provide positive 
patient experience for patients who are discharged and the hospital has selected hypertension, diabetes, and childhood obesity as clinical 
indicators and will focus management of care for Kings County patients through the establishment of Patient Centered Medical Home.  
 
Ms. Abraham stated that the facility strategic priorities are patient safety, to maintain and improve quality of patient care and services, respect for 
patients, staff and visitors and patient satisfaction.  Ms. Abraham noted that the Kings County CAB provides input into the development of the 
facility’s strategic priority by meeting with the Executive Director and Senior Management.   
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Ms. Abraham reported that the most frequent complaints raised by patients at Kings County Hospital Center are long wait time in the pharmacy, 
long wait time in the Emergency Room and staff attitude.  Ms. Abraham noted that the most frequent compliments provided by patients include: 
improved quality of care and, improvements on how patients are treated by the health care team.  
 
Ms. Abraham concluded her report by informing members of the Committee, CAB Chairs and invited guests that from the Kings County CAB 
perspective the facility ratings in the areas of cleanliness, condition and appearance is very good.   
 
Dr. Susan Smith McKinney Nursing and Rehabilitation Center (DSSM) Community Advisory Board 

Mrs. Bolus introduced Dr. Frederick Monderson, 1st Vice Chairperson of the DSSM Community Advisory Board and invited him to present the 
CAB’s annual report. 

Dr. Mondreson began his presentation by acknowledging Ms. Bolus, members of the Community Relations Committee and guests. Dr. Monderson 
also extended greetings to Michael Tartaglia, newly appointed Executive Director. Dr. Monderson explained that Peola Small, former Executive 
Director Retired in September 2012 and was succeeded by Michael Tartagilia. 

Dr. Monderson reported there were so many major issues that were of concern to the CAB such as: The Decision of the Fiscal Cliff, the Budget, 
the Presidential Election and foremost the devastation of Hurricane Sandy. Dr. Monderson noted that DSSM senior staff maintained a serious vigil 
to ensure the safety of the residents and patients. Dr. Monderson expressed appreciation to Barry Chapman, Operations Plant Manager, Mr. 
Anthony Radkumar, Associate Director, Robert Cummings, Associate Director and the Kings County Team for their extremely generous support. 
Dr. Monderson added that Michael Tartaglia, Executive Director; camped out round the clock, in the command center; thus ensuring the safety of 
the residents, staff and the entire facility. 

Dr. Monderson reported that Dr. Susan Smith McKinney Nursing and Rehabilitation Center had their Annual Department of Health (DOH) Survey 
and New York State DOH/Center for Medicare and Medicaid Survey with very good results. Dr. Monderson added that DSSM is in the process of 
preparing for the Joint Commission Survey. 

Dr. Monderson informed members of the Committee and invited guests that DSSM Marketing and Public Relations Department, hosted an event 
that augments patient care and in the interim boost staff morale. He noted that last year DSSM had the first ever Easter Egg hunt. He stated “ 
what a success it was.” 

Dr. Monderson continued and highlighted DSSM’s activities for the past year. Dr. Monderson stated that “DSSM hosted its 1st Recognition 
Luncheon Event for the male staff; all the units at DSSM have names and DSSM hosted their first Block Party; GO Red Event both staff and 
residents participated; the DSSM CAB has created a Resident’s Satisfaction Survey for the facility; Black Tie Cabaret Dinner continues for 
Residents. Dr. Monderson noted that residents and family members were treated to a formal sit down dinner; non-alcoholic beverages and live 
entertainment was provided. Dr. Monderson added that DSSM in house beautician prepared hair and makeup for the residents.  

Dr. Monderson reported that the Community Outreach Program is ongoing and DSSM physicians continue to educate to the community by 
providing information about Diabetes Management, Podiatry in the Elderly, Hypertension and Stroke. 

Dr. Monderson informed the Committee and invited guests on the DSSM CAB involvement in the Annual Tree, Menorah and Kwanzaa Lighting 
Ceremonies. Dr. Monderson noted that there was a trip to Radio City Christmas show for the residents through the sponsorship of DSSM 
Auxiliary. Dr. Monderson added that the residents are excited about the upcoming summer, where they can enjoy the summer garden, outdoor 
barbeques and special outings. 

Dr. Monderson concluded his report by thanking Mr. George Proctor, Senior Vice President and Michael Tartagila, Executive Director, for always 
encouraging and supporting the DSSM CAB in their efforts. 

Woodhull Medical and Mental Health Center (Woodhull) Community Advisory Board 

Mrs Bolus introduced Ms. Jessica Arocho, Chairperson on the Woodhull’ Community Advisory Board and invited her to present the CAB’s Annual 
Report. 

Ms. Arocho reported that the that the most significant health care service needs and concerns of the Woodhull community are the Emergency 
Department, Geriatric Practice, Dental Practice and the Women's Health Practice. Ms. Arocho noted that the Woodhull CAB has identified these 
needs/concerns through numerous Community Board meetings as well as reports from Community Organizations. 
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Ms. Arocho continued and stated “Woodhull's facility leadership are addressing these needs and concerns, by taking an aggressive position in 
addressing the waiting time and space availability in the Emergency room.” She noted that the registration desk with a nurse greeter continue to 
work well along with the white board that track patient from the time of arrival to the Emergency Room through admission or discharge from the 
ER. 

Ms. Arocho reported that the leadership at Woodhull Medical and Mental Health Center are planning to redesign and renovate primary care and 
specialty practices to accommodate the growing community, enhance quality, and increase patient satisfaction and patient safety as part of the 
hospital’s strategic priorities. Ms. Arocho added that the Woodhull CAB provides input into the development of the facility's strategic priorities by 
conducting walk-throughs in the facility. She added that the CAB meets and engages with staff to gain first-hand experience on how patient care is 
being provided. In addition, the CAB also prepares a monthly presentation calendar so that Department Heads/ Chiefs of Service can make 
presentations to the Board and the Network Senior Vice President meets with the CAB Chairperson on a regular basis.  

Ms. Arocho informed members of the Committee that the most recent complaints raised by patients and residents of the Woodhull community is 
the long waiting time in the Emergency Room and long wait time for clinic appointments to the Ambulatory Care Clinics. She noted that the most 
recent compliments provided by patients and residents of the community are the Extended Ambulatory Care Practices Clinic hours and the 
services provided at the Cancer Care Center. Ms. Arocho added that there are periodic reports and updates on Woodhull's access indicators such 
as appointment availability and wait times are always provided by the facility's leadership at Woodhull CAB meetings. 

Ms. Arocho concluded her presentation by reporting on the Woodhull CAB recruitment activities. Ms. Arocho reported that the Woodhull CAB, 
Membership Committee takes a positive position in communicating with the community and provides a copy of the Woodhull CAB Profile and 
application for those who may be interested in joining. She added that the CAB's recruitment efforts include outreach to new population groups in 
the community. 

Cumberland Diagnostic and Treatment Center (Cumberland) Community Advisory Board 

Mrs. Bolus introduced Ms. Antoinette Brown, Chairperson of the Cumberland Diagnostic and Treatment Center Advisory Board and invited her to 
present the CAB Annual Report. 

Ms. Brown began her presentation by reporting that the Cumberland CAB provides input into the development of the facility’s strategic priorities 
through various committee meetings and reports their findings to the administration.  Ms. Brown added that the CAB also seek input from the 
consumer of the facility and relay the feedback to the facility’s leadership.    

Ms. Brown reported that the most significant health care service needs of the Cumberland D&TC community is pediatrics, HIV, diabetes, dental, 
Women’s and Men’s health.  

Ms. Brown stated that the leadership is addressing these needs by increased community outreach, health fairs and Breakthrough training for the 
staff.  Ms. Brown added that Cumberland’s administration has invested HEAL 6 funding to expand capacity in both the dental and adult medicine 
clinics.   

Ms. Brown concluded her CAB report by announcing the Cumberland CAB successful membership recruitment efforts. Ms. Brown stated that the 
Cumberland CAB now has sixteen members. Ms. Brown also announced that she is term limited and will have to come off the CAB this year.  She 
expressed gratitude to the staff and CAB members.  

Community Needs Assessment Presentation 

Mrs. Bolus introduced Ms. Dona Green, Senior Assistant Vice President of Corporate Planning Services and invited her to present the Community 
Assessment Presentation. 

Ms. Green greeted Committee members and invited guests and thanked them for the opportunity to present on the IRS Community Health Needs 
Assessments Requirement.  Ms. Green explained that Section 9007 of the Patient Protection and Affordable Care Act (“ACA”, the 2010 federal 
health care reform law) adds requirements that a non-profit hospital must meet in order to maintain its Sec. 501(c)(3) tax-exempt status under the 
Internal Revenue Code.  She added that the final notice incorporating these rules was printed on July 25, 2011.  She stated that a hospital must 
conduct a community health needs assessment at least once every three years and faces financial penalties for failing to timely conduct the 
assessment. 

 
Ms. Green began her presentation by giving a legislative background of these rules.  Ms. Green reported that during the period leading up to the 
enactment of the ACA, numerous parties, among them Senator Charles Grassley of Michigan determined that some 501(c) (3) hospitals had 
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engaged in practices that seemed to belie their “charitable” status. These included failing to publicize their charity care policies, etc.  As a result, 
Congress sought to have 501(c) (3) hospital organizations demonstrate that they were, in fact, providing “charitable care.” 
 
Considering that HHC as a government entity is already transparent, the National Association of Public Hospitals (NAPH) and other advocacy 
entities attempted to exclude HHC from complying with this requirement, but were unsuccessful.  Ms. Green noted that there is a $50,000 penalty 
fee for every hospital failing to meet the requirement for any taxable year as quoted in the rule: “If a hospital organization to which section 501(r) 
applies fails to meet the requirement of section 501(r)(3) for any taxable year, there is imposed on the organization a tax equal to $50,000.” 
(Section 4959).  Ms. Green reminded Committee members and invited guests that because HHC has 11 acute hospitals and one long term 
hospital (Coler-Goldwater), failure to meet the requirements will cost HHC $600,000 ($50,000 x 12). 
 
Ms. Green stated that in order to comply with the requirement, HHC has to conduct a Community Health Needs Assessment which meets IRS’ 
requirements and adopt an implementation strategy to meet the community needs identified through this assessment.  She explained the process 
for IRS’ purposes as follows:  after conducting the community health needs assessment, a committee of the hospital’s board, in our case, the 
Community Relations Committee (CRC), is to adopt the implementation strategy.  
  
Ms. Green reported that the components of the Community Health Needs Assessment (CHNA) are as follows: 
 A description of the community served by the hospital facility. 
 A description of the process and methods used to conduct the assessment. 
 A description of how the hospital organization took into account input from persons who represent the broad interests of the community 

served. 
 A prioritized description of all the community health needs identified through the CHNA, as well as a description of the process and criteria 

used in prioritizing such health needs. 
 A description of the existing health care facilities and other resources within the community available to meet the community health needs 

identified through the CHNA. 
 

Ms. Green highlighted other pertinent requirements as noted below: 
 The first CHNA must be “conducted” on or before June 30, 2013 – a separate CHNA must be conducted for each hospital. 
 A CHNA is considered “conducted” when the written report of its findings is made widely available to the public. 
 “Widely available” is defined as: 

o Providing a link on the hospital website with clear instructions on how to access the report on that website. 
 A hospital organization must create & adopt a written implementation strategy/plan to meet the community health needs identified in a 

CHNA. 
 
Ms. Green reported on the implementation strategy, which is a written plan, separate from the CHNA.  As such, the implementation strategy: 
 describes how the hospital facility plans to meet the health need; or 
 Identifies the health need as one the hospital facility does not intend to meet and explains why the hospital facility does not intend to meet 

the health need; 
 tailors the description to the particular hospital facility, taking into account specific programs, resources and priorities; and 
 must be adopted. Please note that the implementation strategy is considered adopted on the date approved by an authorized governing 

body of the hospital organization. 
 
Ms. Green shared with the Committee HHC’s work plan’s timeline to comply with the CHNA requirement: 
 
February 28, 2013:   
Kickoff with Network / Facility Planning Directors 
March 4, 2013 
 Assessment Team Facilitate, Collect & Analyze Primary Data 
 Send invites to select CBOs to participate in CHNA discussion Forum 
 Assessment Team Members provide CPS with existing CHNA / Joint Commission Strategic Plans etc 
March 14, 2013 
 Discussion groups/surveys patient care team to identify strengths/weakness and current interventions 
 CPS to draft/disseminate “Community Served” section resources 
March 24, 2013 
 Review primary data to identify strengths, gaps, opportunities, demographics, health status, risk behavior 
 Generate list of Community Health Needs and identify 
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March 25, 2013 
 Assessment Team facilitates Need/Gap 
 Create Draft Implementation 
April 22, 2013 
CRC Package Due 
May 7, 2013 
CRC Committee Meeting to adopt the implementation strategy 
May 30, 2013 
Board of Directors to approve the implementation strategy adopted by the CRC Committee 
 
Ms. Gloria Thomas, cross-representing CAB Member of Kings County Hospital Center and Dr. Susan Smith McKinney Rehabilitation Center 
asked Ms. Green to clarify the composition of the governing body she referred to earlier.  Ms. Green answered that in HHC’s case the governing 
body is the Board of Directors; however the implementation of the CHNA can be adopted by the governing body itself or a committee of the 
governing body, such as the Community Relations Committee. 
 
Ms. Thomas asked if each hospital will have its own board.  Ms. Green answered that the process of the community health needs assessment 
specifies that you must take into account input from people representing the broad interests of the community served by the facility, including 
those with expertise and special knowledge of the community.   Ms. Green explained the Corporation’s strategy to gather the data.  In order to 
have the local input, many of the CAB members are being asked to participate in focus groups; however, the group that would adopt the 
implementation strategy has to be a Committee of the Board.  Ms. Green noted that the IRS requirement is more than the hospitals’ strategic plans 
and other form of community health assessments.  To that end, HHC will be working with three focus groups:  one looking internally, one with 
patients and one with community based organizations, CAB members and other stakeholders that are very knowledgeable about their community 
needs.  Those needs collected at the local level are prioritized according to the most common needs and implementation strategies are identified 
to address these needs. 
 
In the interest of time, Mrs. Bolus asked the audience to hold all further questions until the Council of CABs meeting following the CRC meeting at 
which time Ms. Green will also go over the Community Health Survey 2013 and answer the Committee members’ questions.    
 
East New York Diagnostic and Treatment (East New York D&TC) Community Advisory Board 
 
In the absence of East New York D&TC’s CAB chairperson, Mr. Ludwig Jones, Mrs. Bolus introduced Ms. Patricia Hinds, Senior Associate 
Director Administrator of East New York D&TC and invited her to present the facility’s CAB report. 
 
Ms. Hinds began the East New York Diagnostic and Treatment Center’s CAB presentation by greeting all in attendance.   
 
Ms. Hinds reported that the community’s most significant health care service needs/concerns of the East New York Diagnostic and Treatment 
Center community is obesity, diabetes, hypertension, high cholesterol, heart disease, depression and asthma.  
 
Ms. Hinds continued and reported that the facility’s leadership is addressing these needs by adopting HHC’s Chronic Disease Collaborative. Ms. 
Hinds explained that there are five providers, a nurse, care manager, nutritionist, social worker and other nursing staff using the Chronic Care 
Model during planned visits to improve quality of care provided to patients with diabetes, hypertension and high cholesterol. Ms. Hinds noted that 
MetroPlus and Health First also provided Care Managers, to work in collaboration with the providers and clinic staff. Ms. Hinds added that the 
clinic is also developing an exercise program for patients to address the needs. 
 
Ms. Hinds reported that the most frequent complaints raised by patients are long waiting periods for specialty clinic appointments at Kings County 
Hospital Center (KCHC), follow-up appointments to Women’s Health clinic are not always available clinic staff shortage, and the inconvenience of 
having to make follow-up appointments for ENYD&TC through KCHC.  
 
Ms. Hinds informed members of the Committee and invited guests that “ENYD&TC has started using the Breakthrough methodology to develop 
changes in the way they provide services.”  Ms. Hinds noted that ENYD&TC CAB members are included in the process.  Ms. Hinds added that 
one of ENYD&TC CAB members participated in a Rapid Improvement Event (RIE) that was successful in changing the way patients with 
appointments flow through the clinic. Ms. Hinds stated that “the CAB member involvement has resulted in a tremendous reduction in the amount of 
time patients spend in the clinic.”  In addition, Greeters were placed in the facility lobby to ensure that patients were properly acknowledged; their 
questions answered, and correctly directed to improve patient flow. She noted that with this action patients are satisfied with their care and 
treatment in the facility. She stated “the clinical director addresses all issues of staff curiousness to the patients.” 
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Ms. Hinds concluded the ENYD&TC presentation by informing members of the Committee and invited guests that ENYD&TC CAB recently held 
elections and revised the CAB’s bylaws.  Ms. Hinds continued and stated “there are new officers on the board and CAB has increased its 
membership; there are now nine (9) members on the board with a vacancy of six (6) members. Ms. Hinds reported recruitment efforts are ongoing. 
 
Finance Committee – March 12, 2013 
As reported by Mr. Bernard Rosen 
 
Senior Vice President’s Report 
 
Ms. Marlene Zurack informed the Committee that her report would cover two items.   Last week HHC testified before the NY City Council 
regarding the preliminary budget for FY 14.  The Committee should be aware that it is important that the City Council restores the $8.5 million that 
was restored in HHC’s FY 13 budget but is yet to be restored in the FY 14 budget.  These funds are necessary in order to protect the funding for 
the child health clinic program of $5 million; the Rapid HIV testing of $2 million and approximately $1.5 million in delayed funding for patients.  The 
Major’s Office has restored HHC’s November Plan subsidy PEG.  HHC will continue to address the restoration of those funds with the Council.   
 
Ms. Zurack stated that there are 33 days of COH compared to 41 days last month.  Due to the closures at Coney Island and Bellevue, the 
projected revenue loss totals $183 million which puts HHC in dire need of a funding source to offset that loss.  HHC has been advocating for the 
use of Community Development Block Grant (CDBG) funds that were in the Sandy appropriation for that revenue loss.  HHC’s cash flow 
projections include the impact of not receiving those funds and if HHC makes all of its payments that are due to the City by 6/30/13 which would 
include a large pension payment, malpractice and debt service, the cash balance would be $91 million negative.  HHC has met with the Deputy 
Major, Linda Gibbs and Mark Page, City Budget Director regarding this issue.  Additionally, Ms. Zurack stated that she had gone to Albany with 
Ms. LaRay Brown, Senior Vice President, Corporate Planning Services, Community Partnership and Intergovernmental Relations and met with the 
division of Budget and the State Department of Health (SDOH).  There are collective efforts to review the mechanism for getting the CDBG funds 
directed toward HHC to meet the funding need for the revenue loss due to the storm.   
 
Committee member Ms. Emily Youssouf asked if the issue is being discussed in terms of where those funds should go.   
 
Ms. Zurack stated that HHC received a request from Budget but there has not been a definitive decision in terms of the interpretation of those 
regulations and the use of that funding stream for revenue losses.  There have been discussions with some of the Committee members regarding 
this issue and efforts are being made to advocate for this important funding stream.   
 
Board Chairman Dr. Michael Stocker asked if there has been a major change from last month’s reporting in this area.  Ms. Zurack stated that it is 
the same as reported in January 2013. 
 
Ms. Andrea Cohen, Agent Designee for Committee member Deputy Mayor Linda Gibbs, stated that under the regulations it looks as if it is possible 
to make use of those funds for the revenue losses.  Ms. Zurack agreed adding that based on discussions with others there is some ambiguity.   
 
Senior Vice President Ms. LaRay Brown stated that HHC has received various perspectives on whether the regulations are clear in the use of the 
CDBG funds to fund revenue losses.   Although there is some uncertainty, based on recent guidelines, HHC is moving forward based on the 
certainty that it can be.  In HHC’s message to all levels of government including the congressional members and senate offices that their   support 
of the supplemental dollars and the presumptions that the $810 million which was allocated included a total package that included funding for HHC 
for the revenue losses.   
 
Ms. Zurack added that if in fact the regulations are problematic, HHC would be eligible for operational subsidy from the CDBG based on eligible 
expenses and that process of review to identify those expenses that can be claimed is currently under review for either a revenue loss or an 
operational expense. 
 
Mr. Rosen asked if the eligible expense would include salaries and fringes for the staff that continued to show up for work although services at 
those two facilities were not being provided.  Ms. Zurack stated that those expenses would be included and concluded her report.   
 
 
Key Indicators & Cash Receipts & Dibursements Reports 
 
Mr. Fred Covino stated that based on data through January 2013, acute discharges are down by 8.4% which includes the impact of Hurricane 
Sandy for Bellevue and Coney Island, whereby the facilities were forced to close.  By excluding those two facilities, utilization is up by 1% or 805 
discharges.    The D&TC visits are down by 12.1% which is a slight improvement from the last reporting period.    Nursing home days are down by 
13.3% due to the transition at Coler/Goldwater Specialty Hospital/Nursing Facility.  The ALOS, all of the facilities with the exception of Lincoln, 
Metropolitan, and, Bellevue are within 1/3 day of the corporate average.  Bellevue was 6/10 greater than the expected; Lincoln is 7/10 less and 
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Metropolitan is 4/10 less than the average.  The CMI corporate-wide is up by .5% compared to last year for the same period.  A comparison of the 
budget to actual, FTEs are down by 688 compared to last year’s base of 6/12/12 and against the YTD budget of 385 FTEs, the reduction is 300 
FTEs greater than the targeted reduction.  Receipts are down by $189 million compared to disbursements of $39 million worse than budget that 
resulted in a net negative variance of $228 million. 
 
Ms. Youssouf asked how the ALOS for Bellevue and Coney Island was calculated given that the two facilities were closed due to the storm. 
 
Mr. Covino stated that it is being calculated in the usual manner.  There were some late discharges at Bellevue when the facility was forced to 
evacuate that related to some rather long stays that drove their LOS up but the facility has not added to that in recent months but will be back on 
track now that the facility has reopened. 
 
Ms. Youssouf asked if the data for Bellevue and Coney Island was for the same period given that those two facilities were closed and would not 
have had any discharges.   
 
Mr. Covino stated that the data is year-to-date was for the same period for all of the acute facilities but as previously stated there were some late 
discharges at Bellevue. 
 
Ms. Youssouf asked that there be a footnote added to all of the reports explaining the data for those two facilities given that the report will become 
part of the record. 
 
Dr. Stocker added that it is important to clarify the data for the purpose of comparisons in the future. 
 
Mr. Covino stated that a footnote would be added to each of the reports. 
 
Mr. Rosen added that the reductions in utilization at those two facilities are very pronounced on the report as indicated by the large variances.  If 
those two facilities were excluded in the reporting the actual trend for the other facilities would be more reflective.  
 
Mr. Covino stated that Bellevue and Coney Island were kept in the reporting to show the full picture and the impact of the storm.  However, the 
reports will be reissued to reflect that footnote.  Continuing with the reporting, a comparison of the current cash receipts and disbursements to the 
prior year, receipts are $52 million better than the prior year due to a $126 million increase in DSH/UPL payments for prior years.  Expenses are 
$182 million better than last year due to the timing of pension payments.  At this time last year expenses were paid through December 2012 of 
$149 million and $94 million in payments to the City.  Actual versus budget, inpatient receipts are down by $153 million due to Medicaid fee-for-
service which is down by 6,000 cases and 31,000 psych cases.  Outpatient receipts are down by $62 million and all other receipts are up by $26 
million due to grants and tax levy receipts.  Expenses are reflective of $55 million in expenses relative to the storm that were not included in prior 
data but is now included as part of the OTPS expenses.   
 
Ms. Cohen asked what the change in outpatient services is attributable to.   
 
Ms. Zurack stated that Dr. Wilson has begun a major effort to analyze primary care access.  At the starting point the drop in clinic visits has been 
confounding given that MetroPlus, HHC’s managed care plan has indicated that it is difficult to get appointments at HHC facilities.  There is a 
major effort to resolve this issue which is being addressed by Dr. Wilson. 
 
Ms. Cohen added that it is difficult to understand how those two things have occurred at the same time, not enough access and yet FTEs have 
remained stable in that area. 
 
Dr. Stocker stated that inpatient admissions are up slightly but outpatient visits are down.  There are some access issues and it is hard to 
determine how to get the cash to invest in primary care which is an important factor in reducing inpatient stays. 
 
Corporate Senior Vice President & Chief Medical Officer Dr. Ross Wilson stated that it is a very complicated problem that has been very difficult to 
pinpoint given the factors required to address the issue at this time.  However, HHC is aware that there is a major access issue.  HHC has done a 
major transformation which is near completion in the patient centered medical home team base model which alters HHC’s ability to understand the 
FTE and productivity ratio.  HHC is one month into a 24 month engagement with McKenzie Consultants to analyze this issue in an effort to find 
answers to some of those questions regarding FTE productivity and access.  HHC expects that through the use of the consultancy the access and 
capacity compensation will be must clearer.  Additionally, there are geographical factors.  For example, at Cumberland there are neighborhood 
changes and re-gentrification housing changes.  Six months ago, it was perceived that the issues were understood only to later conclude that 
HHC did not understand.  It is important to understand that this is a complicated issue but HHC expects to have an answer to this issue in terms of 
understanding the factors involved and when completed, the information will be shared with the Committee.   
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Mr. Rosen asked if the contract Dr. Wilson referenced was for ambulatory care.  Dr. Wilson stated that it is. 
 
Ms. Brown stated that in terms of the SNFs it is not a theory but a reality, in that HHC is aggressively reducing the census at Goldwater as part of 
the restructuring.  Therefore, beds have been taken out of services; 189 patients have been discharged with the assistance of NYCHA, and a 
great deal of effort on the part of the Coler/Goldwater staff and Corporate Planning staff in terms of exerting some very concentrated efforts in 
helping patient and their families find appropriate housing and support which is very much related to the reduction in the SNF. 
 
Ms. Zurack added that the capital project at Gouverneur is also a factor.  Ms. Brown stated that at Gouverneur some beds have been moved off-
line until the modernization project is back on track. 
 
Dr. Stocker added that if HHC gets to an Accountable Care Organization with a capitated system it would be more feasible to invent in primary 
care given that it would reduce inpatient admissions. 
 
Action Item  
  
Authorizing the President of the New York City Health and Hospitals Corporation (the "Corporation") to negotiate and execute a contract and 
related agreements with North Shore-Long Island Jewish Health Systems, Inc. (“NSLIJ”) (i) to establish a jointly controlled not-for–profit hospital 
cooperative (“CoOpLab”) that will provide laboratory services at cost to NSLIJ’s and the Corporation’s respective health systems in a new 
cooperative laboratory facility to be located within the City of New York for this purpose; (ii) for the period prior to CoOpLab obtaining the requisite 
licenses to provide such laboratory services, to have NSLIJ’s existing not-for-profit corporation, which operates its core laboratory perform the 
Corporation’s reference laboratory work that is now sent to commercial vendors at cost and have the Corporation join such not-for-profit 
corporation  as a member; and (iii) to provide for NSLIJ to indemnify the Corporation for any cost, damage or liability arising out of its laboratory 
activities prior to the launch of the cooperative venture and out of any ongoing laboratory activities unrelated to the cooperative venture and for 
CoOpLab to purchase liability insurance to cover any claims that may arise in the conduct of CoOpLab’s cooperative business; AND authorizing 
the President of the Corporation to effectuate the establishment of CoOpLab and take such other actions as he/she deems appropriate to 
establish the cooperative laboratory structure described below consistent with these Resolutions. 
 
Ms. Zurack introduced the team involved in the presentation, George Proctor, Senior Vice President, North Brooklyn/Central Brooklyn Networks, 
Dr. James Crawford and Robert Stallone. The presentation would be done in two parts, Mr. Proctor and Ms. Zurack and NSLIJ, Dr. Crawford and 
Mr. Stallone. 
 
Mr. Proctor stated that his section of the presentation would cover an overview of HHC’s current conditions as well as the vision of the CoOpLab, 
structure and governance, notwithstanding the business model, staffing changes, the projected five-year cost savings and the implementation.   
Currently HHC operates four core labs serving the entire system with twelve raid response labs at each of the facilities.  The restructuring project 
efforts have yielded approximately $7.3 million to-date in savings.  This was achieved through the standardization of products and a review of best 
tier pricing in terms of lab supplies.  The restructuring project initially included the review of four operations in conjunction with two expert 
consultants to assist in the process which resulted in the best option for the Corporation.  The selected option will allow HHC significant 
opportunity to achieve greater efficiencies through a shared core lab with another large integrated delivery system.  The process used to identify 
potential partners included the review of several proposers one of which included Mount Sinai.  At one point during the process, Mount Sinai 
expressed an interest in partnering with HHC; however, the proposal was not the most feasible for HHC and did not meet the goals of the 
restructuring project.   Through that process, HHC was able to determine that NSLIJ would best meet the needs of the Corporation in this 
endeavor.  The vision of the CoOpLab would be to standardize test menus for local hospital clinic tests.  This standardized menu has been 
reviewed by a clinical operations committee which has been overseen by HHC’s Chief Medical Officer and is currently being finalized.  The 
hospital labs will continue to provide clinical results needed for less than four hours particularly for the emergency departments and the inpatient 
units which would be the rapid response tests.  The hospitals will continue to provide surgical and anatomical pathology at each of the sites as well 
as the blood bank.  NSLIJ and HHC will cooperate to create one shared core lab to process clinical lab work for nursing homes, diagnostic 
treatment centers and hospital clinics as well as micro and molecular biology tests and test on behalf of community physicians and other outside 
business.  The key goal would be through collaboration to achieve the economy of scale, better pricing; savings for both entities as well as an 
improvement in quality and data sharing for best practices.  The structure of the cooperative would be a not for profit cooperation and NSLIJ will 
have joint membership and operate the shared core lab.  There will be a Board of Directors with participation in membership from NSLIJ and HHC.   
The lab will have CBO and management team on site with oversight by the Board; maintain NSLIJ business and support HHC commercial 
insurance collections.  Some of the other key components of the joint venture will also include collaboration on lab methods between both systems 
but independently operate hospital rapid response lab.  There would be a sharing of information and technology.   The test menus and group 
purchases to a greater extent than currently available to HHC for equipment, reagents and blood products.  In terms of the governance structure 
of this entity, NSLIJ will have the majority of seats on the Board of Directors of the CoOpLab.  NS operates the current core lab and has 
successfully done so for fifteen years.  It will provide initial capital for the new expanded CoOpLab.  Given the phase-in of HHC over the next four 
years and NS test growth rate, it is almost certain that NSLIJ will always have plurality of test volume.  HHC will receive funding member status 
that will guarantee that if new member joins, HHC will continue to have rights and benefits that will not be diminished. Critical decisions will require 
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consent as a common courtesy.   Some of the types of decisions that will require HHC’s consent as a founding member include sale and 
relocation requirements for additional capital; additional members with the same rights as HHC or termination of the CoOpLab; an increase in the 
reserve that would impact on the cost per test or any other action that would benefit NSLIJ at the expense of HHC.  The organizational structure of 
the CoOpLab, the Board of Directors will include membership from HHC and NSLIJ.  The chief executive officer and the management team at the 
shared core lab and the shared suppliers including the vendors, reference tests/blood products, equipment, reagents and information technology, 
including the join the various joint standards committees that will focus on quality, system interoperability, equipment and reagents, policy and 
procedures, test menu and research.  The rapid response labs will continue to operate at the HHC facilities. 
 
Ms. Zurack stated that the business model for the CoOpLab venture includes the CoOpLab as an independent not for profit structure which would 
sell test to both NS and HHC.  In addition HHC would move its current microbiology and molecular biology staff to the core lab site and the 
CoOpLab would pay HHC for those staff costs and it would also pay NSLIJ for the staff that would be moved from their current location in Long 
Island to NYC as part of that venture.   Since NSLIJ will be doing the initial capital, the CoOpLab will pay rent and as stated in the resolution and 
by agreement as part of the intent.  There will be a cap on the amount of rent based on the agreed upon budget for the capital project.  The 
CoOpLab and its affiliated structures will be able to bill commercial insurers which will be revenue for both NS and HHC.  The CoOpLab would be 
able to get the volume of both entities in terms of group purchasing which would produce saving at the CoOpLab and at the rapid response labs at 
both institutions.  It would also create a great venue for best practice sharing for all parties.  In terms of how this venture will impact staffing at 
HHC, the clinical staffing as reflected on the slide are the staff that will be needed and maintained by HHC to operate the rapid response labs.  
There is significant attrition between the base period and 2018 as a result of sending the test to the core lab that this will free up work and would 
allow HHC the flexibility to not backfill those technicians in those clinical lab services.  The microbiology and molecular biology staff are those 
employees who perform these tests currently at all of HHC facilities.  This would be consolidated to the core lab.  The reason the decrease in the 
staffing over time is due to the process of this joint venture which involves going one set of hospitals at a time so that it can be done in a measured 
way to avoid disruptions in services.  In 2015, thirty FTEs will move from HHC sites to the core lab which would be based upon the movement of, 
for example Queens and Elmhurst.  In total, HHC’s total staff complement for the labs is 1,405 and would be reduced to 1,215 by 2018.  In terms 
of expenses and projected savings, the projected savings in 2014 total $11.1 million growing to $18.5 million in 2018 with a revenue opportunity of 
$300,000 in 2015 growing to $4.6 million in 2018.  The total benefit is $11.1 million in 2014 growing to $23.1 million in 2018.  There are many 
implementation issues and if approved by the Board will take some time to implement.   As Mr. Proctor stated earlier and as stated in the 
resolution, the immediate steps would be for HHC to obtain membership in NSLIJ current 501 C-3 for its current core lab operation which would 
generate a saving of $1.7 million resulting from HHC sending its lab work to NSLIJ at cost which would be lower than the market rates.  Initially 
NSLIJ would enter into a real estate deal.  A site has been identified in College Point Queens, NY as part of the capital project.  Simultaneously, 
NS and HHC will seek an IRS status for the new CoOpLab.  Specifically 501 E status which relates to two hospital organizations forming a joint 
venture to do work behalf of its members.  When the CoOpLab is up and running as a core lab which is expected to be in approximately eighteen 
months from April 2013 the time constraints is the capital work on the new site.  However, during that time period, the new entity will need to 
obtain insurance, legal and regulatory work and as discussed internally with management at HHC would need to have a robust disaster plan.   
 
Committee member and Human Resources Administration Commissioner Robert Doar asked if the new established Board would be compensated 
and whether the compensated levels for the management of the new entity will be consistent with HHC practices or different practices with regard 
to NS.  
 
Ms. Zurack stated that the Board would not be compensated.   There are different practices at NS but not that much different than HHC as 
determined through the process.  This would be through the current letter of intent a majority Board decision which would mean that NSLJ would 
have that authority.  The salary scales are not as much higher than HHC.   
 
Ms. Youssouf asked if NS has an estimate of the build out cost.  Ms. Zurack stated that there is an estimate.  Ms. Youssouf asked if it would be 
shared with HHC.   
 
Ms. Zurack stated that in the savings analysis that was presented earlier, the current estimate for the capital cost was factored in which would be 
cap and not a risk to the projected savings given that it is already factored in as reflected in the analysis.    
 
NSLIJ Lab Presentation 
 
Ms. Zurack re-introduced the NSLIJ representatives, Robert Stallone, Vice President, Laboratory Services/Health System and Dr. James 
Crawford, Senior Vice President of Laboratory Services.  
 
Mr. Stallone stated that NSLIJ is extremely excited about joining HHC in the venture and looks forward to working with HHC on the fully 
implementation of the project.  It is important for HHC to know that NSLIJ has been in business for an extended period of time and is very familiar 
with laboratory operations.  The current central laboratory has been operating since March 23, 1998, fifteen years and occupies space of 60,000 
square feet.  During that time, NSLIJ has integrated all of its hospital laboratories through an evolving process, one at a time and as the system 
has grown additional hospitals have been added.  After fifteen years of continuous growth, NSLIJ is doing 8.5 million tests per year at the central 
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laboratory.  This is about half the volume of tests at HHC.  NSLIJ has run out of space and needs to find a new facility; therefore, the timing is right 
for NSLIJ to do a joint venture.  There are eleven hospitals laboratories that are currently standardized and a unified management of the 
laboratories.  There are staff working in the laboratory that have decisions about the best practices with representatives from each of the hospitals.  
It is a collaborative effort that is made within the existing organization at NSLIJ that has enabled best practices.  There are standardized 
information systems and equipment on a Cerner laboratory information system.  There are two hospitals that are yet to be added to that system.  
The equipment is standardized at all of the hospitals laboratories so that the testing regardless of where it is being done the results will be same 
and the work could move from one hospital laboratory to a core laboratory or from outpatient location and to physicians who utilize that information 
and it would be the same ranges encumbering the same type of equipment.  Testing is done by moving samples around unknown values to 
ensure consistency and accuracy at each of the sites on a regular basis.   As Mr. Proctor stated testing that is necessary within a four hour-time 
frame, that testing will remain at the hospitals.  The testing that will remain is primarily the testing that is necessary for the management of the 
patients in the hospital.  There is a highly developed logistic service and infrastructure that is utilized.  A FedEx type tracking is used and 
specimens are monitored by each individual container from pickup to the delivery site.  The staff who do this tracking have backgrounds in running 
the UPS for NYC and airborne at Kennedy airport prior to working with NSLIJ.  Initially and strategically, the goals were to find a partner similar to 
NSLIJ. There were multiple requests from commercial laboratories to join with them.  The laboratory services are a core service to the health 
system, to patients and as a core service, is becoming more important as healthcare moves forward.  NSLIJ’s goal was to find a partner in the 
area to work together with the same value, patient centered, etc.    Given the size in the amount of testing that is done, the number of employees 
in the labs; the organization size in the area that is currently occupied, there are synergies.  The goal is to increase the volume and decrease cost.  
The initial step in deciding to partner with another entity was to review a variety of different models and deciding what to keep in the hospitals; 
whether there should be four core labs similar to HHC or one by core lab.  NSLIJ has achieved a 15% reduction in cost and another 10% reduction 
is anticipated.  In addition to reducing the cost, there is an improvement in the quality of the depth of services by putting all the experts in the 
specialized testing areas.  There is a great depth of services that all of the hospitals within the organization will have access to.  Different 
opportunities will be developed through the joint venture.  The structure of NSLIJ includes the hospitals work done for physicians’ practices 
although many of them are from NSLIJ faculty and LTC/NH many of which are affiliates.  Clinical trials work is also done and non-hospital testing 
for a few hospitals outside the NSLIJ health system.  NSLIJ has a good track record having done this work for the past fifteen years.  NSLIJ 
measures its performance to validate how well it is performing.  The stat turnaround time for ambulatory testing is 248 minutes or four hours for 
that to happen and any testing needed more quickly than that is done at the hospital.  NSLIJ has been successful in doing this in slightly over 
three hours and has the best record in the NY area.  On the routine turnaround time even though many of these tests are not needed before the 
next day, all work is done as quickly as possible. 
 
Ms. Youssouf stated that she had to leave for a City Council hearing but wanted to commend the HHC staff for its hard work and for doing an 
excellent job in putting the information together after several meetings with the Board.   
 
Mr. Stallone stated that in addition, NSLIJ monitors its error rates within the laboratory.  There are defects out of a million opportunities.  NSLIJ 
measures its service in terms of the “likelihood to recommend” by survey both to its patients and physicians who utilize the laboratories.  At a 
99.7% rate based on 5,000 patient surveys over the past three months from physicians, 97.5% likely to recommend.  It’s important to continue to 
strive for improvement.  The abandoned call rates in all of the call centers are less than 4.4% as the benchmark was achieved at 3.4%.  Those 
stats are reported through the system and will be reported to the leadership of the laboratory as part of the CoOpLab.  Patient safety is a big issue 
for the laboratories, value notification typically the benchmark is twenty minutes, and NSLIJ strives to do it in fifteen minutes which is achieved 
98% of the time which is the current measurement. 
 
Mr. Rosen asked what DPMO represented.  Mr. Stallone stated that it is the defects out of a million opportunities.  Laboratories are at high 
volumes whereby millions of tests are done and the error rate is very small. Basically, out of every million tests reported there is some type of error 
with 229 of the tests.   
 
Mrs. Bolus asked what type of research is done by NSLIJ. 
 
Mr. Stallone stated that not much research is done given that it is a clinical laboratory so the primary focus is on testing.  The only type of research 
that is currently being done relates to the clinical research that Mr. Crawford would address. 
 
Mr. Crawford stated that there is funded research in the clinical microbiology lab that is very robust.   It is one of the world class laboratories in 
molecular biology and there is research in blood banking.  Those are the two primary areas of research that would be relevant to the joint venture.  
The area that NSLIJ is particularly interested in with the consolidated laboratory is research in how to deliver healthcare better using the work that 
is current done to learn how to provide better patient care across the coordination of the continuum of care to health systems.  This consolidated 
network will provide an opportunity to lead the country in that research as a future objective on the research side. 
 
Mrs. Bolus asked if in the event there was a major breakthrough that came out of that research, which entity would get the credit given that NSLIJ 
has 51%.   
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Dr. Crawford stated that it would be called an intellectual property if it comes out of the CoOpLab it would be the CoOpLab that would get the 
credit.  The credit goes to the institutional entity that generates it which would be the integrated network. 
 
Ms. Zurack stated that as described in the letter of intent, the joint standard committee is 50/50.  The Board has majority of NSLIJ.  So in terms of 
the intellectual property it is not clear whether it follows the Board or the joint oversight. 
 
Dr. Crawford stated that it should be addressed by the legal structure of the CoOpLab. 
 
Mr. Stallone stated that the joint research that takes place if something like this were to occur and there was a joint effort it would be shared by 
both entities.  The structure of such an occurrence would be determined by the legal structure on how it will be incorporated into the agreement. 
 
Mr. Wilson stated that on the research projects there are projects by projects as opposed to lab by lab or hospital by hospital.  Each individual 
project requires a hypothesis, a team and IMB approval.  In putting together a proposal for a project, two things are very important, the intellectual 
property rights and commercial rights that flow as a result of that project which must be specified upfront and in advance of the project.  This 
relates to each project than the laboratory or a hospital system. 
 
Commissioner Doar asked where the core lab will be located.  Mr. Stallone stated that NSLIJ has identified a building in College Point Queens that 
is central to all of the hospitals. 
 
Ms. Zurack stated that HHC is requiring that it be in the City of New York as part of its participation in the CoOpLab and has to be in one of the five 
boroughs. 
 
Mr. Rosen asked what is the estimated square footage of the new facility.  Mr. Stallone stated that the square footage is 70,000 which would be 
appropriate for the type of production testing that will be performed.  It appears to be in a safe location away from the water.  However, the 
necessary steps will be taken to ensure that the building is safe in the event of a major storm and the plan for what happens if must be very robust 
in all aspects of the service delivery to ensure that there are no major disruptions and that the work can be moved around seamlessly. 
 
Dr. Stocker stated that the Corporation is in the process of installing EPIC; therefore it is important that the Cerner system can interface with that 
system. 
 
Mr. Stallone stated that NSLIJ is aware of the EPIC system at HHC and there are multiple sites that are EPIC integrated to Cerner across the 
country.  Therefore, it is something that can be done.  NSLIJ is using Allscripts and is currently in the process of integrating to that system.  The 
process will begin with interfacing HHC’s current lab system to NSLIJ through an interface approach which would allow the work to flow back and 
forth and most importantly is that the systems are able to talk to one another. 
 
Ms. Zurack stated that in the budget as part of the $23 million savings the assumption is that HHC will be doing as Mr. Stallone described. 
 
Mr. Stallone stated that NSLIJ has a great team and the expectation is that it will be one of the largest labs in the country. 
 
Dr. Stocker stated that it would be twenty seven hospitals.  Mr. Stallone agreed.  
 
Commissioner Doar asked if the percentage of growth will increase significantly after partnering with HHC. 
 
 Mr. Stallone stated that the core lab does approximately 8.5 million tests and an additional 8 million tests are expected from HHC facilities over a 
period of 4 to 5 years and NSLIJ grows its programs to the physicians’ offices and nursing homes and other business to about 2 million a year.  In 
five years it is anticipated to increase to 22 million tests.  Together it is expected to be three times bigger than today.  The continued growth is 
important in order to achieve the projected savings. 
 
Commissioner Doar asked if there is an audit function or an outside review of those metrics.   
 
Mr. Stallone stated that it is only an internal review that is  monitored by NSLIJ and reported to the health system on the websites.  All of the 
organizations measures include experience, customers, patients and financial and operational performance. 
 
Ms. Cohen asked if the metric be reported to a standards committee.  Mr. Stallone stated that it would be and that one of the standard committees 
will be the joint quality management group where performance and errors will be reported and monitored at all levels of performance.  There is a 
business side of this joint venture. 
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Ms. Zurack stated that the financial portion would be subject to an independent audit as part of the deal and HHC would reserve the right to 
choose the auditing firm given that the price is at cost. 
 
Ms. Cohen asked if there is a model of another CoOpLab providing services to this number of hospitals. 
 
Mr. Stallone stated that there is one other 501 that NSLIJ is aware of, TriCore Laboratories in Albuquerque, New Mexico.  It is a 100,000 square 
feet laboratory established as a 501 E hospital profit service organization between two large health systems in that area.  In addition there are 
other models that are not setup as a 501 E.  Similarly, the biggest one is in Chicago and Wisconsin which is the ACL and the Abbott Health 
System.  This joint venture is the next level up that will be the structure for other health systems in the future. 
 
The resolution was approved for the full Board’s consideration. 
 
Information Items: 
FINANCIAL PLAN UPDATE 
 
Mr. Covino stated that HHC’s Financial Plan is a part of the City’s overall budget process that will be forwarded to the State.  The plan includes the 
actual result for FY 2012, the budget for the current FY 13 and the Corporation’s plan for FY 14 through FY 17.  The plan is comprised of three 
sections, receipts, disbursements and corrective actions.  The overview will include some of the major highlights of the plan.  Beginning with the 
receipts, in terms of the major payers, the plan reflects current NYS Medicaid law including the impact of the Medicaid Redesign Team (MRT) and 
State budget adjustments; however, the plan does not include the latest State budget which was not finalized before the plan was completed.  
Medicaid fee-for-service receipts are projected based on the current year-to-date (YTD) actual and adjusted for projected impact of items not yet 
reflected in the receipts; such as retro rate adjustments, appeals and settlements.  FY 13 projected receipts include a reduction in workload of 
approximately $117 million and an additional reduction for loss revenue due to Hurricane Sandy and an increase of $44 million for HIV.  $9.5 
million for Medical Home funding; UPL funding reflects a large increase in FY 13 due to the receipt of $143 million on behalf of prior FY years but 
in the out years the funding is stable.  The DSH funding includes two components, the base of $330 million annually and the DSH maximization 
(Max) which varies over the life of the plan.  The projected DSH Max payments range from $305 million which were received in FY 13 as part of 
the $600 million payment increasing to $387 million.  In FY 14 the plan reflects the impact of the federal healthcare reform, whereby DSH 
payments will be reduced by 5%.  Additionally, DSH Max payments of $100 million in FY 13 are reduced by $20 million each year due to the 
uncertainty in the State’s cap.  The DSH reduction also impacts the out years of the bad debt and charity care pools (BD&CC) as reflected in the 
plan as a downward trend.  Medicaid managed care reflects growth but is projected to decline to 3% due to a change in the rate.  Medicaid 
managed care also include $89 million for enhancements in FY 13 to $86 million in the out years and also includes an anticipated MetroPlus risk 
payment of $95 million in FY 13 and $120 million in FY 14 and $75 million each year thereafter.  Medicare fee-for-service and managed care 
receipts reflect projected rate reductions for DSH cuts including the Affordable Care Act as well as a 2% reduction in FY 14.  Moving to the next 
section of the plan, expenses reflect over $580 million savings due to the Corporation’s corrective action plans which over the last four years total 
$1.6 billion in savings cumulatively.  Personal Services reflect an additional reduction of $65 million in FY 13 and an additional $20 million for 
collective bargaining for City Laborers titles due to a Controller’s determination, and $10 million for overtime expenditures related to Hurricane 
Sandy.  The out years are projected to remain flat with minor increases for collective bargaining of 1.25% per year beginning FY 14.  Fringe 
benefits are projected to increase by 3% to 5% beginning FY 13 due to an increase in health insurance premiums projected to grow by 8.6% each 
year or 40% over the life of the plan.  Pension estimates are projected to increase by 1% in FY 13 increasing to 4% each year thereafter.  OTPS 
expenses in FY 13 reflect an increase of $100 million nonrecurring expenses related to Hurricane Sandy and increasing by 3% each year 
thereafter.  Medical malpractice expenses in FY 13 include payments for FY 12 and FY 13 and in FY 14 expense are projected to return to the 
normal average of $135 million per year. 
 
Mr. Roses asked if the malpractice payments were lagged from FY 12 to FY 13 at the end of FY 12.  Mr. Covino stated that a portion of the  $114 
million payment was lagged. Continuing with the plan, affiliation expenses are projected to increase by 4% in FY 13 to 3% each year thereafter.  
The corrective actions include four major components, savings initiatives/corrective actions, which began in FY 10.  This program has generated 
annual deficit reductions of over $300 million which includes a reduction in FTEs of over 1,000 totaling $125 million including fringes and revenue 
enhancements from MetroPlus risk pools.  The remaining deficit reduction for the out years of $10.7 million is for continued improvements in 
coding and documentation.  Restructuring the Corporation achieved $136 million in FY 12 and $200 million in FY 13. 
 
Mr. Rosen asked if the restructuring savings for FY 13 are above the line and whether the savings for FY 13 are additional savings for FY 13. Mr. 
Covino replied that they are above the line and the additional savings are a growth of the current reductions. 
 
Ms. Zurack added that for example, the labs restructuring project has achieved $7 million in savings but is expected to achieve an additional $11 
million. 
 
Mr. Covino stated that the State and Federal actions include HHC lobbing efforts which includes $183 million revenue loss for Hurricane Sandy.   
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Mr. Rosen stated that it is a good plan that reflects long range planning. 
   
MEDICAID APPLICATION PROCESS STATUS REPORT – BELLEVUE HOSPITAL CENTER 
 
Representatives from Bellevue included Aaron Cohen, Chief Financial Officer and Diana Santos, Patient Accounts Director. 
 
Mr. Cohen stated that Bellevue presented to the Committee in October 2012 and at that time certain goals were established regarding the 
submission and approval of Medicaid applications.  The goal was to reduce the number of cases sent to collection agencies; reductions in self-pay 
cases and a reduction in the patient accounts backlog.  It was anticipated that Bellevue would achieve all of those goals; however, the facility did 
not anticipate a hurricane Sandy disaster, whereby the facility was impacted by 8 million gallons of water that flooded the hospital’s basement.  
Given the circumstances, the facility has achieved some things that are well beyond its expectations.  The disruptions caused by Sandy as things 
became more settlings; there was an opportunity to reduce and eliminate the patient accounts backlogs, and to process as many Medicaid 
applications as feasible.  In the weeks after the hurricane and the facility was evacuated, staff were relocated to other HHC facilities.  The patient 
accounts and medical records staff in their new locations site worked on Bellevue accounts, local and a combination of both.  In January 2013, the 
staff was returned to the facility and in the medical records department it was decide that it would be used as the “training academy” whereby the 
time was used to have the doctors and some key staff for the coding and DRG validators, the clinical documentation staff to focus on the new 
DRG system.  The APR/DRG for severity of illness which is relatively new; strategic coding for targeted DRGs and also the staff learned about the 
changes in reimbursement methodologies.  The patients’ accounts staff focused on the things that were discussed at the October Finance 
Committee meeting.  The medical affiliation process to reinforce that the self-pay collection process and inpatient tracking which includes a new 
system and all of the systems. 
 
Mr. Cohen moving to the presentation stated that one of the ways of measuring patients accounts is through receivables associated with the 
patients that were discharged and not final billed.  There are two categories, the medical records of coding the cases and the other relates to the 
patient accounts process of interacting with the patients and families in an effort to obtain documents and information necessary to qualify 
patients.  The amount of the receivable prior to Sandy was $20 million which increased after the evacuation of 600 patients to over $60 million 
which reduced in January 2013 to $3 million.  Accounts Receivable days as reflected on the chart and another way to measure the receivable by 
dividing the total receivables by the average daily receivables to determine a daily number.  This is an important statistic that allows for 
comparisons across facilities.  For example, Bellevue days were under 70 days.  This category also includes billed days with the discharge of 600 
patients that increased to 70 days to 90 days decreasing to 30 days which is all on the billed side which the facility continues to focus its efforts.  
The outcomes in terms of cash receipts in September 2012 on the inpatient side the total receipts were $25 million in October 2012 increased to 
$34 million and decreased in November 2012 to $15 million then increasing slightly under $25 million in December 2012.  On the outpatient side 
from September to December 2012 there was a slight decrease from $5 million.  The Medicaid applications, submissions and approval, the 
number in September 2012 was slightly over 400 for submissions and slightly under 300 cases for approvals.  However, in October 2012, 540 
applications were submitted and the success was 350 cases.  In November 2012 there was a decline and in December 2012 even though there 
was a decrease in the submissions. There was a catch up that resulted in 350 successful Medicaid applications.  The facility will continue to focus 
its efforts on improving the process.  The current census at Bellevue was 577 compared to the normal census of 700.  Overtime expenses are 
down from $1.2 million to $400,000 and FTEs also decreased. 
 
Dr. Stocker stated that it would appear that since Bellevue’s presentation in October 2012 there was some improvement.  It was a good 
presentation given the circumstances the facility has endured and overcome. 
 
Ms. Brown added that the facility is to be commended for taking the opportunity to do the training and focusing key staff as a way of engaging the 
staff back to the reality. 
 
Medical & Professional Affairs / Information Technology Committee 
March 14, 2013 – As reported by Dr. Michael Stocker 
 
Chief Medical Officer Report: 
 
Ross Wilson, MD, Senior Vice President/Corporate Chief Medical Officer reported on the following initiatives:  
 
Integrating Depression Care into Primary Care (“Collaborative Care”) 
 
HHC will contract for Collaborative Care Training with the University of Washington as part of the NYS Hospital Medical Home Demonstration 
Program. The contracted services will provide adult primary care clinics at all HHC Hospitals and D&TCs with comprehensive training, coaching 
and quality oversight services so that they can implement best-practices for integrated care management of depression in primary care. 
Collaborative care for depression in primary care is a requirement of the NYS Hospital Medical Home Demonstration and aligns with NCQA PCMH 
standards." 
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New York Safe Act 
 
This new NYS Secure Ammunition and Firearms Enforcement Act has reporting requirements/provisions that the behavioral health community is 
concerned will deter people from seeking treatment. The Act requires that Mental Health licensed professionals report to DOHMH in the exercise 
of "reasonable professional judgment" when they determine a client/patient is likely to engage in conduct that would result in serious harm to self 
or others.  We are awaiting further guidance from the State and the city about the implementation which is to take effect in March. 
 
Behavioral Health Visioning Workshop Held 
 
The Office of Behavioral Health together with the Breakthrough Office held a Visioning event to address the changes in models of behavioral 
health care, as we move into a fully managed care environment for mental health and chemical dependency services. The event held over a day 
and a half was enterprise-wide with interdisciplinary, facility and central office participants. The Reason for Action frankly addressed dissatisfaction 
from all stakeholders with current practices, and expressed strong concern about the financial consequences of continuing as we are. The group 
discussed how to achieve the triple aim while maintaining the HHC mission. The event proposed some strategic questions for HHC leadership, as 
well as a corporate-wide breakthrough event to reduce inpatient length-of-stay which should commence late in April. 
 
Blood Transfusion Guidelines 
 
New HHC guidelines for the use of red cell transfusions are about to be released, to address the appropriate use blood. This follows more than 
one year of work by a multi-disciplinary group led by Dr. Fishkin and supported by the Office of Healthcare Improvement. The guidelines are now 
being pilot tested at Woodhull.  
 
Credentialing 
 
A contract is being finalized to streamline current credentialing and privileging processes. This new program will standardize a corporate-wide 
approach, as well as incorporating OPPE and FPPE requirements. It will also facilitate the credentialing of providers at more than one HHC facility, 
to assist when they provide services at more than one site or need to move sites in circumstances like Hurricane Sandy. 
 
Christina Jenkins MD 
 
Dr. Jenkins has stepped down from membership of the HHC Board (and Chair of its QA committee) to join the division of Medical & Professional 
Affairs as Assistant Vice President for Primary Care Services. In this new role, she will oversee the McKinsey project to improve primary care 
access, as well as coordinate new efforts to better incorporate technology and social networking in our care delivery. 
 
Chief Information Officer Report 
 
Bert Robles, Senior Vice President/Chief Information Officer provided the Committee with updates on the following initiatives: 
 
HHC’s Response to the February 21st Cyber-Attacks 
 
On Thursday, February 21st, China, according to "The Washington Post" hacked computers of virtually every institute in Washington.  Additionally 
on the same day, Froedhert Hospital in Milwaukee, Wisconsin announced that it encountered one massive security hack that caused 43,000 
patient records to be exposed. It was estimated that this security breach could cost Froedhert hospital close to $8.3m in damages.   
 
Following these developments, the EITS Security Team became extra vigilant in monitoring intrusion attempts on our corporate assets especially 
from outside HHC.  On February 22nd, the EITS Security Team proactively engaged the “US Computer Emergency Readiness Team" (US-CERT) 
and received specific IP addresses and websites that were involved in attacks against US government and private entities. This was non-public 
information and was received over a secure channel.  In addition, the Security Team engaged and alerted its security partners/vendors and sister 
agencies. Based on historical institutional knowledge and information received from the Department of Homeland Security, the FBI and other 
entities contacted, the EITS Security Team elevated HHC’s security   status which included re-calibrating our perimeter security devices (Intrusion 
Prevention Systems, Anti-Virus, DNS, Firewalls etc.,) within a matter of 4 hours  to cover all known as well as unknown but expected intrusions. In 
addition, the monitoring which is usually from 8am-6pm was extended to 24 by 7 from Friday, February 22nd through Monday, February 25th.   
 
As a result of these proactive measures and collaboration with internal and external entities, HHC managed to block all malicious attempts. At this 
point, there is no reported or detected compromise of any HHC asset due to the alleged Chinese cyber-attacks. We continue to operate our 
security devices at increased sensitivity but have resumed normal security monitoring. 
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ICIS Electronic Health Record (EHR) Program Update:  
 
Since Mr. Robles last update to the Committee at the January meeting, he is pleased to report that their planning phase for the Epic 
implementation is well underway.  
 
Staffing:  
The first major deadline with the project was to have identified 80% of the project team members by March 1st in order for HHC to begin the first 
wave of Epic training on March 25th. Depending on their identified roles, EHR staff may need to attend multiple trainings at the Epic campus in 
order to receive their certification on specific application modules. It was critical for the program team to recruit and identify those key staff 
members who would be attending the first trainings scheduled for the week of March 25th. Mr. Robles is happy to report that the team has met this 
challenge and they will be sending their first wave of trainees to EPIC in late March.    
 
Current Program Activities:  
The Infrastructure and Operations team has ordered the necessary hardware for the program and it is being staged for initial review of the EPIC 
application.  
 
The program team continues to work on and prioritize workflows for standardization across the enterprise. They are in the process of developing a 
plan for application review sessions which will start in late June of this year and go through August.  They anticipate some 200+ sessions for this 
review by HHC clinical and non-clinical staff over a 6-8 week period. Planning for this large scale event is underway and the team is currently 
exploring venues where this event could be held.  
 
Mr. Robles reported that they are also in the process of finalizing the program plan which includes establishing a governance model, refining 
baseline timelines and milestones, as well as creating a risk plan. With Epic, they are also in the process of looking at key criteria that will be used 
in discussions with Senior HHC leadership to identify which facility/network will be the initial site for our implementation strategy.  
 
Going forward, Mr. Robles will continue to provide a monthly update to the Committee members on their progress.  
 
METROPLUS HEALTH PLAN, INC. 
 
Arnold Saperstein, MD, Executive Director, MetroPlus Health Plan, Inc. presented to the Committee. Dr. Saperstein informed the Committee that 
the total plan enrollment as of as of February 28, 2013 was 440,352. Breakdown of plan enrollment by line of business is as follows: 
 
    Medicaid     376,316 
    Child Health Plus       13,090 
    Family Health Plus       35,650 
    MetroPlus Gold         3,184 
    Partnership in Care (HIV/SNP)       5,604 
    Medicare         6,485 
    MLTC              23 
 
Dr. Saperstein informed the Committee that this month, they had a net loss of 4,339 members and experienced a positive gain in Medicare, 
gaining 346 enrollees. 
 
Dr. Saperstein provided the Committee with reports of members disenrolled from MetroPlus due to transfer to other health plans, as well as a 
report of new members transferred to MetroPlus from other plans. 
 
This month, MetroPlus analyzed disenrollments from their plan. In February, MetroPlus had 19,978 
disenrollments from MetroPlus, and 15,639 new applications. The majority of the losses were due to loss of Medicaid eligibility, likely a catch-up 
after Superstorm Sandy. 
 
MetroPlus membership losses to Health First and Fidelis continue to be a significant part of their monthly losses. In February, MetroPlus lost 899 
members to Health First and lost 783 members to Fidelis Care. As Dr. Saperstein has reported in the past, approximately 80% of the members 
that transfer from MetroPlus to Health First leave the HHC system as well. This trend began this summer, after their dental transition to Healthplex. 
MetroPlus has completed further disenrollment surveys beyond the dental transition period and the overwhelming number of members surveyed 
stated that they wish to see doctors that are not a part of the MetroPlus network. 
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This month, MetroPlus successfully completed the submission of the initial Centers for Medicaid and Medicare Services (CMS) Fully Integrated 
Duals Advantage (FIDA) application on February 21, 2013. The FIDA program is a demonstration project between CMS and the State of New 
York and is focused on long term care. MetroPlus is currently waiting for guidance from the State on any next steps that may be required. 
 
In February, MetroPlus implemented an authorization program for outpatient high tech radiology services (PT, MRI, MRA, CT) and nuclear 
cardiology services. Due to the volume of requests, and expertise required, MetroPlus will be partnering with MedSolutions to issue the 
authorizations for these services. All HHC facilities are excluded from this authorization requirement. 
 
The HHC Health Home initiative has entered into its second phase of enrollment. At the end of January, the State sent HHC a new list of members 
for outreach to join the HHC Health Home. The current outreach strategy includes a target outreach population of 50% of HHC Fee-for-Service 
(FFS) patients and 50% MetroPlus members. A mailing of 1,300 letters was sent this month and the response is favorable. The current enrollment 
in the HHC Health Home is 640 patients, 348 of which are MetroPlus members. In addition, the New York State Department of Health (NYSDOH) 
notified health plans that the plans must diversify their contracts beyond HHC. MetroPlus has entered into negotiations with other Health 
Homes that are not considered direct competitors. 
 
This month, the State has announced the Phase II Medicaid Redesign Team rate adjustments for health plans. There will be an overall increase of 
0.6% to Medicaid rates and 0.7% to Family Health Plus rates. In the future, there will also be a rate increase for our Managed Long Term product 
line. The calculation for reimbursement was made on the assumption that 80% of members in the program would be nursing home certifiable. The 
actual number has proven to be 98% of members that are nursing home certifiable- generating the rate increase. 
 
There will be a .7% shift in dollars due to the transportation carve-out; these dollars will be used to support the primary care rate increase required 
by the Affordable Care Act. For dates of service starting January 1, 2013, the statute specifies that higher payment applies to primary care 
services delivered by a physician with a specialty designation of family medicine, general internal medicine, or pediatric medicine. The regulation 
specifies that specialists and subspecialists within those designations as recognized by the American Board of Medical Specialties (ABMS) the 
American Osteopathic Association (AOA) or the American Board of 
Physician Specialties (ABPS) also qualify for the enhanced payment. In order to be eligible for higher payment physicians must first self-attest to a 
covered specialty or subspecialty designation. It was recently announced that the State will collect attestations from providers and will provide 
plans with an eligibility file to aid in the reimbursement process. 
 
As the New York State Medicaid Redesign Team continues their work to cut costs, the focus is now on the Behavioral Health population. The 
latest recommendation for NYC will be full benefit integrated SNPs (affiliated with existing plan or freestanding) for high need populations to be 
called Health and Recovery Plans (HARPs). HARPs eligibility criteria and specialized benefits will be developed by NYS DOH, OASAS, OMH and 
NYC with stakeholder input. The State has issued a draft BH benefit redesign proposal timeline which shows that applicants will need to be 
prepared to respond to serve as a HARP in the Summer of 2013 with a 30-day response time to an RFP. HARPs will begin operation in 
Fall/Winter 2014. 
 
Action Items: 
 
Authorizing the President of the New York City Health and Hospitals Corporation (the “Corporation”) to negotiate a contract with CyraCom 
International, Inc., Language Line Services, and Pacific Interpreters, Inc. to provide over-the-phone-medical interpreting (OPI) services to the 
Corporation to meet the patient care needs of its limited English proficient patient population and comply with external review agency requirements 
for a term of three years with two-one year options to renew, solely exercisable by the Corporation, for an amount not to exceed $30,853, 396. 
 
The resolution was approved for the full Board of Director’s consideration. 
 
Authorizing the President of the New York City Health and Hospitals Corporation (the “Corporation”) to negotiate and enter into a sole source 
contract with Microsoft Corporation to purchase software licenses and related maintenance and support on an on-going basis in an amount not to 
exceed $34,500,000 for a three year period. 
 
The resolution was approved for the full Board of Director’s consideration. 
 
Authorizing the President of the New York City Health and Hospitals Corporation (“the Corporation”) to negotiate and execute a contract and 
related agreements with North Shore-Long Island Jewish Health Systems, Inc. (“NSLIJ) (i) to establish a jointly controlled not-for-profit hospitals 
cooperative (“CoOpLab”) that will provide laboratory services at cost to NSLIJ’s and the Corporation’s respective health systems in a new 
cooperative laboratory facility to be located within the City of New York for this purpose; (ii) for the period prior to CoOpLab obtaining the requisite 
licenses to provide such laboratory services to have NSLIJ’s existing not-for-profit corporation, which operates its core laboratory perform the 
Corporation’s reference laboratory work that is now sent to commercial vendors at cost and have the Corporation join such not-for-profit 
corporation as a member; and (iii) to provide for NSLIJ to indemnify the Corporation for any cost, damage or liability arising out of its laboratory 
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activities prior to launch of the cooperative venture and out of any ongoing laboratory activities unrelated to the cooperative venture and for 
CoOpLab to purchase liability insurance to cover any claims that may arise in the conduct of  CoOpLab’s cooperative business; AND authorizing 
the President of the Corporation to effectuate the establishment of CoOpLab and take such other actions as he/she deems appropriate to 
establish the cooperative laboratory structure described below consistent with these Resolutions. 
 
The resolution was approved for the full Board of Director’s consideration. 
 
Information Item: 
 
Chronic Illness Improvement at HHC: Hypertension 
 
David Stevens, MD, Senior Director, Office of Health Care Improvement presented to the Committee. Dr. Steven’s informed the Committee that 
Hypertension is the number two health threat to the US population (smoking is the number one threat).  HHC treats 120,000 patients with 
hypertension of which 43% are controlled (national average is 46%). Seventy-five to eighty percent (75% -80%) is the benchmark for a national 
system. That seems unattainable, but these benchmark organizations started out where we are 10 years ago. Meeting this target would mean 
38,400 additional patients controlled, resulting in 1,920 fewer health attacks every year and 768 fewer strokes every year.  Each 1% improvement 
across HHC prevents 60 myocardial infarctions and 24 strokes. 
 
Dr. Steven’s provided the Committee with a slide that illustrated the percentage of primary care patients with blood pressure (BP) controlled at 
140/90 in January 2013 which ranged from 38% to 55% which shows no major improvement from prior years (January 2010=44%; January 2011, 
2012 & 2013 at 43%). 
 
The factors contributing to uncontrolled hypertension are: Physician barriers – accepting ‘close enough’, ineffective counseling by primary care 
physician (PCP) in not getting the message of importance to patients, and unaware of own performance compared to other physician’s success 
rates; Patient barriers – insufficient engagement (awareness, commitment) and time/cost involved in keeping appointments; and System barrier is 
access to primary care appointments. A chart review study we did at Gouverneur showed that the most common feature of patients with chronic 
poor BP control was very few PCP visits. Multiple studies show that patients with hypertension are approximately 50% of patients with 
hypertension take their pills all the time, or almost all the time. 
 
The following are HHC’s strategies for hypertension improvement: feedback to primary care patients on performance; identify uncontrolled patients 
in the registry; and engage patients as partners in their care with methods such as home BP monitors, collaborative goal setting and close 
relationship with RN care manager. 
 
The essential elements of the registered nurse (RN) Treat-to-Target Pathways program are: 1) the PCP determines & negotiates goal with the 
patient and directs RN in BP target and medication adjustments; 2) the RN evaluates the patient frequently to see if they are reaching their target 
and adhering to treatment plan, counsels and adjusts treatment plan as needed and consults with the PCP as needed, documents 
discussion/changes in treatment plan which the PCP cosigns; and 3) review program performance and provide feedback to both the PCP and the 
RN. 
 
The RN led Treat-to-Target Pathway was implemented in six (6) facilities beginning May 2012 [Elmhurst Hospital Center; Harlem Hospital Center; 
Jacobi Medical Center; North Central Bronx Hospital; Cumberland D&TC; East New York D&TC; and Gouverneur Healthcare Services]. There are 
three key strategies to this program: 1) focused - patients seen frequently by RN until BP is at target and the patient “ get the message– this is 
about controlling BP”; 2) Supportive – patients build a relationship with RN, patients talk about their concerns about treatments, and patients feel 
they have a team caring for them; and 3) Convenient - “In and out” – patients appreciate minimal wait time. 
 
The next steps are to: spread the Treat-to-Target model to all HHC facilities; integrate new conditions - phase 2 hyperlipidemia and depression in 
hypertensive patients will be integrated, phase 3 integrate diabetes; innovations to promote engagement will include community-based self-
management groups, pedometers and other devices and digital social networks; payment models that align with better outcomes; and develop a 
registry that integrates all population health concerns. 
 
Strategic Planning Committee – March 12, 2013 
As reported by Josephine Bolus, RN 
 
Senior Vice President Remarks  
 
Ms. Brown greeted and informed the Committee that her remarks would include brief updates on the Sequester cuts and some important 
emergent regulatory issues at the federal level in addition to some state and city issues.   
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FEDERAL UPATE 
 
Sequester – Automatic Cuts  
 
Ms. Brown began her report by stating that, while the Sequester cuts had kicked in on March 1, 2013; the Budget Control Act’s mandated 
Sequester will initiate cuts starting on April 1, 2013.   She stated that, for HHC, these cuts would apply to reimbursement for services that were 
provided in March.  Medicaid and Medicaid Electronic Health Record (EHR) incentive payments are exempt from Sequester cuts but Medicare 
provider payments, which include Medicare EHR payments, will be cut 2%.  
 
Ms. Brown reported that the City’s Office of Management and Budget (OMB) had estimated that the impact on HHC's Medicare reimbursements 
(2% of total Medicare revenue of $900 million a year) will be a loss of $18 million per year.  In addition, many programs including the Sandy 
Supplemental, September 11 Health, Ryan White, and WIC among others would be cut approximately by 6%. This means that the $60 billion 
Sandy appropriation would be reduced by $3.6 million.  She noted that it was not possible to calculate a specific reduction in any expected HHC 
reimbursement.  The City OMB also estimates an added loss of $2.4 million from direct federal grants received by the Corporation. 
 
Ms. Brown noted that it is unpredictable whether Congress will act to avoid the Sequester but there are conversations about giving some flexibility 
to agencies in determining how to implement the cuts.  She added that there were discussions today about the House Budget Committee Chair 
promulgating his budget proposal.  Ms. Brown stated that Mr. Ryan is proposing a change in the Medicare program specifically to impact those 
who are 55 and younger.  She added that Mr. Ryan's plan would provide people now 55 and younger an opportunity to opt out of Medicare and 
purchase private insurance instead in the commercial sector with the federal government subsidizing that cost.  Ms. Brown noted that Mr. Ryan’s 
federal subsidy plan implied a reduction in the federal support for the Medicare program.  Most importantly, his proposal seeks to move the 
Medicaid program and other federal programs like food stamps and other entitlement programs to the states. As such, states would become fully 
responsible for those programs.  Ms. Brown stated that there were ongoing discussions about “block granting” the amount of federal dollars that 
funds the Medicaid program.   
 
340B Rule Concerning Group Purchasing Organizations (GPOs)  
 
Ms. Brown reported that, on February 7, 2013, the Health Resources and Services Administration (HRSA) had released a 340B Drug Pricing 
Program Notice to "explain and clarify" HRSA’s position on 340B hospitals’ use of group purchasing organizations (GPO), often referred to as the 
GPO exclusion.  The rule states that any system that is unable to achieve compliance by April 7, 2013, would be excluded from participation in the 
340B program. Ms. Brown reminded Committee members that the 340B program was created to assist low-income patients to gain access to their 
prescriptions.  Ms. Brown stated that this is not enough notice.  This short deadline provides 340B participating hospitals with only 60 days to 
achieve major system changes.  She stated that HHC is assessing how much time it would need to make the necessary changes.  It is to be noted 
that, if HHC is excluded from the 340B discount drug program for failure to achieve compliance within the required time frame, HHC's costs could 
increase by $205 million in the first year alone.  Ms. Brown noted that, while HHC was not optimistic in getting the regulations changed, the 
Corporation is working on an extension so that it can make the necessary changes to comply with the rule. 
 
Essential Benefits 
 
Ms. Brown reported that the Obama Administration had issued a final rule on Wednesday, February 20, 2013, defining "essential health benefits" 
that must be offered by most health insurance plans next year.  She explained that the Affordable Care Act (ACA) requires insurers to cover 
benefits in 10 broad categories including: ambulatory patient services, emergency services, hospitalization, maternity and newborn care, mental 
health and substance use disorder services, behavioral health treatment, prescription drugs, rehabilitative and habilitative services and devices, 
laboratory services, preventive and wellness services, chronic disease management, pediatric services, oral and vision care.  Ms. Brown noted 
that this rule would have a significant impact on the coverage of mental health services.  As a result of the rule, the Administration has estimated 
that 32 million people would gain access to mental health care coverage and 30 million more people who already have some mental health 
coverage will see improvements in their mental health benefits. 
 
STATE UPDATE 
 
State Budget Update  
  
Ms. Brown reported that both houses of the New York State Legislature had released their respective one-house spending plans over the 
weekend.  She stated that over the next week and a half, all sides would work to narrow their differences and ultimately achieve a consensus so 
that a budget can be passed by March 22, 2013.  She added that both the Assembly and Senate spending plans make changes to the proposed 
2% across the board Medicaid cut and phase this cut out in 2014.  Ms. Brown noted that in the Executive Budget, the across the board cut would 
extend to 2015 but the Commissioner of the State Health Department would have discretion to end it sooner in 2014.  In addition, the Legislature 
is also seeking to reinstate language that would allow for a future trend factor increase for healthcare providers, beginning in the first or second 
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quarter of 2014.  Ms. Brown stated that the Executive Budget sought to permanently eliminate the trend factor.   She reported that both houses 
had also included language that would change how indigent care funding is distributed to hospitals to bring New York State into compliance with 
federal Disproportionate Share Hospital fund methodology changes that were included in the Affordable Care Act.  Ms. Brown explained that these 
changes exclude the practice in New York of factoring bad debt into the equation when distributing indigent care funding to hospitals.  Ms. Brown 
noted that the new formula will be phased in over three years with limits on how much hospitals can gain or lose per year.  She added that HHC 
was grateful that the Executive branch had changed a provision in the 21-day budget amendments that would have redistributed $25 million in 
DSH funds from HHC to voluntary hospitals in order to fund the three year transition period.  She noted that, regardless of the changes that the 
Legislature would be seeking, HHC still stands to lose approximately $50 million in state budget cuts this year. 
 
CITY UPDATE 
 
City Council Budget Hearing 
  
Ms. Brown reported that HHC President Alan Aviles had provided testimony last week before the City Council on the City's preliminary Budget.  
She stated that members of the Council had expressed concern over the impact that budget cuts would have on HHC and the size of HHC's 
structural deficit.  Specifically, they had urged the Administration to restore funding that the Council provides to HHC each year to support, child 
health clinics, expanded HIV testing, behavioral health programs and for the Sexual Assault Response Team program.  The Council also inquired 
if HHC is planning for layoffs due to the size of its deficits.  Ms. Brown noted that HHC’s response was that, while the Corporation has no plans for 
layoffs at this time, HHC’s plans could change down the road.  Ms. Brown announced that HHC will provide testimony again before the Council on 
the Executive Budget in late May or early June.  
 
Information Item: 
 
Update on Road Ahead Outsourcing Initiatives 
 
Mrs. Bolus introduced Mr. Joseph Quinones, Senior Assistant Vice President of Operations and invited him to provide an update to the Committee 
on various HHC Road Ahead outsourcing initiatives concerning dietary, environmental, laundry, plant maintenance and dialysis services. Dr. 
Stocker, HHC’s Board Chairman, stated that these were various projects undertaken by HHC over the past seven years.  He added that this 
presentation will also be presented to the entire Board of Directors to update them on the status of initiatives. 
 
Dietary Operations Update 
 
Mr. Quinones provided an overview of the dietary initiative.  Mr. Quinones invited representatives of the Consortium, which included Sodexho, 
Greater New York Hospital Association, and US Foods to join him for the presentation.  These representatives included Miles Foley, Vice 
President of Operations and Rick Kuplicki, Senior Vice President of Sodexo; Cortney Marcin, Nexera Consultant at Greater New York Hospital 
Association (GNYHA); and Rhoda Brooks, Founding Partner of International Point of Contract (IPC), a company that conduct studies on patient 
satisfaction relating to dietary and linen services. He stated that HHC executed a contract in 2005 with Sodexo Dietary Division, US Foods, and 
GNYHA Ventures (the Consortium).   The contract was fully implemented in early 2006 with a term of 10 years and 3 five year renewals.   
 
Mr. Quinones described the objectives of the dietary initiative, achievements, vendor performance, and patient satisfaction as the following: 
 
Objectives 
 

 Improve patient care, quality of food and standardize menus (within first year of the contract) 
 Increase Patient Satisfaction (to be monitored by independent survey every year after full implementation) 
 Reduce Corporate-wide meal cost (year one of the contract) 
 Re-tool the Cook Chill Plant by replacing non-working equipment and using plant to its full capacity (by December 2005) 
 Standardize food policy and procedures throughout the Corporation (by year one of the contract) 
 Increase staff productivity (implement training program for staff within six months) 
 Target Savings (first year after full implementation): $5M per year 
 No Union Layoffs 

 
Achievements 
 

 No union workers were laid off 
 Reduced staffing levels from 1,400 FTE’s to current level of 963 FTE’s (437 FTEs attrited) 
 Instituted corporate-wide formulary in 2008 for nutritional supplements that resulted in improved patient care and lowered costs  
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 Implemented a 21 day menu cycle for all acute care and long term care facilities in early 2006 
 Improved patient satisfaction scores and sustained improvement every year 
 Staffing assessment identified workflows that improved direct and indirect patient care and resulted in maximizing efficiencies since early 

2006 
 Standardized policies and procedures for food delivery, floor stock, supplements, nourishments, and catering in 2005 
 Standardized reporting systems for costs controls and financial analysis resulting in real time information that allows for rapid 

management corrective action plans since 2006 
 Completed renovation of Cook Chill Plant in late 2005, producing 19K meals/day, 7 million meals/year, and adding capacity for 

generating potential revenue 
 Achieved cost savings of $5.7 million per year, which exceeded the Corporation’s savings target of $5 million per year after full 

implementation 
 
Vendor Performance 
 

 Each facility has assigned a Contract Liaison to whom the vendor reports. 
 The vendor produces reports on a monthly basis to the facility and HHC’s Office of Operations that tracks the vendor’s contractual 

obligation such as staffing, contract expectations, and survey readiness. 
 The vendor and facility staff conduct quality assurance audits to assure compliance with Center for Medicare and Medicaid Services 

(CMS), Joint Commission on Accreditation of Healthcare Organizations (JCAHO), and Department of Health (DOH) guidelines as 
directed by each facility. 

 Mock surveys are conducted by vendor and Central Office.  The results are sent to senior staff of each facility. 
 Mock surveys are also conducted by an independent consultant at least one year prior to an anticipated survey.  All results are shared 

with the senior staff of each facility. 
 
Measuring Patient Satisfaction 
 

 The Corporation entered into an agreement with International Point of Contact (IPC), an independent company specializing in 
conducting surveys 

 HHC and IPC developed a survey tool made up of 17 questions consistent with survey standards in order to measure the patient 
experience in a comprehensive way  

 The sample size was statistically validated by the vendor and totals approximately 800 patients surveyed face-to-face 
 A baseline face-to-face patient survey was conducted prior to the Sodexo conversion to the Cook Chill Model in 2006  
 The survey has been conducted each year since 2007 and is compared year over year and to the baseline year 
 Results of the Patient Satisfaction Survey for FY2012 for both acute and long term care (LTC) from 2005 to 2012 (Wave I to Wave VII of 

the initiative) were all above satisfactory. 
 
Environmental Services Operations Update 
 
Mr. Quinones described HHC’s Environmental Services Initiative with Crothall Inc. He introduced and invited representatives of Crothall, Inc. to 
join him for the presentation. These representatives included Sophia Trana, Patient Experience Manager, Ken Vlass, Senior Regional Manager, 
and Michael Villani, Vice President, Northeast Region.  Mr. Quinones stated that HHC executed a contract with Crothall, Inc., in November 2011.  
The contract was fully implemented in early December 2011 and that the contract term is for nine years.  He described the objectives of the 
Environmental Services initiative, achievements, vendor performance, and patient satisfaction as the following: 
 
Objectives 
 

 Assure regulatory survey readiness of facilities 24/7 
 Increase worker productivity (by year one of the contract) 
 Increase Hospital Consumer Assessment of Healthcare Providers & Systems  (HCAHPS) scores for all facilities 
 Standardize workflow (within six months) 
 Lower overtime costs (within six months) 
 Obtain capital equipment from vendor at no cost to Corporation 
 Training program for union staff 
 No union layoffs 
 Achieve target cost savings of $2.4M by November 2012, year 1 of the contract 
 Achieve total cost savings over 9 years: $180M 
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Achievements 
 

 No union workers were laid off 
 Environmental services operations retrained and absorbed 156 workers from the Brooklyn Central Laundry and facility laundry 

distribution workers throughout first year of contract 
 Attrition objectives have been achieved: prior to the contract 1,955 FTE, 156 Laundry workers were transferred to EVS.  Current staff is 

1887.  Total staff attrited 222, backfilled to other jobs 22.  Target attrition of 63 FTE was achieved by first year of contract. 
 Capital equipment totaling $1.3M has been delivered to EVS HHC facilities at no cost to the corporation completed (September 2012) 
 All workflows at all facilities have been standardized and worker productivity has increased completed January 2012 
 Overtime costs have been lowered by $600K completed December 2012 
 Target savings of $2.4M have been exceeded and total savings for the first year was $6,774,511 
 Corporation exceeded its contract cost savings target by $2.3M, which brings the total savings to $6.7M. 

 
Vendor Performance 
 

 Each facility has assigned a Contract Liaison to whom the vendor reports  
 The vendor produces reports on a monthly basis to the facility and HHC’s Office of Operations that tracks the Vendor’s contractual 

obligation such as staffing, contract expectations, and survey readiness. 
 The vendor and facility staff do “floor rounding” inspecting the areas of the hospital to assure compliance with Centers for Medicare & 

Medicaid Services (CMS), Joint Commission on Accreditation of Healthcare Organizations (JCAHO), and Department of Health (DOH) 
guidelines as required by each facility with Administrators of the facility. 

 Mock surveys are conducted by the vendor and Central Office and the results are sent to senior staff of the facilities. 
 Mock surveys are also conducted by an independent consultant at least one year prior to an anticipated survey.  All results are shared 

with senior staff of the facilities 
 
Measuring Patient Satisfaction 
 

 In 2011, HHC entered into a contract with Press Ganey, Inc. to conduct a survey consistent with the Hospital Consumer Assessment of 
Healthcare Providers & Systems (HCAHPS) 

 The survey is the first national, standardized, publicly reported survey of patients' perspectives of hospital care.  The environment of the 
hospital is measured as part of this survey. 

 Press Ganey, Inc. conducts the survey in accordance with federal guidelines and uses a standard Centers for Medicare & Medicaid 
Services (CMS) approved survey instrument and data collection methodology for measuring patients' perceptions of their hospital 
experience. 

 January 1, 2012 – HHC converted the patient satisfaction surveying tool from Health Stream to Press Ganey, the #1 national 
organization on surveying methodologies. The use of Press Ganey, Inc. allows HHC to be Hospital Consumer Assessment of 
Healthcare Providers & Systems (HCAHPS) compliant as recommended by the Centers for Medicare and Medicaid Services and 
subject to public reporting. 

 
 When converting from Health Stream (phone survey) to Press Ganey (mail survey), the average adjustment in percentages is 

approximately -5.5%. 
 The first survey was conducted by Press Ganey on January 2012 to May 2012. 

 
Mr. Quinones explained that the baseline period (1st quarter of 2012) was set at 63%, the contract year to date at 63% and Year1 Target at 65%.  
The baseline period began when HHC first used Press Ganey, Inc. (January 2012 – March 2012).  Year 1 survey data will be evaluated on July 1, 
2013.  There is a 2-3 month lag in data when using discharge date to generate reports.   
 
Laundry Operations Briefing 
 
Mr. Quinones described HHC’s Laundry Operations initiative. He invited Cortney Marcin of Greater New York Hospital Association 
(GNYHA)/Nexera Consultant, Rhoda Brooks of IPC, and Pam O’Brien, Senior General Manager for Sodexo to join him for the presentation.  Mr. 
Quinones informed the Committee that HHC executed a contract with Sodexo Laundry Division and Nexera Inc., (the Consortium) in July 2011.  
The contract was fully implemented by November 2011 and the term of the contract is nine years.   
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Mr. Quinones described the objectives for the Laundry Operations initiative, achievements, vendor performance, patient satisfaction, and 
additional identified savings as the following: 
 
Objectives  
 

 Close Brooklyn Central Laundry and re-deploy staff by October 2011 
 Lower cost for supplies and linen processing and meet or exceed first year budget savings 
 Lower personnel services cost for laundry distribution 
 Standardize HHC Laundry Operations Policies & Procedures 
 No union layoffs 
 Target savings for year 1 is $5.1M 

 
Achievements 
 

 Completed 90 day transition of linen distribution and processing on schedule by the end of October 2011 
 Transitioned 156 full-time HHC employees out of Linen & Laundry Operations to Environmental Services and 10 to other departments 
 Closed Brooklyn Central Laundry (BCL) on schedule in October 2011  
 Standardized policies and procedures for linen and laundry operations by the end of October 2011 
 Implemented linen management web based tool to track linen utilization in December 2011 
 Achieved and exceeded year 1 cost savings target of $5.1M per year (achieved $6.5M) 
 Corporation exceeded the budget to contract cost savings target by $1,402,287, which brings the total savings to $6,509,377 

 
Vendor Performance 
 
As noted below, the vendor’s performance is monitored through the same steps identified in the previous initiatives. 
 

 Each facility has assigned a Contract Liaison that the vendor reports to 
 The vendor produces reports on a monthly basis to the facility and HHC’s Office of Operations that tracks the vendor’s contractual 

obligation such as staffing, contract expectations, and survey readiness. 
 The vendor does facility “floor rounding” inspecting the areas of the Hospital to assure compliance with Centers for Medicare & Medicaid 

Services (CMS), Joint Commission on Accreditation of Healthcare Organizations (JCAHO), and Department of Health (DOH) 
requirements as required by each facility with Administrators of the facility. 

 Mock surveys are conducted by vendor and Central Office and the results are sent to senior staff at the facilities.  
 Mock surveys are also conducted by an independent consultant at least one year prior to an anticipated survey.  All results are shared 

with the senior staff of the facilities. 
 
Measuring Patient Satisfaction 
 

 The Corporation entered into an agreement with International Point of Contact (IPC), an independent company specializing in 
conducting surveys 

 HHC and IPC developed a survey tool made up of 13 questions in order to measure the patient experience in a comprehensive way  
 The sample size was statistically validated by the vendor and totals approximately 800 patients 
 A baseline face-to-face patient survey was conducted prior to the Sodexo conversion July through August 2011 
 The survey was then conducted  post transition in the first contract year 2012 
 Nearly all the results of the patient satisfaction survey for acute and long-Term Care (LTC) facilities were rated “Above Satisfactory.” 

 
 
Additional Savings Identified 
 

 To increase efficiency and achieve additional cost savings the Corporation transitioned six facility internal laundries to Sodexo:  
o Total pounds processed by the internal laundries was 1.3 million additional pounds of linen  
o 24 additional FTE’s were transferred out of laundry operation 
o The result was an HHC net savings of $2,045,816 vs. contract cost of $248,400  

 
 Residential clothing processing has been transitioned to Sodexo at Coler, Goldwater, Gouverneur and McKinney with a planned 

transition of Sea View scheduled for FY13 
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o Due to the move from Goldwater to Henry Carter and the new design at Gouverneur, these facilities could no longer 
accommodate the processing of resident clothing on-site 

o A total of 640,000 lbs. of residential clothing are being processed with 26.8 FTE’s identified to be transferred to other HHC 
departments  

o The result is a net savings of $1,279,106 vs. contract cost of $777,155 
 

 Linen losses are substantially higher than the projected $605,000 annually  
o Current trend indicated an additional annual cost of $2.2M 
o Sodexo has implemented a loss prevention program to address these costs and we are currently trending down in losses 

 
 Currently piloting transition to reusable linen items (under pads, gowns, and towels) to replace disposable items for further cost savings 

 
Plant Maintenance Operations Update 
 
Mr. Quinones described HHC’s Plant Maintenance Operations initiative.  Mr. Quinones invited and introduced representatives from Johnson 
Controls, Inc. (JCI), to join him for the presentation.  These representatives included Mr. Steve Herbst, Vice President, General Manager, JWS 
North America; Steve Terrano, Director of Operations for JCI and HHC; and Bob Giro, Regional Manager for the Northeast.  Mr. Quinones 
informed the Committee that HHC executed a contract with Johnson Controls, Inc., in July 2012.  The contract term is for nine years.  The contract 
was implemented in October 2012.   
 
Mr. Quinones described the objectives of the Plant Maintenance Operations initiative, achievements, vendor performance, and patient satisfaction 
as the following: 
 
Objectives  
 

 Total staff attrition as of December 31, 2012 - 28 FTE (target year one 55 FTEs) 
 Hire HHC management staff completed in October 2012 
 Implement training program for managers July 2012 
 Transition HHC facility contracts to JCI contracts completed by October 2012 
 Transition facility work order system from various HHC work order systems to JCI systems completed by February 2013 
 Control overtime at all facilities (in the first year of the contract) 
 Standardize workflow at all facilities (in the first year of the contract) 
 Issue policy and procedure for how the work gets done and how much time it takes to do the work (in the first year of the contract) 
 Maintain or replace exhausted assets 
 Provide necessary repair and maintenance tools 
 Meet total target savings of $1.3M after first year of the contract 
 All financials will be released 60 days after the first twelve months of the contract 

 
Measuring Vendor Performance 
 

 Each facility has assigned a Contract Liaison to whom that the vendor reports. 
 The Vendor produces reports on a monthly basis to the facility and HHC’s Office of Operations that tracks the Vendor’s contractual 

obligation such as staffing, contract expectations, and survey readiness. 
 The Vendor does facility “floor rounding” inspecting the areas of the hospital to assure compliance with Centers for Medicare and 

Medicaid Services (CMS), Joint Commission on Accreditation of Healthcare Organizations (JCAHO), and Department of Health (DOH) 
requirements as required by each facility with Administrators of the facility. 

 Mock surveys are conducted by vendor and Central Office.  The results are sent to senior staff of the facilities. 
 Mock surveys are also conducted by an independent consultant at least one year prior to an anticipated survey.  All results are shared 

with senior staff of the facilities. 
 
 
Dialysis Transition Update 
 
Mr. Quinones concluded his presentation by providing the Committee with an update on the Dialysis transition initiative. He reported that the 
contract with Atlantic Dialysis Management Services was executed on February 2013.  He described the implementation schedule as the 
following:  
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 Woodhull Medical and Mental Health Center  March 2013 
 Queens Hospital Center    March 2013 
 Coney Island Hospital    May 2013 
 Jacobi Medical Center    July 2013 
 North Central Bronx Hospital    July 2013 

 
Mr. Quinones reported that Harlem Hospital Center, Kings County Hospital Center, Lincoln Medical and Mental Health Center and Metropolitan 
Hospital Center will transition to Atlantic Dialysis Management Services after the state has granted the license. Harlem Hospital’s new unit will be 
outfitted by the vendor and will open in 2014. Lincoln Medical and Mental Health Center’s new unit will be built by the vendor (the date yet to be 
determined).  A new unit will be constructed by the vendor at North Central Bronx Hospital (the estimated start of construction is 2015).  Once all 
construction is completed, more than 50 stations will have been added. 
 
 

SUBSIDIARY BOARD REPORT 
 

MetroPlus Health Plan, Inc. – March 12, 2013 
As reported by Mr. Bernard Rosen 
 
Chairperson’s Remarks 
 
Chair Rosen welcomed everyone to the first MetroPlus Board of Directors meeting of the year 2013. Mr. Rosen stated that Dr. Saperstein would 
present the Executive Director’s report and Dr. Dunn would report on Medical Management issues. Mr. Rosen stated that there would be two 
resolutions presented.   
 
Executive Director’s Report 
 
Dr. Saperstein reported that total plan enrollment as of February 28th, 2013 was 440,352. Breakdown of plan enrollment by line of business is as 
follows:  
 

Medicaid   376,316 
Child Health Plus    13,090 
Family Health Plus    35,650 
MetroPlus Gold      3,184 
Partnership in Care (HIV/SNP)     5,604 
Medicare  
MLTC                                                   

    6,485 
         23 

 
This month, MetroPlus had a net loss of 4,339 members. The Plan experienced a positive gain in Medicare, gaining 346 enrollees. 
 
Since this was the first meeting in 2013, Dr. Saperstein wanted to give a few brief highlights of the Plan’s successes in 2012. MetroPlus’ 
membership experienced positive gains in 2012. From January 2012 - December 2012, MetroPlus added 16,364 members, an increase of nearly 
4%.  
 
In December, the New York State Department of Health (NYSDOH) released the 2012 Consumer's Guide to Medicaid Managed Care in New York 
City. MetroPlus was again the #1 rated health plan in New York City based on Quality of Care and Patient Satisfaction, tied with two other health 
plans.  This made MetroPlus the #1 plan in New York City for seven out of the last eight years.  
 
Also, the 2012 New York State (NYS) Quality Incentive awards were announced and MetroPlus was one of only two NYS plans to achieve 100% 
of the Medicaid Quality incentive. The Plan earned 34 million in quality award dollars.  
 
Dr. Saperstein stated that, in 2012, due in large part to MetroPlus’ previously designed Business Resumption Plan; MetroPlus successfully 
recovered and maintained operations through Superstorm Sandy. MetroPlus was able to resume business functions within 5 days of the storm, 
and secure temporary space to bring back together most of its functional areas within 4 weeks of displacement. Unfortunately, the Plan is still in its 
temporary space, as the reoccupation of 160 Water Street has been delayed.  
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Additionally, the Plan underwent several Centers for Medicaid and Medicare Services (CMS) financial and operational audits in 2012 and 
displayed superb results throughout the year. MetroPlus had no significant deficiencies, and only a number of observations and findings, where 
the corrective actions have already been put into place.  
 
Dr. Saperstein reported that, in 2012, MetroPlus successfully developed and implemented a Managed Long Term Care (MLTC) plan. The goal of 
the MLTC is to provide a Plan of Care and coordinated services to individuals who are eligible for nursing home level of care so that they may live 
in their own homes as soon as possible. MetroPlus’ membership is currently 23 members, and it expects significant growth due to the mandatory 
enrollment of long term care members.  
 
Finally, as of July 2nd, 2012, all Medicaid managed care plans were required to cover dental services for all of their enrollees. The Plan contracted 
with Healthplex to administer dental benefits for all of its MetroPlus Medicaid and Medicaid SNP members. At the same time, the Plan transitioned 
MetroPlus Family Health Plus, Child Health Plus and Medicare Advantage members from DentaQuest to Healthplex. Analysis in the Fall of 2012 
showed that this move did cause a temporary loss of membership, but it leveled out after the three month transition period.  
 
Dr. Saperstein stated that, overall, MetroPlus had a year of successes, which it intends to leverage and build upon in 2013.  
 
In March 2013, MetroPlus analyzed disenrollments from the plan. In February, there were 19,978 disenrollments from MetroPlus, and 15,639 new 
applications. The majority of the losses were due to loss of Medicaid eligibility, likely a catch-up after Superstorm Sandy.  
 
Dr. Saperstein reported that the Plan’s membership losses to Health First and Fidelis continue to be a significant part of its monthly losses. In 
February, the Plan lost 899 members to Healthfirst and 783 members to Fidelis Care.  As Dr. Saperstein has reported in the past, approximately 
80% of the members that transfer from MetroPlus to Healthfirst leave the HHC system as well. This trend began this summer, after the Plans 
dental transition to Healthplex. MetroPlus has completed further disenrollment surveys beyond the dental transition period and the overwhelming 
number of members surveyed stated that they wish to see doctors that are not a part of the MetroPlus network.  
 
MetroPlus anticipated returning to its main offices at 160 Water Street by the end of March 2013. The return has been delayed by additional 
testing and cleaning of the building. MetroPlus will continue its operations at 40 Wall Street until this work is completed. The lease at 40 Wall 
Street guarantees MetroPlus space until July 2013.  
 
Dr. Saperstein informed the Board that MetroPlus successfully completed the submission of the initial CMS FIDA application on February 21st, 
2013. The FIDA program is a demonstration project between CMS and NYS and is focused on long term care. MetroPlus is currently waiting for 
guidance from the State on any next steps that may be required.  
 
In February, MetroPlus implemented an authorization program for outpatient high tech radiology services (PT, MRI, MRA, CT) and nuclear 
cardiology services. Due to the volume of requests, and expertise required, MetroPlus will be partnering with MedSolutions to issue the 
authorizations for these services.  All HHC facilities are excluded from this authorization requirement.   
 
Dr. Saperstein reported that the HHC Health Home initiative has entered into its second phase of enrollment. At the end of January, the State sent 
HHC a new list of members for outreach to join the HHC Health Home.  The current outreach strategy includes a target outreach population of 
50% of HHC fee-for-service patients and 50% MetroPlus members. A mailing of 1,300 letters was sent this month and the response is favorable. 
The current enrollment in the HHC Health Home is 640 patients, 348 of which are MetroPlus members. In addition, the NYSDOH notified the Plan 
that it must diversify its contracts beyond HHC. MetroPlus has entered into negotiations with other Health Homes that are not considered direct 
competitors.  
 
NYS announced the Phase II Medicaid Redesign Team rate adjustments for health plans. There will be an overall increase of 0.6% to Medicaid 
rates and 0.7% to Family Health Plus rates. In the future, there will also be a rate increase for the Plan’s Managed Long Term product line. The 
calculation for reimbursement was made on the assumption that 80% of members in the program would be nursing home certifiable. The actual 
number has proven to be 98% of members that are nursing home certifiable- generating the rate increase.  
 
Dr. Saperstein stated that there will be a .7% shift in dollars due to the transportation carve-out; these dollars will be used to support the primary 
care rate increase required by the Affordable Care Act. For dates of service starting January 1st, 2013, the statute specifies that higher payment 
applies to primary care services delivered by a physician with a specialty designation of family medicine, general internal medicine, or pediatric 
medicine. The regulation specifies that specialists and subspecialists within those designations as recognized by the American Board of Medical 
Specialties the American Osteopathic Association or the American Board of Physician Specialties also qualify for the enhanced payment. In order 
to be eligible for higher payment physicians must first self-attest to a covered specialty or subspecialty designation. It was recently announced that 
the State will collect attestations from providers and will provide plans with an eligibility file to aid in the reimbursement process.  
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As the New York State Medicaid Redesign Team continues their work to cut costs, the focus is now on the Behavioral Health population. The 
latest recommendation for New York City (NYC) will be full benefit integrated SNPs (affiliated with existing plan or freestanding) for high need 
populations to be called Health and Recovery Plans (HARPs). HARPs eligibility criteria and specialized benefits will be developed by SDOH, the 
Office of Alcoholism and Substance Abuse Services, the Office of Mental Health and NYC with stakeholder input.  The state has issued a draft 
Behavioral Health benefit redesign proposal timeline which shows that applicants will need to be prepared to respond to serve as a HARP in the 
summer of 2013 with a 30-day response time to a Request for Proposal. HARPs will begin operation in Fall/Winter 2014. 
 
Mr. Still asked if other plans experienced the same issues that MetroPlus has experienced involving disenrollment. Dr. Saperstein replied that all 
the other plans membership data has about a three month delay so it may take a little longer to find out. Mr. Still asked if the Board would need to 
take another look at the 2013 budget due to the membership dip. Dr. Saperstein stated that the Plan has been very conservative in its numbers so 
there is enough flexibility in the budget to not have to worry at this time. Mr. Still asked if the loss of membership to other plans had anything to do 
with 2 facilities (Coney Island and Bellevue) being out of commission due to the storm. Dr. Saperstein replied that the loss of membership to other 
plans had started as far back as July, before the storm, and it was across the board and across all the facilities. Customer Services has surveyed 
several members that have left and the reason is mostly to access other providers. 
 
Ms. Weinberg asked if the access issue was with Primary Care Physicians as well as Specialty Physicians. Dr. Saperstein stated that there has 
been a slow decline in Primary Care capacity in HHC.  
 
Medical Director’s Report 
 
Dr. Dunn reported that, on November 7, 2012, MetroPlus entered into an agreement with the Council for Affordable Quality Healthcare 
(CAQH).  MetroPlus utilizes the CAQH Universal Provider DataSource for gathering credentialing data for physicians and other healthcare 
professionals.  The service is free for physicians and other healthcare professionals and it eliminates redundancies in completing credentialing 
applications for multiple health plans. It also eliminates the need to print and mail credentialing applications, minimizes paperwork by allowing all 
providers to make updates online and enables all providers to easily access their information. 
 
Since the agreement inception date, MetroPlus has submitted its existing community provider network of 5,341 providers and has received 
requests from 542 interested providers.  MetroPlus’ goal is to lower the time to process rates for initial credentialing and make the recredentialing 
process seamless to its providers.  Thus far, the Plan has received positive and enthusiastic feedback from the community providers and their 
representatives.  As the Plan moves forward, it will attempt to streamline and simplify the credentialing process for all providers utilizing their 
valuable feedback and the feedback of the credentialing staff. 
 
Dr. Dunn stated that, on February 21, 2013, MetroPlus completed its application of supporting documents the FIDA program, which will be 
available starting January 2014.  Under this program, care will be coordinated for Medicare, Medicaid and Managed Long Term Care (MLTC) 
eligible individuals who require 120 days or more of long term support services. Medical Management completed the Model of Care component of 
the application.  Final results are pending from CMS. 
 
Dr. Dunn informed the Board that the Quality Management Dept completed a review and update of the QAC clinical guidelines, which are reflected 
in the Quality Management Plan.  The clinical guidelines were presented at the Quality Assurance Committee on February 14, 2013. Evidenced 
based clinical practice guidelines are provided by the Centers of Disease Control and Prevention, the American College of Physicians, the 
American Academy of Pediatrics, American College of Obstetricians and Gynecologists and the U.S. Preventive Task Force.  The clinical 
guidelines will be posted on the MetroPlus website within the next 30 days. Providers will have access to the clinical guidelines posted on the 
website and will be able to print them for usage. The guidelines will also be announced in the spring 2013 provider newsletter. 
 
Over the past few months, Quality Management (QM) Department initiated and sent Preventive Health Mailings to all MetroPlus providers of care. 
SDOH requires that this mailing be done to all Medicaid providers on an annual basis as a means to improve the identification and delivery of care 
in cases of communicable diseases and preventive health. The preventive mailing list is determined by identified members that are overdue for an 
immunization or lead screening, based on QM reconciling lists with the New York City Department of Health and Mental Hygiene’s Immunization 
Registry.  In addition, mailing lists are also sent for members suspected of a communicable disease, child abuse or domestic abuse. To create that 
list, the QM Department uses claims to identify suspected cases. Providers are required to report the latter of situations to the New York City 
Department of Health for reporting and follow-up. 
 
Dr. Dunn reported that MetroPlus received State approval to operate as a Partial Capitation MLTC program on November 9, 2012.  As of February 
2013, there are 52 active members enrolled in the MLTC line of business and 28 applications presently in the enrollment/assessment process to 
determine plan eligibility.  The MetroPlus website now has a MLTC webpage, which provides information to prospective members, providers of 
care and plan beneficiaries. 
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As of February 2013, HIV Special Needs Plan (SNP) enrollment is 5,604 members.  There has been a steady decline in SNP membership since 
July of 2012, a trend observed by SDOH with all SNP plans. Possible reasons for this trend may be related to members disenrolling to non-SNP 
MCOs, loss of SNP eligibility (loss of Medicaid), eligibility for MLTC programs and transfers to other Health Home affiliated managed care 
organizations (MCO).  MetroPlus has identified this trend and will be reviewing member level data to try and gain some insight.  SDOH/AIDS 
Institute is convening a meeting within the 1st quarter of 2013 to discuss SNP perspectives of this trend. 
 
Dr. Dunn stated that HIV Services is actively working with Quality Management on initiatives related to the QARR HIV Comprehensive Care 
Indicator. HIV Services has launched the SNP Benefit Navigator initiative in the first quarter 2013, where network based case management staff 
will collaborate with participating designated AIDS Centers and Article 28 HIV primary care programs to identify MetroPlus enrolled members in 
Medicaid; provide member benefit education, and facilitate member choice for enrollment in the SNP. The aforementioned SNP Benefits Navigator 
initiative is another mechanism to identify members to the case management program to facilitate member retention in HIV primary care and 
improved quality outcomes. 
 
MetroPlus continues to work with the plans Pharmacy Benefit Manager, CVS Caremark.  
Our Clinical Director of Pharmacy is collaborating with CVS Caremark on the 2014 Medicare Part D formulary, which is due for CMS submission in 
June 2013. 
Dr. Dunn reported that, on February 13, 2013 MetroPlus had a meeting with the Dental Directors at HHC.  The purpose of the meeting was to 
discuss and strategize ways members could obtain better access to dental care and to insure members are getting access to care at HHC. 
Healthplex, the Plan’s dental benefit manager was also in attendance at the meeting and conducted Q&A for the dental directors on topics of 
reimbursement, service and process. 
 
Dr. Dunn stated that MetroPlus is currently working on the company wide application for the New York Health Benefit Exchange. Meetings have 
been underway between the QM Dept., Medical Management and the plans Product/Project Managers to identify, update and complete the QM 
plan per the requirements of the application; with a March 15th anticipated completion date. CVS Caremark is working on formulary development, 
analysis and pricing for the Health Benefit Exchange planned prescription benefit.  
 
Action Items 
 
The first resolution was introduced by Mr. Dan Still, Chairman of the MetroPlus Finance Committee.  
 
Authorizing the Executive Director of MetroPlus Health Plan, Inc. (“MetroPlus”) to increase the spending authority for the contract with New York 
County Health Services Review Organization (“NYCHSRO”), dated April 1, 2010, and to allocate additional funds for the fulfillment of the contract, 
with the total amount not to exceed $4,359,000 for the term which was extended until March 31, 2014. 
 
Dr. Dunn gave the Board a detailed overview of the need for the additional funds for NYCHSRO. Dr. Dunn stated that the main reason was due to 
Super Storm Sandy disrupting the way MetroPlus was able to do chart reviews. Mr. Hagler commended MetroPlus for being diligent in the way it 
turns every sheet of paper upside down to obtain the needed information.    
 
The resolution was passed unanimously by the MetroPlus Health Plan Board of Directors. 
 
The last resolution was introduced by Dr. Saperstein.  
 
Approving Margo Bishop for nomination to serve as a member of the Board of Directors of MetroPlus Health Plan, Inc. (“MetroPlus”), a public 
benefit corporation formed pursuant to Section 7385(20) of the Unconsolidated Laws of New York, to serve in such capacity until her successor 
has been duly elected and qualified, or as otherwise provided in the Bylaws. 
 
Dr. Saperstein stated that the Plan is happy that Mrs. Bishop has agreed to serve another term on the MetroPlus board of Directors. 
 
The resolution was passed unanimously by the MetroPlus Health Plan Board of Directors. 
 

* * * * * End of Reports * * * * *  
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ALAN D. AVILES 
HHC PRESIDENT AND CHIEF EXECUTIVE 
REPORT TO THE BOARD OF DIRECTORS 
MARCH 21, 2013 

PATIENT SAFETY FORUM AND  
2013 PATIENT SAFETY CHAMPIONS AWARD CEREMONY 

In celebration of Patient Safety Awareness Week, on March 4, almost 300 staff and leaders from across the 
enterprise gathered at Lincoln Hospital for our annual Patient Safety Champions Awards Ceremony and 
Patient Safety Forum. Patient Safety Awareness Week provides an opportunity to recognize the 
advancements that have been made in the patient safety arena, while acknowledging the challenges that 
remain -- and re-committing to work on them, every day.  

This year’s theme was 7/365: seven days of recognition, 365 days of commitment to safe care. The 
keynote presentation, "Partnering with Patients: A Bed’s Eye View of Safety" was delivered by Ms. Tiffany 
Christensen, national patient advocate and author of "Sick Girl Speaks!" Ms. Christensen provided a rare 
glimpse into the life of a once-terminally ill patient with chronic diseases, who survived both her life-
threatening illness and a major medical mistake. In her presentation she described ways to partner with 
patients and their families to decrease medical errors and improve patient outcomes.  

During the awards ceremony, we recognized our 2013 Patient Safety Champions, six individuals and 15 
teams who exemplify all that we are striving to achieve in patient safety. This year, the 2013 President’s 
Choice Award for Patient Safety was given to the Kings County Hospital Center Medical Intensive Care Unit, 
Patient Safety, Nursing and Infection Control Departments, and the Office of the Medical Director. Through 
application of multiple risk reduction measures, this team has successfully "Journeyed to Zero" by sustaining 
18 months with zero central line bloodstream infections in the MICU.  

GOUVERNEUR PERFORMS WELL ON JOINT COMMISSION SURVEY 

This week, Gouverneur Healthcare Services Nursing Facility had its triennial survey by The Joint 
Commission. The survey team, led by Long Term Care surveyor, Ms. Hattie Courtney, RN, remarked on the 
wonderful way in which staff provide care for Gouverneur's vulnerable and culturally dynamic population. 
They were particularly impressed with the facility's commitment to patient-centered care and made special 
mention of its wound care program and hand hygiene practices. The team leader also commented on the 
remarkable synergistic relationship between medical and nursing leadership and the dedication and 
commitment of the staff toward their patients.  

Gouverneur performed well on their triennial survey, and congratulations go to Senior Vice President Lynda 
D. Curtis, Executive Director Mendy Hagler, Medical Director Dr. William Bateman, Chief Nurse Janet 
Cuaycong, RN, Nursing Home Administrator Robert Sussingham, and the staff of Gouverneur Healthcare 
Services, for a job well done.  

FEDERAL UPDATE  

The Budget Control Act’s mandated Sequester will initiate cuts starting April 1st for reimbursements for 
services that were provided in March. Medicaid and Medicaid Electronic Health Record (EHR) incentive 
payments are exempt from Sequester cuts but Medicare provider payments, which include Medicare EHR 
payments, will be cut 2%.  
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The City’s Office of Management and Budget estimates that the impact on HHC's Medicare reimbursements 
will be a loss of $18 million per year and a loss of $2.4 million from direct federal grants received by the 
Corporation.  

It is unlikely that the Congress will act to avoid the $85 billion in automatic Sequester cuts between now and 
September 30th.  

On March 6, the House passed the Continuing Resolution (CR) to fund the federal government for the rest of 
federal fiscal year 2013. The CR will not prevent the Sequester cuts but will give federal agencies more 
flexibility in implementing the cuts. The CR does not address the Administration’s request for an increase of 
$949 million for CMS to implement the health insurance marketplaces that are preparing to provide 
coverage beginning January 1, 2014 and to begin enrollment in October 2013.  

On March 12, Senate Appropriations Committee Chair Mikulski introduced a substitute amendment to the 
House-passed CR, which includes a $71 million increase for the National Institutes of Health and would 
require the Administration to obligate all FY 2013 funds appropriated for community health centers. 
However, like the House CR, it retains the $85 billion in Sequester cuts. It is anticipated that the Senate will 
adopt their version expeditiously and that it will subsequently pass the House long before any threat of a 
government shutdown when the current CR expires on March 27.  

On Tuesday, March 12, 2013, House Budget Committee Chair Paul Ryan introduced his budget resolution for 
FY 2014. The Ryan plan would cut more than $4.6 trillion in spending over 10 years; seventy percent of 
which would be from health programs, much from Medicaid. Approximately $2.7 trillion of the cuts would be 
from repealing the Patient Protection and Affordable Care Act (PPACA) coverage provisions but retaining the 
PPACA Medicare and Medicaid cuts.  

On Wednesday, March 14, 2013, the Senate Budget Committee Chairwoman Patty Murray introduced her 
Budget Resolution. The Murray Plan would cut health care programs by $275 billion over 10 years, including 
$125 billion from Medicare. The Murray plan is half revenue and half spending cuts.  

It is likely that the Murray plan will be adopted in the Senate but it is unlikely that the Murray and Ryan 
Plans will actually form the basis of a compromise in a House-Senate conference because they are so far 
apart. The conference is not expected to resolve these differences anytime soon. The President is attempting 
to negotiate a "grand bargain” which would include tax increases, spending cuts and entitlement reforms, 
including Medicare and Social Security.  

The President is expected to release his budget April 8, which is rumored to cut $400 billion from health care 
programs, none from Medicaid. Congress's budget proposals precede the President's for the first time in 
recent memory.  

STATE BUDGET UPDATE 

Last night, Governor Cuomo and the State Legislature reached agreement on the 2013-14 State Budget. 
Importantly, the Leaders are describing this as a two-year Budget. As you may have read in this morning's 
papers, the $135 billion budget will include an increase in the minimum wage, a three-year extension of the 
"Millionaire's Tax," and a new $350 tax rebate for families earning between $40,000 and $300,000. While in 
many areas, including health care, staff continue to negotiate the details, legislators have already begun to 
pass less controversial parts of the Budget. The Legislature is expected to complete passage of the budget 
bills on Sunday, making this the earliest Budget in memory.  
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The final agreement differs from the proposed Executive Budget in several ways that affect HHC, including:  

 Extension of the 2% across-the-board Medicaid cut for two years, expiring March 31, 2015. 
However, the State Department of Health would have the ability to end the cut sooner and have 
stated that if Medicaid spending stays on track they will be able to do so;  

 Eliminates the trend factor increase for health care providers for two years until April 1, 2015;  
 Reallocates charity care dollars to direct a greater proportion of the funding to hospitals that provide 

care to the uninsured, underinsured and Medicaid populations in conformance with federal 
Disproportionate Share Hospital fund methodology changes that were included in the Affordable 
Care Act. These changes exclude the practice in New York of factoring bad debt into the equation 
when distributing indigent care to hospitals. The new formula will be phased in over three years 
with limits on how much hospitals can gain or lose per year. Regardless of these changes, HHC still 
stands to lose approximately $50 million in state budget cuts this year.  

CITY COUNCIL BUDGET HEARING 

On March 7, I testified before the City Council on the City's preliminary Budget. Members of the Council 
expressed concern over the adverse impact that budget cuts would have on HHC and the size of HHC's 
structural deficit. Specifically, they urged the restoration of funding that the Council provides to HHC each 
year to support child health clinics, expanded HIV testing, behavioral health programs and for the sexual 
assault response team program. The Council also asked if we had plans for layoffs given the size of our 
projected deficit. We responded that we have no plans for layoffs at this time but, if our attempts at 
securing additional federal and state assistance fail, we may be forced to reconsider our options. HHC will 
testify again before the Council on the Executive Budget in late May or early June.  

US NEWS & WORLD REPORT GIVES TOP RATINGS TO HHC NURSING HOMES 

Last week two of HHC’s nursing homes received the highest rating of five stars from U.S. News & World 
Report in the publication’s new best nursing homes list for 2013. Another received four stars overall.  

U.S. News calculates its nursing homes scores using data to evaluate health inspections, nurse staffing, and 
quality measures. It then issues an overall rating for nursing homes of up to five stars. U.S. News says that 
the federal Centers for Medicare & Medicaid Services (CMS) has approved its ratings methodology.  

The Sea View Hospital Rehabilitation Center Home in Staten Island and the Coler-Goldwater Specialty 
Hospital and Nursing Facility on Roosevelt Island both received a five star overall rating. The Dr. Susan 
Smith McKinney Nursing & Rehabilitation Center in Brooklyn received four stars overall. Sea View and Coler-
Goldwater also achieved a five star rating for performance on measures of quality.  

These high ratings confirm that New York City’s public nursing homes are among the nation’s best, and that 
patients in our care receive top flight services and attention. The recognition by U.S. News is a tribute to the 
dedication and diligence of our HHC staff at these facilities.  

ACCESSIBLE AND AFFORDABLE HOUSING FOR HHC PATIENTS TO BREAK GROUND SOON IN EAST 
HARLEM 

SKA Marin, an "affordable housing" developer, will be breaking ground soon on a unique project to provide 
fully accessible apartments for low-income, disabled and/or elderly individuals who are currently patients at 
Coler-Goldwater Specialty Hospital. The apartments are being built on East 99th Street between First and 
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Second Avenues, a parcel of land on the Metropolitan Hospital campus. The apartment building will contain 
176 units, with a mix of studios and one bedroom apartments designed for low income disabled non-elderly 
and elderly persons whose health status allows them to live independently with some support services.  

The project represents a unique partnership among the developer, the public hospital system, the New York 
City Department of Housing Preservation and Development (HPD), Housing Development Corporation 
(HDC), New York City Housing Authority (NYCHA), New York State Homes and Community Renewal (HCR), 
Citibank and Raymond James. The project is also the first in New York State to receive Medicaid Redesign 
Team funding for projects focused on high cost Medicaid populations. The project is estimated to save $10 
million a year in state and federal Medicaid expenditures.  

This project will open new horizons of independent living for former skilled nursing facility residents through 
readily accessible healthcare services provided by Metropolitan Hospital. We are pleased that patients with 
disabilities from Coler-Goldwater who no longer need institutionally based care will have affordable 
community living options that for a very long time have not been available.  

MAJOR HHC CAPITAL PROJECTS UPDATE 

The following is an update on our major capital projects at HHC.  

At Harlem Hospital Center, the New Patient Pavilion, now called the Mural Pavilion (MP), is complete and the 
first phase is occupied. This project included a special program to promote and foster community 
employment in targeted areas around the hospital. To date, more than 221 people have been employed on 
the project from the community with many more trained and/or referred to other programs in the city. It 
has been a very successful program and a model for other projects at City College and Columbia University. 
Once the second phase is complete this summer, the MP will house new diagnostic suites, an emergency 
department, operating rooms and critical care units that will serve as the centerpiece of the campus-wide 
modernization. The MP is connected to the Martin Luther King Pavilion and the Ron Brown, Jr., Ambulatory 
Care Pavilion.  

At Gouverneur Health, the new clinic areas and the 13th floor residence are open and occupied. Floors 4 
through 7 have received a Temporary Certificate of Occupancy from the NYC Buildings Department. 
Occupancy of these floors will occur by the end of the month. Construction is in progress on floors 2, 3, 8 
and 9, and these floors are scheduled for occupancy by end of this summer. When complete, the lower 
floors will house expanded ambulatory care services, and the upper floors will house the long-term care 
services, with an increase of nursing home capacity from 210 to 295 beds.  

At Lincoln Medical and Mental Health Center, a multi-phase renovation and expansion of the facility’s 
Emergency Department is nearing completion. The first phase constructed an annex and relocated 
outpatient clinics to the first floor of the new building. The second phase relocated functions to the second 
floor of the recently constructed annex building, and is complete. The third phase, which remodeled and 
expanded the existing Adult Emergency Department, is complete and occupied. The fourth and final phase, 
which includes Pediatric Emergency and Trauma Services, is in construction. The Emergency Department 
has remained fully functional throughout the project. We anticipate final move-in by Fall 2013.  

Finally, at the soon-to-be-opened Henry J. Carter Specialty Hospital, construction of the new building is 
proceeding as planned. The new elevators will be operational shortly permitting removal of the hoist and 
completion of the exterior walls. Mechanical roughing, wall layout and framing are ongoing working from the 
upper floors down. At the Long Term Acute Care Hospital building, mechanical roughing is ongoing. New wall 
framing and repair and fire-stopping of existing walls are progressing from the top floor down and nearing 
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completion. Upgrades of existing mechanical equipment are in progress. Residents will begin to move into 
the new structure in early November of this year.  

THE FUND FOR HHC RECEIVES GRANT TO SUPPORT HHC EMPLOYEES AFFECTED BY HURRICANE 
SANDY 

Last month, The Fund for HHC received a grant of nearly $38,000 from the Hurricane Sandy Health Care 
Employee Relief Fund administered by the United Hospital Fund (UHF) to benefit HHC employees affected 
the storm.  

The Relief Fund was established by the Greater New York Hospital Association, Healthcare Association of 
New York State, Nassau-Suffolk Hospital Council, New Jersey Hospital Association, Northern Metropolitan 
Hospital Association, and UHF with support from the American Hospital Association. The total donation of 
more than $600,000 was distributed to 47 hospitals and healthcare organizations in Sandy-affected 
communities. UHF awarded HHC the maximum allowable grant amount for a single organization.  

Including the Employee Relief Fund grant, The Fund for HHC has raised more than $225,000 to help 
employees, with the final grant allocations to be made by the end of this month. By that time, more than 
700 staff members who suffered personal losses and experienced hardships due to the hurricane will have 
received financial assistance.  

CORPORATE LEADERSHIP DEVELOPMENT PROGRAM FOR MIDDLE MANAGERS HOLDS 
GRADUATION 

On March 12th, the first cohort of 112 middle managers completed the Corporate Leadership Development 
Program conducted in partnership with The Advisory Board Company Talent Management Division. The 
Leadership Development Program has been designed to equip participants with the skills, confidence, and 
motivation to be more effective leaders while tapping into their ideas and energy to drive innovation and 
change throughout the organization. Over the course of the program, managers were required to attend five 
full day sessions: a Healthcare Management Intensive; Instilling Accountability; Facilitating Effective 
Teamwork; Critical Thinking and Problem Solving; and Impact Through Influence.  

Thirty-two senior staff served as coaches to the managers and attended each of the five sessions as well as 
a specialized class on Coaching to Full Potential. Between workshops, the coaches participated on monthly 
coaching calls with The Advisory Board faculty and worked with the managers on individual or group 
projects and application activities to reinforce what was learned in the sessions. Participants, coaches, and 
executive sponsors received access to Harvard Manage Mentor Plus, an online resource with interactive, 
computer-based training modules designed to help users tackle common business and staff challenges.  

A second cohort of up to 125 participants is scheduled to begin the Leadership Development Program on 
April 30th. I would like to thank Senior Vice President Caroline Jacobs for leading this important effort which 
is a critical to developing our workforce to meet our enterprise-wide strategic priorities.  

JOINT BUSINESS VENTURE WITH NORTHSHORE-LIJ HEALTH SYSTEM  
TO PRODUCE TOP QUALITY LABORATORY SERVICES 

On your agenda today is a resolution for HHC to enter negotiations for an agreement with North Shore-LIJ 
Health System (NSLIJ) to create a new jointly controlled central laboratory that will process routine tests for 
both hospital systems. HHC projects savings under the project to be $80 million over the next five years and 
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then $23 million annually after that. The proposed lab would be located in New York City and would be the 
largest hospital-controlled lab of its type in the country. The lab, if approved, will begin operations in 2014 
and is expected to process about 20 million tests annually for the HHC and NSLIJ systems when fully 
implemented by 2018.  

The proposed new lab will be run by a shared management team and will be staffed by approximately 700 
employees. It will also operate a joint standards committee with representatives of NSLIJ and HHC to 
develop the laboratory quality assurance standards.  

HHC currently operates four core labs and 12 rapid response labs, which together perform about 15 million 
lab tests per year at a current cost of about $233 million annually. Under this agreement, HHC would 
consolidate its four core lab operations into the new cooperative lab, which would eventually process about 
half of all HHC lab tests. HHC would continue to maintain 12 rapid response laboratories for tests that 
require a turnaround of four hours or less. No current staff would be laid off and HHC would eventually 
relocate approximately 162 lab staff to the new jointly controlled facility.  

Once fully operational, the new lab is expected to generate savings of at least $23 million annually for HHC, 
while increasing efficiency, standardizing best practices, and improving quality and depth of services. I urge 
your support.  

SENIOR LEADERSHIP CHANGES 

As the Board knows, Iris Jimenez-Hernandez, our Executive Director of Lincoln Medical and Mental Health 
Center and Network Senior Vice President for our Generations+/Northern Manhattan Network, will be 
leaving us at the end of the March to become a Senior Vice President in the Health Division at Maximus, a 
national social service management firm. In her new role, Iris will oversee work in several northeastern 
states to operationalize health exchanges and other provisions of the Affordable Care Act.  

With Iris’s departure, I have asked Denise Soares, the Executive Director at Harlem Hospital Center, to 
assume the role of Senior Vice President of the Generations+/Northern Manhattan Network. Before her 
present position, Denise served the North Bronx Healthcare Network for 12 years, as Network Chief Nurse 
Executive and then as North Central Bronx Hospital’s Chief Operating Officer. She is a leader whose 
commitment to quality patient care and patient satisfaction is anchored in operational excellence and 
prudent stewardship. This is demonstrated by Harlem Hospital’s recently earned Leapfrog Award for the 
Greatest Leaps in Patient Safety and Quality. Additionally, during her tenure at Harlem Hospital, Denise has 
been a champion of Breakthrough, HHC’s process improvement methodology, with readily apparent positive 
results.  

To fill the void at the helm of Lincoln, I have selected Milton Nunez, the Deputy Executive Director/Chief 
Financial Officer of the North Brooklyn Health Network to assume the role of Executive Director. Milton has 
been a senior manager in HHC for 13 years, and most recently assisted PAGNY, our professional affiliate, 
with the restructuring of its finance operations. Milton’s accomplishments include implementing effective 
service line consolidations, leading the development of staffing benchmarks for physicians, nurses and other 
staff, coordinating successful Phase 1 Meaningful Use designation, and leading a collaboration to revamp 
ambulatory care service delivery to produce lower costs, improved operations, and increased managed care 
enrollment.  

Under the leadership of Denise and Milton, I am confident that the Generations+/Northern Manhattan 
Network and Lincoln Hospital are in very capable hands. I know that the Board joins me in congratulating 
them and in offering our support as they assume their new duties.  
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HHC IN THE NEWS HIGHLIGHTS  

Broadcast  

Dr. Susan Smith McKinney Nursing & Rehabilitation Center earns 4-star rating from U.S. News, News 12 
Brooklyn, 03/13/13  

Emergency room struggles after Hurricane Sandy, Coney Island Hospital, WABC, 03/12/13  

Print  

HHC Aces Ratings, Crain's Health Pulse, 03/01/13  

HHC Bonds Get Top Ratings from Moody's, S&P and Fitch, Hospital Newspaper, 03/18/13  

The Melody of Memory, Sea View Hospital, Staten Island Advance, 03/11/13  

City Hospital Corporation Hit by Sandy Losses, HHC, The Wall Street Journal, 03/08/13  

Public hospital MDs push back against pay tied to performance, HHC, The New York World, 03/07/13  

Coney Island Hospital Again Receiving Ambulances, Hospital Newspaper, 03/18/13  

Nursing Home Innovation: Sea View’s Incontinence Program, Sea View Hospital, Sea View Hospital, 
Elderbranch.com, 03/15/13  

Moving Toward Person - Centered and Recovery - Oriented Services and Systems, Dr. Eric Leventhal, 
Bellevue Hospital, Mental Health News, Spring 2013  

Peer Counseling Effectiveness in Acute Care at Kings County Hospital, Jonathan P. Edwards, LMSW, Janine 
Perazzo, LMSW, Kings County Hospital, Mental Health News, Spring 2013  

Sydenham Health Care Network Center grand opening, Renaissance Health Care Network/Sydenham Health 
Center, The New York Amsterdam News, March 14-20, 2013  

Lincoln Recovery Center, Lincoln Hospital, The Bronx Free Press, 03/06/13  

Chinese leader in maternal health visits Gouverneur and Bellevue to learn about natural labor and delivery, 
World Journal, 03/09/13 (Covered in China Press, SinoVision, DW News)  
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