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Montefiore Medical Center 
Community Service Plan - 2005 

 
Executive Summary 

 
The purpose of this report is to provide an overview of Montefiore Medical Center (MMC) and 
its programs of community service.  It is organized in two parts, as follows: 
 
Part 1 describes the medical center and its approach to assessing and responding to the needs of 
the community which it serves.  Included in that section are descriptions of 
 

• MMC’s corporate structure, licensure and organization; 
• MMC’s mission, strategy and service area; 
• MMC’s approach to assessing community needs, and 
• the way in which MMC reaches out to, includes and communicates with its various 

communities in the planning, design and operation of its community services.   
 
Part 2 profiles the programs of community service that MMC operated in 2004, including 
 

• MMC’s provision of uncompensated care; 
• the medical center’s portfolio of “baseline” community service; 
• a description of some of the medical center’s programs of community service, reaching 

out to populations with poor access to care and/or with special needs; and 
• some of the public goods and services which MMC provides to the broader community. 

 
Over the past year, the medical center has maintained and expanded its range of community 
services, reaching out to and serving populations with un-met health care needs 
 

• those with poor access to comprehensive primary care, 
• under-served, at-risk and hard to reach children and their families, 
• under-served and at-risk senior citizens, 
• those affected by cancer,  
• those affected by the continuing HIV epidemic in the Bronx, 
• persons with or at-risk for tuberculosis infection, 
• persons affected with problems of substance abuse, 
• the homeless, 
• adults and children with limited access to primary dental care, and  
• persons affected by chronic diseases such as congestive heart failure, diabetes and 

asthma. 
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Over the coming year, the medical center plans to maintain and – where possible – expand these 
services.  Specific initiatives for the coming year include 
 

• expanding MMC’s services to at-risk and under-served elderly populations in the Bronx 
and southern Westchester; 

• expanding outreach, screening and access initiatives for persons with or at-risk for 
cancer; 

• expanding outreach, primary and specialty care for populations with chronic diseases 
such as heart disease, diabetes, and asthma, and  

• enhancing access to pediatric primary and specialty care, at MMC’s Children’s Hospital, 
and throughout the medical center’s “Child Health Network.” 

 
Montefiore’s ability to sustain this extensive array of community service programs is a function 
of a number of factors, including: 
 

The institution’s success in responding to a changing health care environment, and in 
generating sufficient revenues to enable the continued cross-subsidy of, and support for  
its extensive programs of community service; 
An active partnership with health and social service agencies at both the city and state 
levels, in formulating coherent approaches to responding to pressing community needs; 
Adequate payment systems and regulatory flexibility for innovative programs targeted at 
hard-to-reach populations with poor access to care and at risk for poor health outcomes; 
Enlightened public policy regarding the financing of the other “public goods” (eg. health 
professions education and research) to which the medical center is committed; and 
The continued availability of public and private sector grants and subsidies, that help to 
defray the ongoing operating costs of programs which respond to documented 
community needs. 

 
Montefiore’s service area – the Bronx and southern Westchester – contains communities which 
are among the most economically disadvantaged in the nation; with health status indicators that 
bespeak a continuing lack of access to quality health care services. It is this continuing need 
which underpins Montefiore’s historical, mission-driven investment in services to its community. 
As the major provider of health care services to the people of this borough, Montefiore has 
assumed a leadership position in identifying and responding to those needs.  
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children with AIDS and pregnant women infected with HIV, and their offspring.  
Started initially as a research effort in the Division of Pediatric Allergy and 
Immunology, Montefiore’s pediatric and maternal AIDS program has grown into a 
significant ambulatory and inpatient care program, with important research and 
service components.  
 
The Family Immunology Center offers medical services to children and families 
living with HIV/AIDS.  The AIDS Institute- COBRA Case Management Program 
provides intense case management to people living with AIDS. 

 
The Division of Allergy & Immunology - Department of Pediatrics continues to 
provide primary care to HIV infected children and their families.  The central goal is 
to engage the patient in care and meet their needs by providing a wide range of 
medical and social services. Patients without insurance or who are underinsured can 
work with the social service staff and medical staff to obtain medical insurance. 
Additionally, the medical site provides on-site free HIV testing. The main clinical site 
is the Family Immunology Center.   
 
Social Service outreach can be achieved through referrals from different AECOM 
Methadone sites which are dispersed across the Bronx as well as the Montefiore 
Medical Center- Infectious Disease Clinic. 
 
The Division of Allergy & Immunology continues to target specific sub-groups of the 
HIV/AIDS population such as women, children, adolescents (Family Immunology 
Center & COBRA program) and recovering substance users (COBRA program). 
 
The medical program offers medical services to children and their families. The 
COBRA program provides services to the same population and additionally provides 
outreach to the HIV positive/AIDS community within the Albert Einstein College of 
Medicine-Division of Substance Abuse Program and the Montefiore Medical Center- 
Infectious Disease Clinic.  The number of unduplicated clients who were served in 
2004 was 435. 

 
The medical program will continue to provide medical services and additionally 
research any new studies or protocols as it applies to the population.  Ongoing 
collaboration with other Montefiore Medical Center providers will continue to ensure 
the highest level of patient care.  The COBRA Case Management program will 
continue to actively screen and enroll eligible patients from the Family Immunology 
Center, the Division of Substance Abuse and the Montefiore Medical Center- 
Infectious Disease Clinic. 
 

The Division operates a Family Immunology Clinic (FICL), following and 
providing ongoing primary and specialty care to a population of HIV-infected 
women and their offspring. 

• 

• It operates a program in which the Division provides ongoing specialty 
services, consultation and access to clinical trials to a population of HIV-
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infected women, some who are pregnant and are at risk of having HIV-
infected infants; and provides post-partum care to mothers and well/sick 
newborn care to their infants. 
The Division also provides outreach services to a series of hospital-based 
clinics in Montefiore and at other facilities, providing specialty consultation 
for primary care services at those sites. 

• 

• 

• 

The Division operates a Pediatric AIDS “hot line,” staffed with both paid staff 
and volunteers, providing information and referral to persons calling for 
information and assistance with pediatric AIDS problems. 
Finally, the Division is involved in a series of very promising clinical trials 
with regard to the transmission of the HIV virus during pregnancy, and 
mechanisms for the potential blockage of that transmission, so that HIV 
infected mothers need not give birth to children infected with the virus. 

 
 
7. Care for High-Risk Populations: Tuberculosis DOT Program 
During 1992, in an effort to respond to a dramatic increase in the incidence of active 
tuberculosis in New York City, Montefiore and the Albert Einstein College of Medicine 
established a “Tuberculosis (TB) Initiative” to coordinate and support TB-related 
activities at the medical center, medical school and affiliated patient care settings and to 
respond to TB-related needs within the Bronx community.   
 
The most significant problem in managing TB and controlling its spread is that although 
this disease is generally curable, its treatment is lengthy, involving ingestion of multiple 
medications several days each week for a period of six to eighteen months.  If a patient 
does not complete treatment, he may become infectious and can spread TB in the 
community.  Hence, the major public health strategy for TB control is to assist those with 
active TB in completing treatment.   
 
A significant component of the MMC/AECOM TB Initiative’s activities has been the 
establishment of an intensive, outreach-oriented program, designed to help Bronx 
residents with active TB in completing treatment.  This “Directly Observed Therapy 
(DOT) Program”, sponsored by the New York State Department of Health, became 
operational in February, 1993. 

 
The Tuberculosis Initiative Program is a “directly observed therapy” (DOT) or directly 
observed preventive therapy (DOPT) program for patients with active TB or those at risk 
after exposure.  Ideally, every patient with active or suspected TB should receive every 
dose of anti-TB medication in a TB DOT/DOPT program.  The goal of the program is to 
ensure that patients with active tuberculosis are directly observed taking their 
medications as prescribed for the full duration of therapy.  Patients are identified and 
referred to the DOT/DOPT program while they are hospitalized, under care of a private 
provider, or by direct referral from an MMC affiliated program. The Program is 
administered and coordinated by the Tuberculosis Initiative, with services provided at 
MMC and AECOM sites and at patients’ homes.  
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The Program arranges for clients’ anti-TB prescriptions to be filled; supervises clients’ 
ingestion of their anti-TB medications; provides “incentives” to clients for successful 
adherence to their prescribed medication regimens; and assists them in completing their 
course of treatment (including facilitating attendance at medical appointments and 
examinations).  In addition, basic case management is provided for all clients and 
community outreach and follow-up, for those who are non-compliant.  Services are 
structured to accommodate the needs of the clients: hours of operation are long and 
flexible (8:00 a.m. to 7:00 p.m.); TB DOT staff are bi-lingual, familiar with the culture 
and demography of the TB DOT clients and reside in the community served. 

 
The Program has developed a network of referral relationships with those local hospitals 
which provide a significant amount of inpatient and outpatient TB care (but do not run 
their own TB DOT programs).  Anyone with active TB who lives in the Bronx - 
regardless of insurance status or outpatient medical care provider - can enroll in the 
Program. Once enrolled, clients receive TB DOT services from the Program until they 
complete treatment (i.e., for six to eighteen months).  During this period, clients receive 
other services - medical, social, etc. - from a variety of agencies and institutions.  TB 
DOT clients generally receive outpatient follow-up at an outpatient clinic associated with 
the hospital where their TB was diagnosed.  
 

Because of the significant non-medical needs of many TB DOT clients, the Program has 
developed relationships with several local community based social service organizations 
(CBOs).  Many clients are referred to these agencies, either while still hospitalized or 
while receiving TB DOT Program services.  In many cases, Program staff accompany 
clients to initial social service appointments, both to make sure that the referral proceeds 
smoothly and to allow Program staff to assist CBO staff in coordinating with the clients’ 
health care providers. 

    
The TB Initiative program office processes all DOT/DOPT billing; acts as the NYS DOH 
and NYC DOH liaison for all DOT/DOPT patients; acquires incentives (e.g., 
transportation metro cards, food and clothing vouchers); and provides them to 
DOT/DOPT patients.  The program also coordinates the acquisition of prescribed 
medications and their distribution to the patient. 
   

A Case Manager employed by the TB Initiative program office is assigned to each 
DOT/DOPT patient.  The case manager: 

• works with area health care providers and discharge planners to integrate new 
patients into DOT/DOPT care; 

• meets with each patient on a regular basis, to review progress, provide basic case 
management support (coordinated with site social service staff, including 
assistance with entitlements, etc.), and provide the patient with his participation 
“incentives”; and 

• coordinates appropriate diagnosis testing and follow-up for DOT/DOPT patients 
and tract TB-related activities of the patients. 

 
The DOT/DOPT program provides support, intervention, and consultation services, as 
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needed, to ensure patient compliance to treatment.  Extensive outreach activities with 
referrals for legal action by the NYC Department of Health are implemented when all 
other attempts to continue treatment fail.  Discharge planning and follow-up referral 
contracts are made on as needed basis. 
 
In 2004, there were 2,636 home and office-based TB DOT encounters.  The numbers are 
declining consistent with infection trends. 

 
 

8. Care for High-Risk Populations: Substance Abuse Treatment Program 
The Department of Psychiatry operates a large Substance Abuse Treatment Program 
(SATP) that provides integrated substance abuse treatment, medical and mental health 
services to a population with complex needs.  Over the past four years, MMC and the 
Albert Einstein College of Medicine have unified the medical and administrative leadership 
of their two programs. The combined program serves more than 4,500 opiate-dependent 
individuals at seven community-based sites in the Bronx.  The Methadone Maintenance 
component of the SATP serves over 1000 enrollees at the three Montefiore clinic sites.  
Total visits at these three sites for the MMTP was 196,109 in 2004.   
 
The program is licensed and partially funded by the New York State Office of Alcohol and 
Substance Abuse Services to provide opioid maintenance treatment in the form of 
methadone and/or LAAM.  The population served is overwhelmingly poor (90%) and 
minority (85%). The clinics offer opioid agonist treatment together with continuity HIV-
related and general primary care services.  Opioid agonist treatment including medication 
dispensing and administration, baseline and annual medical examinations and group and 
individual counseling, is provided with on-site family services, vocational services, HIV 
counseling, testing, referral, partner notification, case management and risk reduction 
services. 
 
In 2005, the SATP plans to continue their program growth.  Application has been made to 
OASAS for authorization to open 50 more patient slots at the Unit 1, 3550 Jerome Ave. 
MMTP clinic.  This will allow that site to eliminate their waiting list.    The SATP has also 
made application to OASAS and to the DOH to provide Medically Supervised Withdrawal, 
Ambulatory Detoxification services at our 3550 Jerome Avenue site.  In 2005 the SATP 
will pursue it’s plans to move the two co-located clinics, currently housed at 2005 Jerome 
Ave, to a larger, more adequately appointed space.  This custom built space will be located 
at 2068 Jerome Ave.   
 
In addition to opioid maintenance treatment, the program provides substance abuse 
services in the form of counseling, group therapy and social support services, and operates 
a number of special services: 

 
� Integrated primary and specialty medical care 

 The Montefiore SATP has served as a national model for the linkage of substance 
abuse treatment with the primary medical care and specialty services of an academic 
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medical center.  The program provides over 12,000 medical visits/year, including pre-
natal care for pregnant patients, on-site dental care, psychiatric/mental health services, 
directly observed therapy (DOT) and directly observed prophylactic therapy (DOPT) 
for tuberculosis.  The SATP physicians admit directly to and provide care for patients 
at the medical center. 

 
� HIV counseling and testing 

 With funding from the New York State AIDS Institute, the SATP provides a 
comprehensive program of counseling and testing for HIV infection. 

 
� Study of HIV natural history   

 As part of its involvement in primary care, the SATP has served as an important site for 
the study of the natural history of HIV infection on a longitudinal basis.  The research 
program has proven to be an important source of knowledge about the progression of 
the AIDS epidemic in the Bronx and the routes of transmission of HIV infection among 
substance abusers. 

 
� Vocational rehabilitation 

The SATP has received grant funds from the Office of Alcohol and Substance Abuse 
Services to provide on-site vocational rehabilitation services for patients in recovery 
from substance abuse.  The program will enhance the ability of recovering patients to 
integrate successfully as functioning members of the community. 

 
� Office-based Methadone Prescribing 

 The expansion of methadone treatment has historically been limited by widespread 
misconceptions and prejudice, community hostility and unpopularity and strict 
regulation.  With a grant from the National Institute on Drug Addiction, researchers and 
physicians at Montefiore and Beth Israel Medical Center (New York) have developed 
an initiative to expand access by integrating methadone prescribing into mainstream 
medical practice, an approach that is becoming the norm in many countries outside the 
United States.  Primary care providers (physicians, physician assistants, nurse 
practitioners and nurse midwives) at four Montefiore ambulatory sites (and at Beth 
Israel sites) are participating in the office-based methadone prescribing program. 
Providers receive training on office-based prescribing and on special health issues of 
the patient population being served.   

 
Results from the study indicate that patients assigned to office-based prescribing do 
better, compared to controls, in terms of remaining in methadone treatment and not 
using illicit drugs.  Patients prefer office-based prescribing, and participating providers 
are satisfied with incorporating office-based methadone prescribing into their practices.  
Patients and providers continue to be followed to evaluate their experiences and 
satisfaction. 
 

� New Directions Recovery Center 
Beginning in October of 2004, the SATP implemented the New Directions Recovery 
Center.  This Wellness program is an intensive outpatient treatment program designed 
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to facilitate recovery from alcohol and substance use disorders.  Evidence based group 
counseling sessions are structured to offer didactic lecture, psychoeducational in nature 
focusing on the following: alcohol and other drug education; relapse prevention; 
planning for sobriety; spirituality; stress and emotional well being.  This abstinence 
based program is intended to stabilize the lives of patients; reduce behaviors associated 
with risk of exposure to and spread of HIV/AIDS and other infectious/communicable 
disease; improve patient’s effective use of health services, overall health outlook, social 
productivity and employability, and decrease patient criminality.  Total visits for the 
New Directions Recovery Center in 2004 were 314. 

 
 

9. Care for High-Risk Populations: Homeless Services  
 

� Care For The Homeless (CFTH)  
The Care for the Homeless program is coordinated through the Department of Family 
Medicine and Community Health and the Family Health Center.  Funded by a 
combination of governmental and private funds, Care for the Homeless is part of a 
citywide effort to provide health and social services to men, women, and children 
without a permanent address.  A nurse practitioner coordinates the homeless project, 
designed to bring primary health care services to people in homeless shelters, at soup 
kitchens and drop-in centers, and on the street.   

 
Care for the Homeless began almost fourteen years ago as one of nineteen pilot 
programs funded by a grant from the National Health Care for the Homeless Program 
supported by the Robert Wood Johnson Foundation and the Pew Memorial Trust. The 
intent of those programs was to establish programs providing primary health care 
services to homeless individuals and families in urban centers across the country.  
Originally operating under the aegis of the United Hospital Fund, Care for the 
Homeless incorporated as a not-for-profit organization and became independent of the 
UHF in January, 1993.  CFTH serves homeless people in the following ways: 

 
• Arrange and coordinate primary care, early intervention of HIV/AIDS, social 

services, substance abuse and mental health counseling; 
• Identify and break down barriers hindering access to health care and other services; 
• Provide opportunities for homeless people to develop life skills that will enhance 

their independence and social functioning; 
• Link homeless people to existing educational and employment services;  
• Manage an emergency shelter for women; and 
• Provide leadership in development of public policy to alleviate unacceptable 

conditions to which homeless people are subjected and work toward the elimination 
of homelessness. 

 
• Description of Services:  
The goal of the CFTH program is to arrange for and coordinate primary care, early 
intervention of HIV/AIDS, social services, substance abuse and mental health 
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counseling for homeless persons and families. Care for the Homeless contracts with 
licensed Article 28 institutions and Article 36 institutions in New York City, arranging 
and coordinating the accessibility and delivery of medical services at thirty different 
sites in the Bronx, Brooklyn, Manhattan and Queens.   

 
Montefiore Medical Center is one of these institutions, serving seven sites in the Bronx, 
one site in Manhattan, and one site in Queens.  Under contract with Care for the 
Homeless, the medical center employ teams of health care professionals, who are then 
deployed to provide medical, social service, counseling, and health education services 
at these shelters, soup kitchens, and drop-in centers.  The medical teams are expected to 
provide basic primary care including treatment of episodic and chronic illness, early 
intervention for HIV, and social services. Services provided include the following: 
 
• Primary health care including early intervention for HIV/AIDS, treatment of 

episodic and chronic illnesses 
• Social services 
• Mental health counseling 
• Substance abuse counseling 
• HIV education, testing and counseling 
• Podiatric services 
• Psychiatric services 

 
Further, referral and back-up arrangements with the respective parent health centers 
and other health and social service facilities allow for a range of benefits including: 
• Diagnostic services 
• Specialty services 
• Ancillary services 
• Mental health services 
• Substance abuse services 
• Emergency services 
• Inpatient services 

 
In 2004, the teams provided over 18,000 visits to almost 5,000 clients.  Those team 
members assigned to work at the sites currently go to each site on a regular schedule. The 
team social worker’s role varies from significant responsibility for assuring clients have 
Medicaid to psychosocial counseling.   
 
In 2005, the program will continue a trend of growth and expansion.  During 2005, the 
team will begin serving homeless families in a new location, the Willow Avenue Family 
Residents.  Members of the team have received training and conference opportunities 
through the Care for the Homeless, including HIV Test Counselor Training, Outreach 
and Motivational Interviewing Training, the National Health Care for the Homeless 
Conference, and the Care for the Homeless All-Agency Fall Staff Retreat. 

 
� New York Children’s Health Project 
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Since 1987, the New York Children’s Health Project (NYCHP) has delivered 
comprehensive health care services to under-served homeless children, youth and 
families: those living in homeless shelters, on the street, immigrant children, victims of 
domestic violence and others with limited medical resources.  The NYCHP’s seven 
Mobile Medical Units (MMU) and five shelter-based clinics provide care at twelve 
homeless shelters and community-based sites through out New York City.  Mobile 
Medical Units and shelter based clinics are staffed by a “medical team” which includes 
some combination of: physicians, nurse practitioners, nurses, social workers, registrars 
and drivers.  Each medical team provides comprehensive medical and support services on 
a weekly basis to each scheduled service site. All sites are equipped with our unique 
electronic health record system.  Since its inception, the NYCHP has provided more than 
238,000 health encounters to over 59,000 patients. 
 
The NYCHP programs qualify for Federal Section 340 “homeless services” funding.  
Section 340 funding accounted for approximately $1,800,000 in 2004, helping to support 
health care provided to the homeless population. 

 
The New York City homeless family shelter system - one of the largest in the nation - is a 
vast array of more than 100 facilities, including apartment-style buildings and welfare 
hotels, located in all boroughs of the city.  More than 5,000 families and 10,000 children 
are housed within the system on any one night, with an average length of stay of ten 
months.  The domestic violence shelter system, which parallels the main shelter system, 
includes a total of 30 emergency shelters and five transitional housing programs for 
victims of domestic violence.  Many of these secure, anonymous sites are located in 
small apartment buildings across the five boroughs of the city.  More than 1,700 women 
and children find residence in the system each night, representing only a fraction of those 
affected by domestic violence.  In fact, the New York City Department of Homeless 
Services reports that of the more than 7,500 families requesting shelter each year, one in 
five is a domestic abuse case.  Because open beds are rare in domestic violence shelters, 
these families more often than not end up in standard homeless shelters without needed 
support services and security. 

       
Homeless children have tremendous health care needs, exhibiting much higher rates of 
serious physical and mental health problems than general child populations.  They are at 
higher risk for asthma, otitis media, upper respiratory infections, obesity, failure-to-
thrive, developmental delays, and depression associated with homelessness and, often, 
domestic violence.  If left untreated, many of these conditions can result in permanent 
physical and developmental impairments.  At the same time, access to health care 
services is limited.  Most shelters are located in health provider shortage areas, and even 
when local resources exist, other barriers such as lack of transportation and day care 
services prevent families from obtaining the care they need. 

 
For women and children who are homeless due to domestic violence, the health and 
mental health care needs are magnified.  Most have never had access to a true “medical 
home” because they have lived in neighborhoods with few quality health care resources.  
Even when such resources are available, abused mothers generally neglect their own 
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health and that of their children while in the abusive situation.  This is because women 
who have been abused exhibit symptoms of trauma such as extreme anxiety, guilt, and 
bouts of depression, which limit their ability to access the resources they need.  Young 
children who witness physical violence between parents in the home display many of the 
same symptoms.  These children are much more likely to experience health problems and 
developmental delays as well.  If they are school-age, the experience often leads to 
behavioral problems and declining academic performance.  Health concerns among these 
children include a very high incidence of asthma, low immunization rates, nutrition-
related disorders, dental health needs, developmental delays, and chronic depression.  

 
Runaway street youth represent another high-risk group.  In many cases they have 
endured years of physical and sexual abuse, parental neglect, and/or the drug addiction of 
a family member before finally leaving home.  Some are victims of a faulty safety net 
system which pushes them out of foster care with limited resources once they reach the 
age of 18.  On the street, in the homeless shelter, or doubled and tripled up in inadequate 
housing, these homeless teens live in physically dangerous, economically deprived, and 
emotionally destructive settings.   Many meet the diagnostic criteria for post-traumatic 
stress disorder.  A significant number turn to prostitution or “survival sex” to support 
themselves.  Other risk factors include substance abuse, unsafe sexual practices, multiple 
sex partners, time in prison, and a lack of knowledge or denial of HIV transmission.  
Health status indicators for this population include high rates of HIV/AIDS, sexually 
transmitted diseases, unwanted pregnancies, and asthma.  In addition, large numbers of 
runaway youth experience psychiatric and/or substance abuse problems.  

 
Homeless families have tremendous health care needs, exhibiting much higher rates of 
serious medical problems than the general population.  Most of these families come from 
neighborhoods with few quality health care resources.  Once homeless, their access to 
health care is severely limited, since most shelters are located in health provider shortage 
areas.  The NYCHP’s innovative service delivery model responds to these needs, 
bringing care to shelter and community sites throughout the city on a regular weekly or 
twice weekly schedule.  

 
The NYCHP provides comprehensive health care services to homeless children, youth 
and families throughout New York City. NYCHP services include: 

 
¾ Comprehensive medical care programs: 

• Primary health care, including well-child visits, immunizations, and health 
education;  

• Specialty and inpatient care at Montefiore Medical Center; 
• Mental health services, including individual and group counseling, 

delivered by bilingual mental health and social work staff; 
• Case management and entitlements assistance;  
• Women’s health services, available at selected sites staffed by a family 

practitioner; 
• Complete nutrition services, including assessment and counseling and 

emergency food assistance through an on-site food pantry and referrals; 
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• Medications distributed to patients free of charge when other resources are 
not available;  

• Substance abuse prevention and referral; 
• HIV testing and counseling; and 
• 24-hour, 7 days-a-week access to medical providers through a toll free 800 

number. 
 

¾ Special Initiatives: 
• Childhood Asthma Initiative combines the most effective clinical 

guidelines with asthma education and psychosocial support within the 
context of primary care to help families manage this chronic and 
potentially life-threatening disease. 

• Referral Management Initiative helps ensure that high-risk populations 
receive necessary specialty care by arranging specialist appointments, 
making transportation arrangements, and facilitating communication 
between primary care providers and specialists. 

• Power of Play Initiative educates parents about important developmental 
benchmarks and how age-appropriate play and activities can foster healthy 
physical and cognitive development. 

• Reading Project promotes reading and a life-long interest in learning by 
giving culturally, developmentally, and linguistically appropriate books to 
children and family members at each appointment. 

 
In 2004, the 3,526 patients accessed comprehensive health care, of which 37% were 
adults and 63% were children - 35% of the children 4 years of age and under.   A total of 
11,484 comprehensive primary and expanded care encounters during 2004, made up of 
8,008 primary care, 1,947 mental health, 1,127 case management/substance abuse, and 
402 nutrition encounters.  The patient population was 63% female and 37% male. The 
racial/ethnicity breakdown of the patients was 54% African-American; 40% Latino; and 
6% Other.  NYCHP patients were 77% Medicaid and 23% uninsured. All of the patients 
of the NYCHP are homeless and the majority live below the poverty line.  

 
Specific program accomplishment in 2004, include: 

• The NYCHP served 3,530 children and family members at 12 sites across New 
York City in 2004. 

• Pediatricians conducted hospital rounds for all NYCHP newborns and pediatric 
patients at the Children’s Hospital at Montefiore.  For homeless families who are 
in crisis and continual transition, this provides much-needed continuity of care 
and support. 

• The Childhood Asthma Initiative provided clinical services to 319 children at the 
NYCHP.  As a result, fewer patients had moderate-severe asthma, and emergency 
room use and hospitalizations decreased.  To encourage better management of the 
disease, mental health services, including psycho-education groups, were also 
offered to parents of children with asthma. 
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• Mental health services were significantly expanded.  Mental health services are 
now offered at six of the twelve NYCHP sites.  Services are bilingual, and are 
delivered by clinical psychologists and mental health staff.  In 2004, the NYCHP 
provided 1,947 mental health encounters. 

• Equipment for the electronic health record system was updated.  Computers and 
servers were upgraded, improving the reliability and efficiency of records 
management for all patients. 

• The Reading Project distributed nearly 9,000 age-appropriate books to more than 
3,000 children and parents at the NYCHP. 

 
Over the past five years, the number of homeless families sleeping in the New York City 
shelter system has increased significantly (from 6,100 in 1994 to 8,170 in May 2005). 
According to the Coalition for the Homeless, during the past couple of years the number 
of homeless New Yorkers residing in shelters each night has reached the highest point in 
the New York City’s history.  In May 2005 25,653 homeless men, women, and children 
were sleeping each night in the New York City shelter system, including 13,601 children 
and 12,052 adults.  Thousands more sleep on city streets, park benches, and subway 
trains.  These numbers reflect the worst homeless crisis in New York City’s history, and 
the effects on children are devastating. 

 
Homeless families have urgent health care needs, exhibiting much higher rates of serious 
medical problems than the general population.  Once homeless, their access to health care 
is severely limited, since most shelters are located in health provider shortage areas.  
These families suffer disproportionate rates of poverty, low educational attainment, 
substance abuse, HIV/AIDS, obesity and malnutrition, among others.  Homeless children 
are highly susceptible to delayed immunization, asthma, developmental delays, and 
psychological problems. They experience more complex health problems and excess 
hospitalizations (hospitalizations up to 50% higher than low-income housed children). 
On average 20% of homeless patients (excluding patients seen through domestic violence 
shelters) have a history of domestic violence.  Moreover, nearly 50% of children in 
homeless shelters are ages five and younger—these first years of life are crucial in 
shaping a child’s cognitive, motor, and social skills.  Medical care for these children is 
critical. 

 
Plans for the NYCHP in 2005 include: 
• Provide high-quality, comprehensive primary care to more than 3,500 homeless 

children and family members via mobile medical units and shelter-based clinics. 
• Explore expanding services by adding a new service site that would include 

comprehensive medical care and mental health services. 
• Provide more comprehensive care to families by expanding adult services at two to 

three existing family shelter service sites, specifically targeting parents of pediatric 
patients. 

• Address urgent needs among homeless families by offering psychiatric services.  This 
will significantly reduce waiting times, and overcome a tremendous obstacle to care. 
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• Develop and implement outreach and marketing strategies tailored specifically for 
each NYCHP service site. 

• Respond to the high rate of obesity and malnutrition among homeless families by 
implementing a nutrition needs assessment.  This will result in appropriate preventive 
and wellness health care interventions and activities for homeless families. 

• Develop culturally and linguistically appropriate Health Education curriculum and 
materials. 

• Improve access to oral health services by developing a full time oral health services 
program. 

• Develop enhanced reporting capabilities in our electronic health record system in 
order to improve and expand program performance measures and ensure optimal 
delivery of services. 

 
 

10. Care for High-Risk Populations: Dental Care for the Under-served 
The Community Dentistry Division of the Montefiore Medical Center Dental Department 
is a multi-functional, multiple site operation, providing dental services to a multitude of 
impoverished, under-served, medically compromised patients.  Generally, these 
populations are hard to reach and a core function of the Community Dentistry Division is 
to bring dental services to the clients wherever they may be.   

 
To that end, the Community Dentistry Division has organized on-site dental facilities in 
four  schools, one homeless shelters, two substance abuse treatment programs, three MMG 
community sites, the outpatient Oncology program at the Moses Division and the 
Infectious Disease Clinic at the Moses Division. 

 
The Community Dentistry Division has developed a model that uses portable/mobile dental 
equipment on-site along with patient education as a basic function.  Several grants have 
been received that are directly related to this operation.  The grants have been received 
from state (Primary Care Initiative), and federal agencies, (Health Resources and Services 
Administration, Bureaus of Primary Health Care, HIV, and Homeless Affairs), as well as 
private foundations (Robert Wood Johnson).  Grants have enabled the program to be cost 
neutral to the Dental Department and the institution, while delivering necessary services to 
this under-served population. 

 
The Community Dental Program provided dental services in 2004 at the following sites: 

 
• Four school health clinics - Clinton High School, PS 28, PS45, PS 105 
• Infectious Disease Clinic at Montefiore 
• Dental Oncology Clinic at Montefiore 
• Van Etten Substance Abuse Program  
• Substance Abuse Treatment Program at Montefiore 
• South Bronx Health Center for Children and Families 
• Jackson Avenue Family Shelter extension clinic 
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• Three Montefiore Medical Group sites - Marble Hill, Williamsbridge and 
Castle Hill 

 
Each site targets an indigent population of adults and children that do not have access to 
dental care and need special attention.  
 
The South Bronx Health Center for Children and Families (SBHCCF) at 911 Longwood, 
is a community health center in the Hunts Point section of the South Bronx that provides 
comprehensive health care services to this highly under-served community.  In fact, the 
SBHCCF is located in a federally designated health personnel shortage area.  There are 
virtually no comprehensive dental services in this community.  Through Montefiore’s 
Dental Program at SBHCCF, all of their patients are now afforded high quality dental 
services.  For many of the patients this is the first dental care they have ever received.  
The dental program is both necessary and vital for the community.  In 2004, the 
SBHCCF operated a two-chair facility that operated one day a week.  In 2005, services 
are provided two days a week.  In 2004, there were 458 visits. 
 
Care for the Homeless, funded by the US Public Health Services Bureau for Primary 
Health Care, contracted with MMC to coordinate and arrange delivery of dental care for 
homeless people at Jackson Ave Family residence – a transitional residence for 95 
homeless families.  The program provides comprehensive oral health care services 
including cleanings, extractions, oral exams, dentures and fillings. With a one chair 
dental unit utilized one day a week, there were 127 visits during 2004. 
 
The Ryan White HIV/AIDS Dental Reimbursement Program helps to meet the oral health 
needs of people living with HIV/AIDS, most of whom are not covered under existing 
federal and state assistance programs.  The HIV/AIDS Dental Reimbursement Program 
provides participating institutions with partial reimbursement for the costs of providing 
oral health care services to low-income people living with HIV and AIDS.  The Dental 
Clinic in the ID Departments consists of 2 dental chairs and runs three days a week.  In 
2004, there were 1,665 visits. 
 
The Oncology Dental Clinic services patients with cancer who are undergoing 
chemotherapy and/or radiation treatment.  Dental needs are often provided on short 
notice for patients who are newly diagnosed with cancer and require completion of all 
necessary dental treatment prior to chemotherapy; the one chair facility provides care for 
inpatient and outpatient dental services.  In 2004, operating at 2.5 days per week, dental 
attendings and residents provided over 1,100 visits. 
 
Not only does the Community Dentistry Program provide services and health education 
to clients, it also provides education to residents to encourage them to continue this 
valuable effort when they have graduated from the program.  Residents receive exposure 
and training in the management of off-site facilities as well as the treatment needs of 
under-served clients.   
 
Montefiore Medical Center is a unique institution in that community service stands as 

 79



PART 2:  MONTEFIORE’S COMMUNITY SERVICES 

one of the pillars of its Mission Statement.  The Dental Department at Montefiore is 
nationally recognized by granting agencies, dental organizations and individuals as a 
leader in the field of community service in dentistry to under-served populations and the 
education of residents as to the value of this effort. 

 
 

11. Disease Management Programs  
Montefiore has undertaken several disease management programs, to assist patients who 
have specific chronic diseases such as Congestive Heart Failure, Diabetes, and Asthma. 

 
� Congestive Heart Failure 

Through studies of patients with congestive heart failure (CHF), the medical center 
determined that roughly one-third of the CHF patients are at high risk of re-
hospitalization within one year, which could be prevented through appropriate disease 
management.    The medical center initiated a disease management program that focused 
on the CHF patients.  This initiative includes identifying the patients, developing a 
registry of the patients, performing patient assessments, stratifying the patients into risk 
categories, and providing ongoing primary care and case management to these patients, 
including telephonic contact and regular check-ups, coupled with home visits.  The goals 
of this initiative include improved continuity of care and avoidance of unnecessary 
hospitalization. 

 
The Contract Management Organization (CMO) Heart Failure (HF) Disease 
Management Program is designed to assist in the identification of patients with HF, and 
once identified, to begin working with these patients and their physicians to implement a 
course of treatment designed to improve their health status.  The primary objectives of 
the program are to: 

 
• Improve overall quality of life 
• Reduce morbidity and mortality 
• Ensure patients receive evidence-based care for HF 
• Improve patient and family understanding of HF 
• Reduce inpatient admissions and length of stay 
• Reduce emergency room visits 
• Ensure rapid inclusion of new advances into daily clinical practice 

 
The key components of the program are: 

 
• Patient identification, assessment and stratification 
• Physician continued compliance with “best practice” standards 
• Patient and family education and empowerment 
• Ongoing monitoring of patients’ health status – (The CMO also offers home 

telemonitoring for selected patients through a contract with a qualified vendor.  
These patients are provided with a precision electronic scale integrated with a 
visual and audio display.  This scale records a patient’s weight and prompts the 
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patient to answer specific wellness questions.  The information is then 
automatically transmitted to a computer server located at the CMO with a “red-
flag” system to identify patients who require early contact and intervention.  A 
nurse care manager calls the patient and/or the patient’s physician to follow up 
on alerts as warranted.) 

• Analysis and measurement of outcomes 
• Continuous process improvement  

 
Currently, IPA patients with HIP coverage who have heart failure are candidates for the 
program.  In 2004, approximately 200 patients with CHF were managed; 85 patients were 
monitored via telescale, and 2000 patient telephone calls handled. 

 
In 2005, plans are to increase enrollment and increase the offering of the program to 
additional health plans managed by the IPA. 

 
� Diabetes  

The medical center has undertaken multiple efforts directed at caring for patient with 
diabetes.  These efforts span the Montefiore system, including the Endocrinology 
Division at both Moses and Einstein, the Montefiore Medical Group, and the Contract 
Management Organization (CMO).  
 
¾ Endocrinology Division 

At the Moses Division, the Diabetes team provides consultations, based on inpatient 
care standards.  The outpatient programs include a multidisciplinary diabetes clinic, a 
self management education program, and assistance in the transition from pediatric 
Type 1 diabetes to adult diabetes care.  In addition, there is education for residents, 
fellows and nurses. 
 
At the Einstein Division, inpatient consultations are provided.  Endocrine 
consultations are paired with a ten hour education program.   A specialty practice 
utilizing nurse practitioners and certified diabetes educators cares for mostly patients 
with Type I diabetes.  In addition, there is education for residents, fellows and nurses. 
 

¾ Montefiore Medical Group 
Under the auspices of the Montefiore Medical Group, there are a number of initiatives 
focused on patients with diabetes. 
 

Health Disparities Collaboratives ♦ 
This collaborative program began at the Family Health Center, with the Diabeaters 
program, which is a program implemented through a HRSA-IHI Breakthrough Series 
Collaborative.  It is based on the chronic care model.  Improvements were seen in a 
variety of areas, including improvements in LDL, improved foot exams and lower 
blood sugar levels.  This program was expanded to other MMG sites, including CFCC, 
CHCC, and Williamsbridge.  All the sites have a disease registry and provide self 
management education. 
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Academic Chronic Care Collaborative ♦ 

♦ 

♦ 

♦ 

♦ 

Sponsored by the AAMC, this program focused on teaching practices and the 
development and implementation of resident/student curriculum.  This program is 
being implemented at three MMG sites, CFCC, Williamsbridge, and Castle Hill. 
 

NYSDOH Spread Initiative 
This initiative includes Montefiore, Columbia Presbyterian, UNITE, and IUFH.  The 
medical center is represented by MMG, the Division of Endocrinology, and the CMO.  
These efforts include improving the ABCs, moving the patient registry into the clinical 
information system, encouraging self management evaluation and improvement, and 
evaluating effectiveness. 
 

ACE audit 
The MMG performed low performer chart review and carried out interventions for 
improvement.   
 

Family Care Center Diabetes Program 
A program entitled “Sweethearts” involves a resident referral clinic and includes a 
nurse, nutritionist, a social worker and medical supplier. 
 

Bronx Defeats Diabetes Collaborative 
With the high incidence of untreated diabetes in the Bronx, the medical center began a 
partnership with the Bronx Community Health Network (BCHN), Promesa and the 
Morris Heights Health Center initiating the Bronx Defeats Diabetes Collaborative 
(BDDC).  This initiative has three foci: 

1) Working with providers in four Montefiore Medical Group sites 
(Comprehensive Family Care Center, Comprehensive Health Care Center, 
Family Health Center, and MMG - Williamsbridge), Promesa and the Morris 
Heights Health Center to implement best practices in the provision of care to 
patients with diabetes and to implement a QI program to monitor and evaluate 
the care provided. 

2) Partnership with Health People, a community-based organization in the 
South Bronx, to develop a peer educator program, that identifies people who 
want to be trained to be diabetes educators, and places them part time in 
health centers and part time in the community (community organizations, 
churches, schools).  These diabetes educators bring people with diabetes into 
the care system and help them to control their diabetes. These peer educators 
provide health prevention and promotion services to disadvantaged 
populations.  These peers also volunteer at the health centers, providing aid to 
the community and participate in a variety of community activities, such as 
local health fairs, farmer’s markets and conferences.  

3) Partnership with the Morris Heights Health Center to extend their facilitated 
enrollment program to diabetic patients without insurance in order to steer 
them to the available and applicable insurance programs, such as Medicaid, 
Child Health Plus, and Family Health Plus. 
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¾ Contract Management Organization (CMO) 
The CMO Diabetes Disease Management Program is designed to assist in the 
identification of patients with diabetes, and once identified, to begin working with 
these patients and their physicians to implement a course of treatment designed to 
improve their health status.  The primary objectives of the program are to: 

 
• Improve overall quality of life 
• Reduce morbidity and mortality 
• Ensure patients receive evidence-based care for diabetes 
• Improve patient and family understanding of diabetes 
• Reduce inpatient admissions and length of stay 
• Reduce emergency room visits 
• Ensure rapid inclusion of new advances into daily clinical practice 

 
The key components of the program are: 

 
• Patient identification, assessment and stratification 
• Physician continued compliance with “best practice” standards 
• Patient and family education and empowerment 
• Ongoing monitoring of patients’ health status 
• Analysis and measurement of outcomes 
• Continuous process improvement  

 
Specific stratification levels are identified, Level M – Maintenance, Level 1 – Low 
Risk, Level 2 – Moderate Risk, Level 3 – High Risk, and Level 4  - Complex 
Diabetic Condition.  Appropriate interventions are implemented for the patients, 
according to the stratification level, with each level receiving additional 
interventions.  Interventions include annual information mailings, nurse care manager 
assessment, basic diabetes program, comprehensive diabetes program, and referrals to 
appropriate specialty care. 

 
Currently, IPA patients with HIP coverage who have diabetes are candidates for the 
program.  The pilot phase of the program was initiated in 2004, with approximately 
75 patients enrolled in pilot phase.  Plans for program in 2005 include expanding 
enrollment and increasing staff. 

 
� Respiratory Disease Education 

The Contract Management Organization (CMO) has implemented a Respiratory 
Disease Education Program which is designed to assist in the identification of 
patients with asthma or COPD, and once identified, to begin working with these 
patients and their physicians to implement a course of treatment designed to improve 
their health status.  
 
In 2004, a review of asthma controller medication prescription was performed for 
patients who had an asthma-related hospital encounter, emergency department visit or 
inpatient admission.  The target population for this program is the IPA members. 

 83



PART 2:  MONTEFIORE’S COMMUNITY SERVICES 

 
Plans for this program in 2005 are to implement a full respiratory disease 
management program, including the identification of patients, stratifying these 
asthma and COPD patients, and implementing interventions by severity and risk 
levels.  This includes the assessment and education of IPA members who have had an 
asthma or COPD encounter.  These members will receive a telephone call from a 
clinical pharmacist who will review their medication use and respiratory action plan.  
The goal is to educate members in self-management and decrease the utilization of 
the emergency department and inpatient hospital stays. 

 
 
D.   Service to the Broader Community 
 

Beyond its involvement in patient care services to individuals within and (in some cases) 
beyond its service area, the faculty and staff at Montefiore are heavily invested in the 
provision of service to the wider community, through: 
 
� the education of health professionals; 
� the generation of new knowledge through basic, clinical and social sciences research; 
� affecting health policy through service on a range of professional, governmental and  

inter-institutional boards and advisory group; and 
� by involvement in programs of community service (like housing preservation) which go 

beyond the boundaries of health and health care. 
 
1. Health Professions Education 
Montefiore's investment in health professions education is an essential component of its 
mission, and its by any measure an enormous commitment. 
 
� Advanced Degree Programs 

Montefiore and its affiliates operate an undergraduate medical education program which 
provides educational experiences to 700 medical students and hundreds of nursing and 
allied health students annually.  Montefiore's sites functions as the clinical base for 
graduate training programs for physicians (there are over 800 interns, residents and 
fellows training in the Montefiore/Einstein system), graduate degree nurses and a range of 
other advanced  degree health practitioners, managers and scientists. 

 
� Colleges 

The Volunteer Department has programs targeting college students, including:  the 
Clinical Exposure Program, which offers clinical exposure to selected college students; 
and internships for college students from Bronx Community College, Lehman College, 
and Hunter College. 

 
� Secondary Schools 

In addition to its commitment to education at the graduate level, Montefiore is also 
heavily involved in programs for the school-age population, not only through its school 
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health and school health education programs, but through a range of educational 
relationships with middle schools and high schools. Students from those schools gain 
access to Montefiore's services and service sites as part of their education, often 
stimulating those individuals to pursue health careers. 

 
Of particular note is Montefiore's ongoing relationship with the DeWitt Clinton High 
School in its "health careers" high school program, in conjunction with the Lehman 
College.  With partial support from the Josiah Macy Foundation, this program provides a 
range of educational and supportive services to students at DeWitt Clinton, who - with 
appropriate support and nurturing - may be enabled to pursue careers in medicine, nursing 
and the biological sciences.   
 
The Volunteer Department at the medical center in involved in a number of programs with 
high school students including:  Summer Youth Mentoring Program; Work Force 2000, a 
program sponsored by 1199, where high school students get to explore careers and get 
hands on training; a work study program for special education students from DeWitt 
Clinton; Bronx Academy of Health Career High School; work experience programs with 
students from DeWitt Clinton, Lehman, Truman and Columbus high schools; community 
service program with Ardsley High School; and the Learn Program and Technical Prep. 

 
� Continuing Medical Education 

Beyond its programs of undergraduate and graduate education for the health professionals, 
Montefiore is also heavily invested in continuing medical education to maintain and 
upgrade the skills of its own staff and practitioners throughout the region.  Through the 
MMC-AECOM's Office of Continuing Education, Montefiore's clinical departments 
conducts major programs of continuing medical education. 

 
These continuing medical education programs are largely supported by MMC and 
AECOM, and by fees charged to practitioners for their participation in those programs. 
Montefiore also receives a range of training grants to support its special programs of 
education in primary care, in the care of the HIV infected, and in a variety of other 
specific areas. 

 
2.  Biomedical and Health-Related Research 
With outside funding in excess of $25 million, Montefiore Medical Center is one of New 
York City's largest research institutions, conducting inquiry into a range of medical and 
health care delivery issues, including: 
 
� basic research into the fundamental processes of disease and its treatment in humans; 
� clinical trials and related clinical research, identifying new ways to treat diseases in  

Montefiore's patient population and service area; and 
� in research into the organization and management of health care services, enabling the 

medical center to demonstrate new ways of providing health care services which can 
have an impact on the health status of its services population. 
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3.  Service to the Wider Community 
Montefiore and Einstein faculty and staff take seriously their leadership role in the larger 
community in the formulation of policy regarding health and health care.  MMC staff serve 
on a wide range of task forces, standing committees and advisory groups sponsored by the 
New York State Department of Health; New York City Department of Health; various trade 
associations, and a range of other professional groups. 
 
In addition, Montefiore's faculty and staff also serve on national policy and advisory boards 
in the National Institutes of Health, the Public Health Service and Communicable Disease 
Center, devoting significant time to the development of policies for care, research protocols 
and in the review of proposals for funding through those agencies and foundations. 
 
Finally, Montefiore's faculty participate actively in a range of professional societies charged 
with developing standards and protocols for the care of patients within their specialties. 
 
Montefiore's staff also participate in programs of quality assurance and accrediting/ 
certification for practitioners within their specialties (subspecialty boards, various residency 
review committees, etc.).  The goal of this ongoing involvement is to assure that the highest 
standards of quality are set and maintained for practitioners in their respective fields. 

 
4. Community Redevelopment 
The Mosholu Preservation Corporation ("MPC") is a support corporation of Montefiore 
Medical Center, and a not for profit corporation, created by Montefiore Medical Center in 
1981 to combat the housing decay and abandonment which had ravaged other areas of the 
Bronx and was beginning to appear in Montefiore's back yard.  MPC's goal is to preserve and 
revitalize the Norwood neighborhood in cooperation with a wide range of community 
groups.  It is governed by a board of directors made up of Montefiore trustees, community 
leaders and development experts serving in a pro bono capacity.    

 

The Neighborhood ♦ 

♦ 

Norwood is in many ways typical of The Bronx as a whole.  It is a mix of homes and 
apartments, poor and not so poor people, beautiful places like the New York Botanical 
Garden and places that have suffered from decades of neglect.  One of the clearest indicators 
is the percentage of people who are on some form of public assistance: 32.4% in Community 
District 7, which contains Norwood, and 29.6% in The Bronx as a whole(2001).   
The Bronx is more diverse however, from the very wealthy neighborhoods in Riverdale, to 
the working and middle class homeowners in the East Bronx, and the very poor 
neighborhoods in the South Bronx. 

 
Housing 

Mosholu Preservation Corporation began as a "buyer of last resort" of the community's most 
deteriorated housing. It acquired and rehabilitated five apartment buildings containing 
approximately 160 dwelling units in the blocks immediately surrounding Montefiore's Moses 
Division. Using a combination of financing offered by the Community Preservation 
Corporation and by the city's Department of Housing Preservation and Development, MPC 
demonstrated there was value in local residential real estate. Through this example and a 
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technical assistance program, MPC encouraged area building owners to reinvest in their 
properties. 

 
Home Ownership ♦ 

♦ 

♦ 

As the rental market stabilized, MPC's housing program moved to encourage greater levels 
of home ownership in the community. The first home ownership project was the 
rehabilitation and cooperative conversion of a 60 year old building containing 104 
apartments (The Lenru, located at 3400 Wayne Avenue). MPC purchased the building, 
rehabilitated it and in 1991 sold it to a new Coop Corporation.  The second home ownership 
project was the construction of 9 units of housing offered as condominiums. The project was 
undertaken with the New York Housing Partnership. 

 
Real Estate  

MPC develops blighted properties for housing and other uses: developed the first Safe House 
for victims of lead poisoning, converted a Montefiore office building into a kindergarten, 
redeveloped an unused former synagogue for Montefiore’s school health program and child 
protection program, redeveloped an historic house for MPC’s offices and a local youth 
program. In 2005, MPC began working with Montefiore to reconstruct another disused 
synagogue into a day care center and school for the local Mosholu Montefiore Community 
Center 

 
Economic Development 

Early in its history, MPC began working with merchants to improve the commercial strips of 
the community.  Among the first projects were two merchant security systems, partially 
funded through MPC, which were installed in the Jerome Avenue and Bainbridge/204th 
Street commercial areas.  In both commercial areas MPC helped to support local merchant 
associations. 

 
MPC's work with local merchant groups continues to grow.  MPC has served four merchant 
associations through funding from the New York City Office of Business Services. The 
Corporation helps to organize events and to sponsor promotions. It also serves as a conduit 
for funding. We continue to serve the areas in partnership with Lehman College’s Small 
Business Development Center. 
 
In addition, MPC was the Sponsor of and now manages the Jerome Avenue/Gun Hill Road 
Business Improvement District (BID).  The District allows local property owners to assess 
themselves to provide funding for services such as increased security and sanitation to 
provide a cleaner, safer, more attractive business environment.  The BID was approved in 
May 1996 and covers over 220 businesses. 

 
MPC participates in a number of projects to make the neighborhood cleaner and more 
attractive including a graffiti removal program, funded by property owners and government 
contracts, that now cleans all of the commercial streets in the community and the major 
residential streets.  

 
MPC has promoted the Adopt-A-Highway program in the area, resulting in six miles of local 
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roadway being adopted by local businesses.  New parks have been created because of our  
efforts and playgrounds built or renovated, some with the help of local volunteer efforts. 

 
MPC has worked diligently to promote these commercial areas and the Bronx in General. 
MPC officers serve on:   

 
• The Bronx Tourism Council 
• The Bronx Council on the Arts  
• The Friends of Van Cortlandt Park 
• The Jerome Park Conservancy 
• The Bronx River Alliance 
• The Harlem River Valley Development Corp 

 
Community Development ♦ 

♦ 

Community development programs began with the creation of a mini-park on 212th Street, 
Summer Youth Employment programs and assistance to the Khmer Buddhist Society in 
acquiring a building and creating a Temple in an adjoining neighborhood. 

 
Through a wide range of partnerships, MPC has helped develop a growing number of 
programs and activities to improve the quality of life in Norwood, including: 

 
• The Norwood Street Fair 
• Teen Job Readiness Training and Placement Program 
• Community Arts in Norwood, helping local Artists serve in community 

programs and providing art for Montefiore health centers 
• The COVE teen center 
• Norwood Triangle Adult Education program 
• Effective Alternative Reconciliation Services 

 
In an effort to tie together all the programs in the community Mosholu Preservation started 
publishing the monthly Norwood News in 1988.  The paper has grown many times over and 
is now published, with 16,000 copies every two weeks, and serves four neighborhoods with a 
combined population of over 140,000.  
 

Special Program – Horticulture in Bronx Parks 
In the last decade, Partnerships among the New York City Parks Department, businesses, 
community development corporations, foundations and citizens have been major resources for 
the improvement of parks in New York City.  

 
In the Bronx these partnerships have sprung in large part from volunteer efforts in individual 
parks.   Most volunteer efforts, in turn, began as clean up programs that had citizens picking 
up trash and litter while local businesses provides supplies and refreshments.  As the NYC 
Parks Department found ways to make the parks cleaner with new worker training programs 
and spent capital funds more widely through requirement contracts, the need for basic clean 
up efforts was reduced.  
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Community participation in parks took new forms such as greater engagement in the City’s 
capital and M and O budget process, sponsoring events and activities in the parks and the 
creation of multipurpose organizations like the Friends of Van Cortlandt Park and the Bronx 
River Alliance.   At the same time there are organizations that have taken continuing 
responsibility for individual community parks as part of their larger community improvement 
work without making it a full time activity. 
 
In Community District 7 there are at least four such organizations:  
 

• Mosholu Preservation Corporation 
• Mosholu Woodlawn South Community Coalition 
• Mosholu Montefiore Community Center  
• Fordham Bedford Housing Corporation 

 
The groups have developed plans for the redevelopment of their parks, provided Summer 
Youth Employment participants to work in parks, sponsored recreation and educational 
programs and provided funds from a variety of sources, often private and non city sources 
that DPR would not have captured with out non profit partners. 
 
Community participation has meant less clean up, more programming and even some 
structural upgrades.  Still, there remains a substantial need to provide more hands-on 
improvement to local parks. While such needs can take many forms, community participation 
has frequently been criticized as taking over tasks which more rightly belong to the City 
administration. Similarly, some tasks, particularly those involving skilled construction trades, 
are inappropriate for volunteers.  
 
MPC believed that gardening and horticulture can provide hands on participation and be an 
appropriate activity for volunteers, students and others who are engaged in community work. 
While improving the gardens within our parks is hardly a frill or an extra, it is in many cases 
not now a regular part of park maintenance. Indeed, many of the garden areas of our parks 
were originally created as community volunteer projects.  Other Bronx parks still lack the 
diverse, eye-catching gardens of their Manhattan cousins. 
 
MPC proposed to develop a program which will build new gardens and maintain and 
enhance existing garden areas in six parks in Bronx Community District 7: Williamsbridge 
Oval Playground, Whalen Park, Mosholu Parkway, Edgar Allan Poe Park, St. James Park 
and Devoe Park. The program will have four components: 
 

1.  Two interns, one with horticultural skills and one with organizing skills will be 
paid to manage the program and do most of the work.  The horticultural internship 
will run from April through October. The organizational internship will run at least 
February through November but could be a full year. 
 
The program is staffed largely through two internships, each handling different 
aspects of the initiative. The horticultural aspects of the project will require 
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particular attention to design and plant selection. These considerations need to be 
based on the conditions in the park, the level of maintenance that can be provided 
and input from the community.   

 
Organizational aspects involve community participation in design and the 
organizing volunteer efforts. The interns will have to coordinate since the desires 
of the community will have to be meshed with what is appropriate design and plant 
selection for the specific sites. 
 
2.  Installation of new plantings will be coordinated in the spring and fall around 
recognized volunteer efforts like It’s My Park Day in the six parks. 
 
3. Summer Youth Employment teams, volunteer groups, service learning 
organizations and others will be scheduled to do maintenance work in the garden 
areas of the six parks. 
 
There are a number of volunteer efforts and work experience programs like 
Summer Youth Employment, that we are endeavoring to use in a more productive 
way. Often such programs bring dozens of workers on to a park site for a “clean 
up” “bulb planting” or similar program. 
 
While such projects are useful, clean ups in particular frequently only provide a 
clean environment for a few days. Parks are also much cleaner now than they 
were. In addition one shot programs like this are disjointed from regular park 
maintenance and are sometimes little more than make work sessions. 

 
In order to focus these efforts and make them lasting the Horticulture In Parks will 
program will organize these efforts seasonally. A time line for the program might 
look something like the following: 

 
February through March: Organizational Intern reaches out to community 
groups and neighbors near the sites and solicits design ideas and begins 
plans for work days. 
 
April: Design professional and horticultural intern develop schematic 
designs considering community input. April volunteer efforts focused on 
preparing garden areas for planting.  Selection of plants under the direction 
of the design professional with community input.   
 
May: Installation. While much of the work will be performed by volunteers 
and service projects like Fordham University’s Urban Plunge, a substantial 
amount of work on installation will have to actually be performed by the 
interns. 
 
June: Design and layout will be ongoing along with installation throughout 
May and June. 
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July and August: The summer youth Employment program generally works 
for six to seven four to five day weeks from early July through mid August. 
The project will work with a group of ten teenagers to maintain the garden 
areas including weeding, mulching and, where possible, watering. 
 
Late August and September:  This is the most critical time for the program 
and maintenance of gardens. Insufficient weeding, mulching and watering 
in these severely under-maintained spaces has brought many a community 
effort to ruin before its time. 
 
October. Preparing the gardens for winter, mulching etc. In addition, both 
interns will work on evaluating the program in terms of community 
satisfaction, appropriateness of design for maintenance needs. 

 
4. Training opportunities will be coordinated for all participants. Certifications will 
be provided for recognized training programs. 

 
 


	TABLE OF CONTENTS
	Page #
	Executive SummaryTAB 1
	Part 1:  Overview of MMC and its Approach to Community ServicesTAB 2
	Part 2:  Montefiore’s Services to the CommunityTA

	CSP 2005 exec summary.pdf
	Executive Summary


