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How much do you know
already?
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Medical Respite Care: Definifion

Post-acute care for people experiencing Diversity of Programs
homelessness who are too ill or frail to — Bed number

recover from an illness or injury on the street — Facility type
or in shelter, but who do not require hospital
level care.

— Length of stay

— Staffing and

Short-term residential care that allows people services

an opportunity to rest, recovery, and heal in a RPN S I TT o,
safe environment while also accessing clinical
care and support services.

National Institute for Medical Respite Care (NIMRC)

— Admission criteria



Medical Profiles of Persons Served

Cardiovascular : Post-Operative
) Diabetes
DINENE Care

Acute Psychiatric

Acute Respiratory Skin Conditions Substance Use

or Behavioral Tract Infections Disorders

Health Conditions

Traumatic Brain

: Wound Care
Injury

Source: Medical Respite Care Literature Review



https://nimrc.org/wp-content/uploads/2021/08/NIMRC_Medical-Respite-Literature-Review.pdf

Medical Respite Care in the Health Care Continuum

Least Intensive Continuum of Health Care Most Intensive

Community-Based Setting Institutional Setting

Detox/Sobering | Skilled Nursing Inpatient Acute Care Long-term
Center (SUD) Facility Rehabilitation Hospital Care
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Treatment MH Hospital
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From the National Institute for Medical Respite Care (NIMRC)




History of MRC in New York

Championed by Bobby Watts at Care for the Homeless in NYC
2011 Comunilife opens first program in NYC, funded by Montefiore Medical Center

2017 Consortium conducted a needs assessment in Bronx hospitals

2018 citywide efforts with the Coalition for Housing and Health; meeting with NY’s Deputy
Secretary of HHS

® 2020 NYLAG released its report,

e 2022 Consortium held a two-day virtual Medical Respite Convening
O Medical Respite Task Force to submit public comments on NYS regulations
e 2024 final approval of NY’s Medicaid 1115 waiver amendment, including MRC

THE
HEALTH & HOUSING : :
ﬁCONSORTIUM www.healthandhousingconsortium.org



https://nylag.org/medicallyhomeless/

Medical Respite in New York

® Current programs in NYS—run by Comunilife, ICL, and Bethesda House—are primarily
funded through direct contracts with public and private hospitals and managed care
organizations (MCOs)
® To be paid by Medicaid for MRC, programs must (1) join a Social Care Network and (2)
become certified
O Paid on a per-diem rate set by the state for each region
o Two types of stay: post-hospitalization care (capped at 90-day length of stay) and pre-
procedure care (30 days)
e Capital improvements cannot be covered by SCN capacity building/infrastructure funds
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Medical Respite Basic Eligibility

18+

Homeless or at imminent risk of homelessness ( )

Qualifying medical or behavioral health condition

Does not require a higher level of care and is generally capable of living independently

Can perform Activities of Daily Living (ADLs) with no more than minimal assistance, or has
personal care services
e Not a danger to self or others

**Additional eligibility for SCN
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https://www.hudexchange.info/homelessness-assistance/coc-esg-virtual-binders/coc-esg-homeless-eligibility/four-categories/

Potential Exclusionary Criteria

Not on the sex offender registry
No history of arson-related activities
No recent unresolved violent behavior

Physical accessibility

O Inability to ambulate

o Visual impairment

® Limitations on active substance use
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WHO IS ELIGIBLE FOR SERVICES?

Criteria to receive enhanced services = Populations of focus

Members with substance use disorder and/or serious mental illness
Members with intellectual and developmental disabilities
3. Meet criteria Pregnant or postpartum persons

for 1 or more Members recently released from incarceration and have chronic

enha!nced health condition(s)
service

populations Children under 18 — including youth involved in foster care, juvenile
justice, or kinship care — with select chronic health conditions

Frequent health care users (e.g., emergency room and hospital

stays .
2. Enrolled in 4. Meet Y ) - b " ?Stslozr:nnz::h;D visits, or
Medicaid additional Members enrolled in a Health Home ’

gt - . ® 4 or more ED visits + 1 or
Managed Care clinical criteria more inpatient stay, or

for specific e 2 or more inpatient stays
service (if
required)

K3 Certain enhanced HRSN services will require additional
clinical criteria be met (e.g., physical disability)

:J TRk Dfepart:t;ent
STATE 0 He alt
Source: Medicaid Section 1115(a) Waiver - New York State Medicaid Redesign NYHER Amendment. January 9, 2024




REGIONAL SCN LEAD ENTITIES

Social Care Network Lead Entity

North Country 3
North Country

Central NY Healthy Alliance Foundation Inc.

Capital Region

Western New York Integrated Care
Collaborative Inc.

Central
New York

Western NY

Bethesda

Finger Lakes Forward Leading IPA, Inc
House

Finger Lakes
Region
Southern Tier Care Compass Collaborative

LGEGTLAYEN G Hudson Valley Care Coalition, Inc.

Hudson
Valley

L EUAG @8 Public Health Solutions

Bronx Somos Healthcare Providers, Inc.

_ _ Comunilife
Staten Island Performing Provider System

Long Island Health Equity Alliance of Long Island R,-c,,mo,,c’

New York
1. Includes Kings (Brooklyn), New York (Manhattan), and Queens Counties

L@Island
“X"Mercy Haven
" New York City
Department 2. Richmond County is also known as Staten Island

Of He alth Source: Governor Hochul Announces $500 Million for New Social Care Networks Program to Deliver Social Services and Improve Health Outcomes for Millions of Low-Income New Yorkers.
August 7, 2024, Press Release
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Basic SCN Program Requirements

e Room and board
O 1-2 people per room
O 1 bathroom for every 4 clients
O Storage lockers and refrigeration, as needed
O 3 meals and 2 snacks per day
O Phone service, internet, laundry, private space for medical appts
Development and monitoring of service plans
Care coordination and housing navigation
Clinical care and supervision
Record-keeping on all above services
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NYS Certification Process

The certification process includes two components:

1. To satisfy Component One, you must fill out and submit a certification packet and all
required supporting documentation. If New York State Department of Health (DOH)
approves the materials you submit for Component One, your program will be invited to
schedule Component Two.

2. Component Two consists of a preliminary and final on-site inspection performed by DOH or
its contractor.

The entire process can take 3-5 months.
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Additional Resources

e NYS Department of Health Medical Respite Program Website

e NYS Social Care Networks

e National Institute for Medical Respite Care

e Flipping the Script: A Homeless Teach-In for Healthcare Workers on Homelessness and

Medical Respite Care (Zoom recording, 2025)

e Maedical Respite: Insights from the Institute for Community Living (ICL) and Comunilife (Report,
2025)

e Report: Why NYC's Homeless Community Needs Medical Respite (Report, 2020) — by the NY
Legal Assistance Group
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https://www.health.ny.gov/health_care/medicaid/redesign/sdh/respite.htm
https://www.health.ny.gov/health_care/medicaid/redesign/sdh/scn/
https://nhchc.org/medical-respite/nimrc/
https://youtu.be/g5g1QNUuQiU?si=-wQvojd-_svzrG5q
https://drive.google.com/file/d/1e28n1GUTrDwaEn3vYF0yVa4fTO6z-bh3/view?usp=drive_link
https://nylag.org/medicallyhomeless/
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MERCY HAVEN, INC.

BUILDING COMMUNITY SINCE 1985
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MERCY HAVEN, INC.
HOME. HEALTH. HOPE.

Medical Respite
provides short-term
recuperative care for
individuals experiencing
homelessness who need

a safe environment to
prepare for, or recover
from, an injury,
hospitalization or

a medical procedure.

NOW ACCEPTING REFERRALS

A SAFE PLAGE TO HEAL.
A PATHWAY TO HOUSING.

S TS R

WHO WE SERVE

Nassau and Suffolk adult
Medicaid recipients who
are experiencing

homelessness.

Currently accepting
referrals through the
1115 Waiver Social
Care Network.

=

WHAT WE PROVIDE

Safe temporary
recuperative housing

Medical care coordination
and recovery support

Meals, linkage to
transportation and
essential services

Benefits and resource
navigation

Housing placement and
behavioral health referrals

;o;@@ 60
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Long Island’s First Certified Medical Respite Program

WHY HEALTHCARE

Q0000

PARTNERS REFER

Supports safe hospital
discharges

Reduces avoidable
readmissions

Decreases emergency
department utilization

Improves recovery
outcomes

Promotes housing stability
and health equity
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comuilife

MEDICAL RESPITE

‘Finding Health & Housing"
Supportive Housing Network of New York

Conference
Presented by:

Beverly Raudales, MS MD

Chief Program Officer
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Close the gap between
acute medical services
provided in Hospital
and Clinics and the
unstable
environments of
emergency shelter and
the streets.

Transition patients
to Permanent
Housing and break
the cycle of shelter
to hospital to
shelter.

FeomtALS AND OBJECTIVES

Provide a Cost-
effective intervention
for the Hospital
systems and
Insurance companies.




% comunilife

OUR MEDICAL RESPITE PROGRAM

\
= S
DCATIQ AND PROGRAM HOSPITAL AND
AP A COMPONENTS PAYOR PARTNERS

63 Beds located across Temporary room and board Montefiore Hospital

New York City (Manhattan, (with 24/7 access) «Bronx Care Health System

The Bronx and Brooklyn) eNutritionally appropriate meals «Carelon Health Care Services
*Housekeeping services and eMount Sinai Hospital System
laundry facilities *NYC Health + Hospital
eMedication supervision *New York Presbyterian
*Wellness checks Hospital System
«Care coordination services «NYU Langone
*Housing navigation services eMemorial Sloan Kettering
eDischarges to next-step housing Cancer Center

(including to Comunilife’s
continuum of housing)
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o Homeless Patients.

o Seniors (before returning to assisted
or independent living)

o Rehab Diversion

o Nursing Home Diversion (before
discharge)

o Patients requiring Pre-surgical Care

o Patients requiring Post-surgical Care




MEDICAL RESPITE PROGRAM STATISTICS

In 2025... oSince 2011, we have served over 3,200
o Medical Respite provided care to 271 Individuals.
individuals.
0410 housing applications were oClients are typically African-American

submitted on behalf of clients. and/or Hispanic men, ages 45+.
0215 patients were accompanied to

housing interviews. o Medical conditions include: wound care,
oThe average length of stay: 53 days. respiratory, vascular, coronary, and

neurological disorders; diabetes;

substance use disorders; and psychiatric

conditions.
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#** comunilife
SUCCESS STORIES - COMUNILIFE MEDICAL RESPITE

Comunilife respite staff has helped clients achieve and go beyond their goals.

o Clients have been able to obtain Employment.
o Clients have been able to complete their GED.
o Clients have been connected to their Entitlements.
o Clients have been assisted in Family reunification.

o Obtaining their Vital documents.



Montefiore Medical Center
Housing @ Risk Program

Deirdre Sekulic, LCSW
Associate Director of Social Work
Kareemah Benbow, MPA
Project Manager
Corisha Sanders-Colley, LMSW
Social Worker
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Montefiore Medical Center
Respite Contract

Respite contract with Comunilife since 2011
Contracted for 4 Respite beds

Streamlined referral process from Hospital to Respite
LOS: up to 90 days

Exclusion: History of arson, on the sex offender list, lack of ability to
Independently complete ADL skills

Weekly check-in meetings with Respite staff
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Montefiore Medical Respite
Program Impact (2024)

9 patients served; average utilization of 2.14 beds for the year

Discharge outcomes:
* Assisted Living 14.3%
* Private apartment 14.3%
* Supportive housing 42.9%
* Shelter 28.6%

2% of patients experienced no hospital readmissions during their Respite
stay

ROI 633%
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The Institute for Community Living (ICL): Supporting the
Whole Health of New Yorkers Since 1986

Who We Are:

+ Established in 1986 to support New Yorkers with behavioral health challenges

* Whole-health approach integrating housing, health care, and recovery supports
Our Impact:

« Serves 10,000+ New Yorkers annually across all five boroughs

* 4,000 people sleep in an ICL bed every night

+ 150+ programs supporting individuals and families

What We Provide:

* Supportive, Transitional & Affordable Housing

* Outpatient behavioral health, primary care & substance use treatment

+ Care Management: ACT, IMT, Health Homes, Gun Violence Prevention, CORE (HCBS)
* Intellectual & Developmental Disabilities Services

Population-Specific Services:

* Children, Youth & Families

* Older Adults

ANNIVERSARY
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Harlem YMCA 50-Bed Medical Respite Program

The ICL + NYC Health + Hospitals partnership operates a 50-bed medical resPite program at the Harlem YMCA, providing a
person-centered, multidisciplinary whole-health model that addresses the full spectrum of social determinants of health
and supports individuals with complex medical, behavioral, and social needs through integrated, continuous care.

Multidisciplinary Whole-Health Team

* Program Administrators — Operations, compliance, quality

* Medical Providers (MD, RN, LPN) — Acute & chronic care

» Peer Support Specialists — Lived-experience guidance

» Case Managers — Care coordination & benefits

» Counselors — Behavioral health and substance use support

« Home Health Aides — Daily living & health maintenance

Service Model

» 24/7/365 service delivery ensuring continuous support

* Medical care for acute & chronic conditions

« Medication management & adherence support

« Appointment coordination & accompaniment

» Benefits access (Medicaid, SNAP, SSI/SSD, etc.)

* Housing placement into permanent supportive or non-supportive housing
« Linkage to on-going behavioral health, primary care, substance use and care management supports
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ICL and NYC Health + Hospitals: A Comprehensive
Partnership Supporting Patient Stability and Housing

 Strong hospital partnership — ICL and the Housing for Health team collaborate closely
to support high-need patients transitioning from hospital settings into stable community
care.

« Patient screening and referral — Hospital teams identify eligible patients and connect
them directly to ICL for coordinated follow-up services.

« Operational support — ICL provides day-to-day operational infrastructure that
strengthens care coordination and ensures continuity across systems.

« Weekly onsite clinical services — ICL clinicians deliver consistent, onsite behavioral
health and supportive services in partnership with H&H staff.

 Collaboration with SafetyNet and Correctional Health — Dedicated liaisons work with
SafetyNet teams and Correctional Health Services to ensure smooth transitions for
individuals with complex medical, behavioral, and justice-involved histories.

« Housing assistance through HELPS — The partnership includes coordinated housing
engagement, location, and placement support through the HELPS program to secure
long-term, stable housing
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Program & System Outcomes

Program Outcomes:
75% Housing Placements Discharged to permanent or supportive housing
87% Staff Support Satisfaction Clients report staff helped them reach health goals

87% Improved Quality of Life Clients feel their life improved because of the program
95% Care Satisfaction Nearly all clients satisfied with care received

System Outcomes:
Hospital Cost Savings: $10M Reduced inpatient use and improved discharge flow

Respite Throughput Impact « 50-bed respite = 260 clients/year * Frees capacity for 790 additional
hospital patients « Generates $10.02M in savings

Reduced High-Cost System Use Fewer ED visits and inpatient stays — lower payor/insurance costs

24™ ANNUAL NEW YORK SUPPORTIVE HOUSING GONFERENGE



HEALTH+
HOSPITALS

HOUSING
FOR HEALTH

Housing for Health

Dr. Jonathan Meldrum

Medical Director, Housing for Health
Assistant Vice President, Discharge Planning and Transitional Care
Emergency Department Attending Physician
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NYC Health + Hospitals by the Numbers

Nation’'s largest safety net healthcare system
= 11 acute hospitals, 60+ ambulatory centers - 45k staff
= Long-term care, home care, correctional health services

>1 Million New Yorkers served annually
= 160k admissions, 1M ED visits, 4M clinic visits

In 2025, more than 78,000 H+H patients experiencing homeless and
over half were also DHS clients (47k)

On average, patients experiencing homelessness visited the ED 3x
more often than other patients

Patients experiencing homelessness were more likely to have an
inpatient visit and stayed 5x longer across their admissions

Expediting stable housing saves the lives of our most vulnerable
patients

() mobile Medical unt

@ school Basea Cinic

The Housing for Health Approach

Create a universal point of housing access at

the nation’s largest public health system

Leverage trusted H+H clinical providers for
referrals

Meet patients where they are

Connect patients with housing supports and

opportunities

Collaborate with government, nonprofit,
and for profit partners to reduce barriers of
entry to housing

32
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NYC HOUSING
FOR HEALTH

HEALTH+
HOSPITALS

Our Strategies

» Support patients
through the housing
referral and
placement process

» Submit supportive
housing applications
leveraging health
info

» Support successful
transition to
permanent housing

> Aftercare for first
year post move-ins

Housing
Development

Contributing to the
City’s housing
pipeline by ground
leasing our land

» Development
partners have
built 10 buildings
on 5 campuses
(1,600 units of
housing) with
access to City
and State capital,
rental and
service subsidies

> Typically takes 5-
10 years from
Inception
through
completion

Policy and Operations

Contribute to citywide
policy improvements
and build internal

infrastructure to facilitate

housing placement

» Collaborate with

housing and human
service agencies

» Data sharing to identify

patients’ homeless
status and housing
eligiblity

» Project ASAP: Increase

access to mental health
evaluations and
provide assistance in
applying for supportive
housing

HfH contracts 75 beds today (of ~110 total in
NYC)

Close partnership in program design and to
deliver program services

HfH clinicians screen & assess all patients prior to
respite placement for clinical appropriateness
HfH funded staffing model includes on-site RNs &
LPNs, embedded Home Health Aide, visiting H+H
clinicians (MD, NP), and visiting home care
services (RN, PT, OT)

H+H clinicians offer clinical housing
recommendation, offers psych eval (Project ASAP)
and support housing navigation and placement

HfH plans respite expansion in next 12 months

Public information sessions with Request For
Expression of Interest (RFEI) to assess future
procurement
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Program Accomplishments

Partnerships

Over 75 property
management firms, housing
developers, and homeless
service providers

Collaboration with City

housing agencies HPD and
HDC

Collaboration with City and

State human service agencies
HRA, DHS, DOHMH and OMH

Partnership with Community
Based Organizations to deliver
program services

Patients Served

Since HfH launched through
May 31:

4,700 patients served

More than 1,800 households
(2,000 individuals) placed in
permanent housing

More than 1,900 patients
served by Medical Respite

99% remain housed

N
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Healthcare Utilization

For patients housed by HfH,
actuarial analysis using Medicaid
claims over two years compared to
a matched control group showed:

= 30% reduction in ED utilization

=  30% reduction in inpatient LOS
(medical and psych)

= $17,000 reduction in medical
costs in the first two years of
housing

For medical respite patients, one

year after their stay:

= 40% reduction in ED Utilization

= 75% reduction in LOS for Med
Admissions

= 190% increase in Outpatient
Visits

N




