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The Bronx

• 1.4 million residents in the poorest urban county 
in the nation

• Median household income $34,000

• 54% Hispanic, 37% African-American

• High burden of chronic disease

• Per capita health expenditures 22% higher than 
national average

• 80% of health care costs paid by government 
payers



Housing @ 
Risk 
Program

• H@RP was established in March 2009 in 
the Moses division.

• This program was designed to:
• Provide highly coordinated health and housing 

support to patients who are homeless or unstably 
housed 

• Improve health outcomes 

• Reduce preventable Emergency Department visits 
and hospital admissions



H@RP 
Target 
Population

• Sleeping in abandoned buildings, parks, subway, etc.

• Residing in a shelter or transitional residence

Homeless patients

• Couch Surfing 

• Doubled-up

• No lease agreement

• Illegal room rentals

Unstably housed patients

• Rental arrears

• At-risk of eviction

• Head of household has a chronic illness and may not be able to continue 
working

Potentially homeless patients

• Needs accommodation due to medical condition 

• Extensive housing repairs

Unmet housing needs

Recently housed with history of homelessness



How Does H@RP Work?

Alert System

Referrals

• Case Consultation

• Intensive Housing Support

Housing Clinic 

Comunilife Respite



Alert System

Inbasket and Email Alerts:

*When patient is registers in the ED 

*Transferred to IP

*DC from IP

Email alerts several key players:

ED and IP Social Workers & HARP Team

An alert is triggered when:

Patients 
address states 
“undomiciled” 
or address of a 

shelter

They have a 
specific PCP 

who work with 
the homeless 

population

They have the 
undomiciled 

ICD 10 Code on 
their problem 

list (Z59.0)

They have the 
“undomiciled” 

flag

The H@RP Team 
manually enters 

the flag



Referral Process

Referrals should be completed as 
soon as housing instability is 

identified 

Complete referral and email to 
team

Include as much detail as you can

Depending on the situation and 
scheduling, HARP goal is to 

respond in a week

H@RP staff will assess referral 
and determine the level of 

support that can be provided.

Referrals will result in H@RP 
staff providing case 

consultation or accepting the 
patient onto the H@RP 

caseload for intense 
intervention. 



Assess Current 
Housing 

& 
Desired 
Housing



Outpatient Referral Process

1. Complete fillable H@RP 
referral form 

2. E-mail referral form to 
H@RP team for review



http://intranet/housing-at-risk-8978

http://intranet/housing-at-risk-8978


Types of H@RP Interventions

ASSIST PATIENTS WITH 
GETTING VITAL 
DOCUMENTS

ASSIST PATIENTS WITH 
GETTING INCOME 

FROM PA OR SSI/SSD

HOUSING SEARCH PREVENTING 
EVICTION & 

HOMEBASE INITIATIVE

REPAIRS ADVOCACY

ONGOING 
COLLABORATION & 

CASE CONFERENCING

ADDRESSING 
PSYCHOSOCIAL 

STRESSORS



H@RP 2022 Outcomes

• 165 cases

• 108 intensive caseload

• 56 case consultations

• Cases open for average 133 days

• Median age: 48

• Housing Status: 33.3% in rental arrears. 6.4% sheltered homeless

• 120 patients with no housing subsidy

• 77% of cases resolved



Comunilife 
Respite 
Program 

Goal: Provide safe, appropriate level of care for individuals 
who are homeless or become unstably housed during a 
hospitalization, including patients who are unable to safely 
discharge to shelter. 

Montefiore rents 4 beds from CBO

CBO provides case management support related to finding 
permanent housing

Montefiore H@RP remains involved to facilitate follow-up 
medical care



Comunilife Program Requirements

PATIENT MUST BE 
INDEPENDENT IN ADL’S

PATIENT SHOULD HAVE A 
RESPITE DISCHARGE GOAL 

PATIENT CAN BE IN A 
WHEELCHAIR BUT MUST BE 
ABLE TO INDEPENDENTLY 

TRANSFER

PATIENT CAN HAVE A 
SUBSTANCE ABUSE HISTORY 
AND RECENT USE BUT MUST 

BE ALREADY LINKED TO 
OUTPATIENT TREATMENT

ELIGIBLE CASES WILL BE 
INTERVIEWED VIA TELEPHONE 

BY THE COMUNILIFE STAFF



Referring to Comunilife

Please complete referral found on intranet as soon as 
possible during the patient admission

Referrals should include: patients name and MRN 
number, along with a brief description of the case

All referrals should be emailed to Kareemah Benbow 
& Deirdre Sekulic. CC Corisha Sanders

Team will follow-up with CBO and then give 
determination to referral source.



Respite Annual Report 2022

• 10 patients used an average of 2.8 beds for the year

• ROI 482%

• Clients discharged from respite to:

• Permanent housing 57%

• Shelter 14 %

• Higher level of care ( SNF 14%)

• Reunited with family 14%



Contact 
Information

Deirdre Sekulic, LCSW

Assistant Director of Social Work

dsekulic@montefiore.org

718-920-7077

Kareemah Benbow, MPA

Project Manager, H@RP and Comunilife

kbenbow@montefiore.org

347-835-7591

Corisha Sanders, LMSW

Social Worker, H@RP

csaunders@montefiore.org

718-920-7075

mailto:mgyedunuak@montefiore.org
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