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- This event is being recorded. The recording and slides will be emailed to you 
after the webinar

- Please keep yourself on mute (by phone or on the Zoom platform)

- All questions and resources should be submitted through the chat feature

Housekeeping
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Introduction to JASA

• Founded in 1968 – 53 years of service to New Yorkers. 

• JASA supports over 40,000 older adults in the Bronx, Brooklyn, Manhattan, Queens and parts 

of Long Island with 50+ locations and 10+ languages spoken by staff. 

• Three primary services areas:  

• Quality housing for low-to-moderate income older New Yorkers; 

• Homecare tailored to meet individual needs; 

• Comprehensive home and community-based services, including:  Senior Centers, NORC 

Support Services, Home Delivered Meals, Case Management, Adult Protective 

Services/Community Guardianship, Legal Services, Elder Abuse Preventions and Legal 

Representation, Care Transitions, Chronic Disease Management, Mental Health Services 

and Palliative Care.  
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We’re a not-for-profit health insurer, 

sponsored by New York City’s leading 

hospitals, offering affordable plans 

to its members for nearly 30 years.

1.6 million 

Members

© 2020 HF Management Services, LLC 

24/7 Telemedicine* 

through Teladoc®

Health Plans that 

fit the needs of 

every New Yorker

Industry-leading 

performance in 

quality1

1 2019 Quality Rating by NY State of Health, the official health plan marketplace. Rating is based on a 

5-star system. Based on indicators chosen by the New York State Department of Health and published 

in its annual Quality Assurance Reporting Requirements (QARR) ratings.

* Telemedicine (Teladoc) isn't a replacement for your Primary Care Provider (PCP). Your PCP should 

always be your first choice for care (both in-person and  virtual visits).
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JASA and Healthfirst Partnership
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◻ JASA launched its Care Transitions program with hospital partners in 2016

◻ For sustainability and to deliver more coordinated care, JASA approached Healthfirst about a 

partnership

• Healthfirst has a longstanding commitment to working with CBOs and had recently launched 

its HUGS (Helping You Age Safely) program

◻ Together, JASA and Healthfirst obtained seed funding from the Fan Fox and Leslie R. Samuels 

Foundation to launch the care transitions program

◻ A Care Transitions pilot program launched in December 2019 for Healthfirst Medicare Advantage 

members with a reimbursement model that makes the program sustainable

◻ On April 30, 2021, the partnership will complete its pilot phase with a program evaluation and will 

continue as an ongoing service for Healthfirst Medicare Advantage members
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Hospital Discharge

Source: 

Virapongse, A, Minsky, G, Self-Identified Social Determinants of Health during Transitions of Care in the Medically Underserved: a Narrative Review, J Gen Intern Med, 2018 

Nov;33(11):1959-1967.

❑ Being discharged from the hospital can be a high-risk episode, especially for those age 65 

and older

• Poor transitional care

• Premature hospital release

• Difficulty understanding/executing discharge instructions, especially medication

• Unmet social needs

❑ Patients of lower socio-economic status describe discharge instructions/goals that are 

confusing, unrealistic in the face of significant socioeconomic constraints, and in conflict with 

their own immediate goals.



jasa.org

JASA and Healthfirst: Program Goals
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◻ Prevent avoidable (30-day) hospital readmissions

◻ Address the social determinants of health

◻ Close gaps in care
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Program Strategies
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JASA’s Care Transitions Program includes a 60-day intervention to help older 

adults transition home safely by :

• Addressing medical, social and mental health needs  

• Providing intensive patient education and medication support 

• Delivering services both in the hospital and at home to provide continuity 
and coordination across settings – connecting with both hospital 
providers and community physicians 

• Linking older adults and their caregivers to community resources that 
enable stable home-based functioning
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Patient Criteria

◻ Healthfirst Medicare and Complete Care members

◻ Age 55+ on the day of admission

◻ Zip codes in Brooklyn and Queens, New York

◻ Language: English or Spanish speakers only

◻ Recent inpatient admission

◻ Flags:

• Multiple comorbidities or complex medical conditions

• Social needs such as

✓ Food insecurity

✓ Lack of social supports

✓ Language barriers

✓ Inadequate transportation

9



jasa.org

Staffing Model
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Communications/Information Sharing
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◻ Share member information via secure messaging

◻ Schedule team calls (initially weekly and now bi-weekly) for case reviews, data sharing and to ask 

questions

◻ Utilize shared case management system (PeerPlace)

◻ Collect additional member data through JASA’s Electronic Health Record (EHR) and share 

information with Healthfirst

◻ Ongoing communications between JASA and Healthfirst Member Services and Care Management 

teams
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Case Study: Mr. J
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• Mr. J. is a 58 Year Old, African-American Male

• Lives with partner in an illegal basement apartment (not up to code) with a 

bed bug infestation

• Limited Mobility due to Shortness of Breath

• Medicare Savings Program

▪ Reason for admission

▪ Shortness of Breath

▪ Diagnoses

▪ Advanced Heart Failure, Hypertension, Dyslipidemia, recent Pulmonary 

Embolism, newly diagnosed Prostate Cancer
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Patient Needs Services Provided

• Mr. J  did not understand his discharge 

instructions (DCI)

• Mr. J. did not know what to eat for his health 

conditions and had a limited budget for food

• Mr. J. missed multiple appointments to avoid public 

transportation during the COVID-19 pandemic

• Mr. J. was not attending his Primary Care Provider 

(PCP) appointments due to COVID-19

• Mr. J. was not aware that he has a Medicaid surplus 

code that limits his coverage

• Mr. J. lived with his partner in an illegal basement 

apartment that had a bed bug and termite 

infestation. In September 2020 they received a 

Vacate Order

• The Care Transitions Specialist (CTS) carefully 

reviewed the DCI with the patient utilizing the 

“teach back” method and making sure the 

instructions were understandable and actionable  

• The CTS provided patient education on healthy 

eating, and referrals were sent to Mom’s Meals (post-

discharge benefit) and God's Love We Deliver 

(medically tailored home-delivered meals)

• CTS provided information about transportation 

services covered by Healthfirst, and helped him 

enroll in Access-A-Ride

• Mr. J. was informed about Teladoc services and a 

primary care appointment was scheduled via 

telehealth 

• Education was provided on what his Medicaid and 

Medicare plans cover and the CTS helped to connect 

him with the MICSA Surplus Helpline for further 

information

• CTS made a referral to JASA’s Health Home 

Program and worked collaboratively with them and

the American Red Cross to move the patient and his 

partner to a hotel while they sought long-term 

affordable housing. The patient and his partner 

recently moved into a one bedroom apartment 

through NYCHA
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Case Study: Mrs. R
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• Mrs. R is a 75 Year Old Hispanic Female

• Lives alone

• Dual-eligible

• Limited English Proficiency (Spanish Speaker)

▪ Reason for admission

▪ Iron Deficiency Anemia

▪ Diagnoses

▪ Irritable Bowel Syndrome, Gastritis with Helicobacter Pylori, GERD and 

recent surgery on left hand
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Case Study: Mrs. R
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Patient Needs Services Provided

• Mrs. R. was unable to understand her discharge 

instructions (DCI) because they were in English

• Mrs. R. mentioned it was hard for her to cook because of a 

recent hand surgery

• Mrs. R. mentioned she had continuous pain and limited 

mobility in her left hand, and a loss of strength

• Mrs. R. had trouble keeping her house tidy and mobility 

limitations made ADLs/IADLs more difficult. 

• Apartment was extremely cluttered with blocked pathways 

posing a risk for falls.

• Mrs. R. did not schedule follow-up appointments with her 

PCP or Gastroenterologist as recommended upon discharge

• Mrs. R. had not received the Covid-19 vaccine and didn’t 

know how to schedule an appointment

• The Care Transitions Specialist (CTS) carefully reviewed 

the DCI in Spanish with the patient utilizing the “teach 

back” method and making sure the instructions were 

understandable and actionable. The CTS provided patient 

education on how to manage her anemia and red flags 

• The CTS provided patient education on healthy eating 

and connected the patient to home-delivered meals 

(Mom’s Meals)

• CTS provided a referral for Physical Therapy services at 

home

• Mrs. R. was receiving limited home care and the CTS 

requested an increase in  home care hours from HF Care 

Management to help her with her ADLs and 

housekeeping.

• CTS provided Falls Prevention Training and  Mental 

Health services were also offered to help her with coping 

mechanisms to address hoarding but Mrs. R refused

• CTS scheduled follow up appointments with her PCP 

and GI and provided phone reminders

• CTS provided information on Covid-19 vaccines and 

helped the patient to set up a vaccine appointment 
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Challenges Related to COVID-19
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• 4 in 10 US adults reported avoiding medical care because of concerns related to COVID-19

• Older adults are at greater risk of requiring hospitalization or dying if they are diagnosed with COVID-19;  

8 out of 10 COVID-19 deaths reported in the US have been in adults age 65 years and older

• During the first surge in New York City, mortality rates for Healthfirst members (referred to JASA) 

increased from <2% to >15%

• Barriers to in-person hospital and home visits made it so JASA had to shift its care model and deliver 

services remotely during COVID-19 surges

• Social needs – such as food insecurity, social isolation and housing instability – are increasing as a 

result of the pandemic and new solutions are essential to meet demand 

• Vaccine availability, resistance and accessibility to online scheduling systems
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All JASA Care Transitions Data
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Healthfirst Care Transitions Data
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Medication Complexity
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Healthfirst Care Transitions Data
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Best Practices for Safe Transitions

• Home Visits within 48 Hours of Discharge: Meet patients immediately post-discharge, at 
a high-risk time in the comfort of their homes.  

• Cultural Competency/Clear Communications/Effective Staffing Model: Utilize staff who 
speak the same language as the patient and train staff to provide culturally competent care.

• Trusted Relationships: Serve as a trusted point of contact for patients and providers 
offering the time, expertise and understanding that is needed to address non-clinical health 
issues.

23



jasa.org

Best Practices for Safe Transitions

• Strategic Partnerships: When bridging the gap between the healthcare and social 
service system, seek partners with shared missions and goals.  

• Care Coordination:  JASA’s Care Transitions team closes communication gaps that 
exist between the hospital, patient, caregiver, PCP and other social service and 
community providers.  

• Technology: Leverage technology effectively to enhance access to care, provider 
communications and program analytics.

• Effective Referrals:  Create resource guide of social service and healthcare referrals 
with high quality, vetted services that meet the needs of patients being discharged.
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Looking Forward

• Continue to refine the Care Transitions program to best meet the needs of 

Healthfirst members during and after the COVID-19 crisis

• Utilize Healthfirst evaluation to highlight program impact and determine 

strategies to scale program

• Strengthen and expand care transitions partnerships and revenue sources

• Share key learnings to contribute to safe discharges for older adults
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Evaluation of JASA’s Care Transitions Program

Rashi Kumar, MUP

Director, Policy and Research



Purpose of Analysis

4/29/2021 © 2019 HF Management Services, LLC 31

Using administrative data:

1. Understand the baseline medical and demographic 
characteristics of Healthfirst older adults eligible for and 
enrolled in a community-based adaption of the Coleman 
Model of care implemented during the COVID-19 pandemic

2. (Ongoing/Future) Examine the impact of this model on 
medical outcomes, including re-admissions, ongoing primary 
care, including preventive and chronic care.



Contribution to Evidence
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Gardner, Rebekah, et al. "Is implementation of the care transitions intervention associated with cost 
avoidance after hospital discharge?." Journal of general internal medicine 29.6 (2014): 878-884.

Previous research:

• NYS Medicaid’s reform initiative 
(DSRIP) allowed JASA to pilot a care 
transitions initiative with older 
adults in close partnership with 
Wyckoff Heights Medical Center

• This was an in-person model with 
strong connections between the 
community organization, JASA, 
and hospital leadership and staff

• Preliminary data demonstrated 
reductions in re-admissions

• Eric Coleman: CTI leads to cost 
reductions for at least 6 months1

New question:

• In partnership with an 
MCO, can the care 
transitions model be 
adapted and scaled in a 
hybrid telephonic/in-
person model to meet the 
needs of older adults 
during the COVID-19 
pandemic?



Methodology

▪ Data: Insurance administrative data
– Demographic data

– Claims data with clinical information received as a part of 
health plan operations

▪ Framework: The RE-AIM planning and evaluation 
framework has been used for the past 2 decades to 
understand how interventions work in “noisy” real 
world settings

4/29/2021 © 2019 HF Management Services, LLC 33

Glasgow, Russell E., Thomas M. Vogt, and Shawn M. Boles. "Evaluating the public health impact of health 

promotion interventions: the RE-AIM framework." American journal of public health 89.9 (1999): 1322-1327.

Glasgow, Russell E., et al. "RE-AIM planning and evaluation framework: adapting to new science and practice with 
a 20-year review." Frontiers in public health 7 (2019): 64.



Results: Reach of Program
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• JASA was able to 
reach 39% of 
eligible 
members

• Completion rate 
among enrollees 
was high (85%)

• Opt-out rate was 
low (20%)

Number of 
members eligible 
through registry 

1,942

Reached

750

Enrolled in CTI

596

Completed CTI

513

Did not complete 
CTI

83

Opted Out

154

Eligible but not 
able to be reached

1,192



Results: Enrollment during pandemic
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• Shifting to telephonic outreach 
during COVID surge helped 
JASA to keep pace with our 
members’ needs despite 
limitations in staffing 



Results: Representativeness of Enrolled Members
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• Enrolled members are more likely to be female and Spanish speaking

Demographic Variable Completed CTI
(N=513)

Not Reached 
(N=1192)

Female 61% 56%

Average Age 75 76

Spanish Speaking 52% 43%

English Speaking 48% 57%

Reside in Kings 
(Brooklyn)

88% 87%

Reside in Queens 5% 5%



Results: Representativeness of Enrolled Members
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• Finding: Enrolled members are similar in their comorbidity profiles but more 
likely to have past ED/Inpatient Utilization



Results: Representativeness of Enrolled Members
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Finding: The two groups are comparable regarding how they accessed PCPs prior 
to the pandemic
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Results: Readmission Rates
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Among 434 program 
completers with sufficient 
enrollment history

12% had a re-admission within 
30 days

15% had a re-admission within 
180 days

While a matched cohort evaluation is underway, this 
result compares favorably with the benchmark of the 
Healthfirst average of 20% for 30-day readmissions.



Findings
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Feasibility and sustainability of MCO and CBO collaboration 
at scale

• JASA was able to deploy a telephonic outreach model to reach a high 
proportion of vulnerable members, especially those who speak Spanish, 
during the COVID-19 pandemic

• While more likely to be female/Spanish speaking, enrolled members are 
otherwise clinically and demographically like members that did not enroll, 
demonstrating that the program is reaching its target community

The program is currently achieving an unadjusted 30 day 
readmissions rate that is lower than the Healthfirst average



Thank you!
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Special thanks to the 
Healthfirst team members:

• Tom Wang, MPH

• Tavneet Singh, MS

• Hannah Ashkinaze, MPH

Special thanks to the 
Samuels Foundation
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Questions? 

Submit your questions through the chat feature



• National Center for Complex Health and Social Needs: nationalcenter@camdenhealth.org

• Arielle Basch: abasch@jasa.org

• Rashi Kumar: rakumar@healthfirst.org

• Karen Schmalbach: kschmalbach@jasa.org

For more information
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May 13, 2021: Building partnerships to care for immigrant communities 
during COVID-19

May 20, 2021: Collaboratively addressing food insecurity during COVID-19 in 
urban environments

May 27, 2021: Building trust through community health workers in a rural 
environment

Register at www.nationalcomplex.care/events

Upcoming National Center webinars
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http://www.nationalcomplex.care/


Putting Care at the Center 2021

Apply to present

Workshop and Beehive applications open now

Deadline: May 17

www.centering.care/present

Save the date! 
Online, October 20-22, 2021

www.centering.care
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We want your feedback!

An evaluation survey will be sent 
out after this webinar



Camden Coalition of Healthcare Providers

National Center for Complex Health and Social Needs
An initiative of the Camden Coalition of Healthcare Providers

www.nationalcomplex.care
@natlcomplexcare

800 Cooper St., 7th Floor
Camden, NJ 08102

Thank you!


