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Obtaining CME/CE Credit

If you would like to receive continuing education credit for this activity, 
please visit:

http://ryanwhite.cds.pesgce.com 
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Learning Objectives

At the conclusion of this activity, the participant will be able to:

1. Understand how a paradigm of health information and data exchange can free up time 
better spent on client care and quality improvement through interactive use of mobile 
audience engagement tools.

2. Describe how to adopt and adapt innovative strategies and approaches, implement 
web-based resources to achieve federal compliance and improve quality management, 
and increase access to care for vulnerable populations including people unstably 
housed with history of incarceration.

3. Identify key collaborative partners in developing innovative approaches to coordinated 
care including housing, employment, community reentry, corrections, transportation 
and healthcare systems. 
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Presentation Outline

1. Introductions
2. Overview: Special Projects of National Significance (SPNS) 

innovations
3. Transitional Care Coordination, an evidence-informed intervention
4. Case Study #1: Pay it Forward - Integration in Puerto Rico
5. Case Study #2: Smart Care Management - City of Paterson, New 

Jersey
6. Lessons Learned & Recommendations
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Welcome and Introductions
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30 Years of Innovating Care, Optimizing Public 
Health, Ending the HIV Epidemic 1



30 Years of Innovating Care, Optimizing Public 
Health, Ending the HIV Epidemic 2

Reducing Administrative 
Burden
• Time is our finite resource

• Reduce staff stress, 
burnout, and turnover

• Burden  empowerment

Right Data & Right Tools
• Quality

• Actionable

• Useful + Usable



Security and Privacy #1

+
e2

LKM

eCOMPAS 
Advanced 
Encryption



$1 Billion
Fund ing  Manag e d



300+ Million
Pro vid e r Data  Po licie s 

Exchang e d



400+
FTEs



15+ Million
Grant  Fund ing  Assistance
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SPNS Pro je cts

2002 2004 2006 2008 2010 2012 2014 2016 2018
Evaluate Impact of HIT on Care

e Networks of Care

Capacity building grants*
Parts A & B

Parts C & D
All Parts

HIT for HIV Care Continuum

SMAIF HIEs for Care Engagement

SMAIF HIV Care & Housing Data Integration

Direct clinic IT investments:
Medical Home for HIV+ Homeless

Practice Transformation HIV Primary Care

HIT for ADAP

Evidence-Informed Interventions

2020

Social Media HIV Care Continuum



95+
Pub lica t io ns 

Disse m ina te d
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ACOJA Consulting -
Who We Are



ACOJA Consulting –
What We Do



Opening Doors…
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ACOJA Collaborators
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Subject Matter Experts

28

ACOJA “has participated in key strategy meetings for the design of the evaluation study… an active 
participant providing resources to us as the multisite evaluation center and to the local demonstration 
sites... Ms. Cruzado helped us draft a manuscript outlining the lessons learned for this intervention to the 
American Journal of Public Health.” -Serena Rajabiun, Boston University, Research Assistant Professor

ACOJA “agreed to give presentations about Re-entry and Continuity to our NYC HIV Planning Group and at 
the NYC H+H HIV Annual Conference. They were densely packed with stats and actionable info for the 
respective groups. [The ACOJA] consulting website is full of great resources. Glad to have met and learn 
from her expertise.” -Nathalie Abejero, MPH | Data & Quality Improvement

ACOJA - “my ‘go-to’ expert on systems and policies related to the complex interface of health and 
corrections… Their “experience and depth of knowledge are fairly indispensable. This is a critical area of 
work; the dynamic health care landscape changes that are imminent will be well informed by this work.” -
Tracie M. Gardner, VP of Policy Advocacy, Legal Action Center 

ACOJA “has the ability to create a vision; articulate that vision to obtain by-in from a diverse group; and 
develop the systems and tools to implement and monitor the outcomes of that vision.” -Stanley Richards,
Executive Vice President at The Fortune Society, Inc.

www.acojaconsulting.com



…Making a Difference

29

Training, technical assistance and technical support using innovative approaches for results that make 
an impact.



Special Projects of National 
Significance (SPNS)

Source: Johanna L. Goderre, MPH



Key SPNS Initiatives

Correctional Health
[2007-2012]

Latino Initiative
[2013-2018]

Workforce Capacity
[2014-2018]

Dissemination of 
Evidence- Informed 
Interventions
[2015-2020]

Housing & Employment
[2019-2021]

Ten sites found 79% of participants linked to care after incarceration;  
created Transitional Care Coordination New York City (TCC NYC).

Most ethnic minorities in NYC jails of PR origin; facilitated culturally 
appropriate care and linkages after incarceration to enhance TCC NYC. 

Built a community collaborative & adapted TCC NYC intervention to 
create Transitional Care Coordination Puerto Rico (TCC PR).

Developed Care and Treatment Interventions (CATIs) including 
dissemination of Transitional Care Coordination NYC in 3 locations: 
Camden NJ, Raleigh NC and Clark County NV

Various interventions across the U.S. – all enrolled people with recent 
histories of incarceration; Paterson NJ adapted / enhanced TCC PR.



Locations



Correctional Health Linkages Initiative

Ten Demonstration Sites
(2007-2012)

Facilitate linkage to primary care for 
HIV patients leaving local jails:
• Identify HIV patients in custody
• Initiate transitional services in jail
• Facilitate post-release linkage to 

primary care and community 
services.



SPNS CHLI Outcomes
6m prior to 6m after incarceration

79%  of those released with a plan linked to HIV primary care
Indicator NYC Health All 10 Sites

Clinical Care
CD 4 (mean) ↑                     (372 to 419) ↑                    (416 to 439)

vL (mean) ↓          (52,313 to 14,044) ↓         (39,642 to 15,607)
Undetectable vL ↑                   (11% to 22% ) ↑             (9.9% to 21.1% )

Engagement in Care
# Taking ART ↑                    (62% to 98%) ↑                   (57% to 89%)

ART Adherence ↑                    (86% to 95%) ↑                   (68% to 90%)

Avg. # ED visits p/p ↓                        (.60 to .2) ↓                       (1.1 to .59)

Basic Needs
Homeless ↓                   (23% to 4.5%) ↓            (36.2% to 19.2%)

Hungry ↓             (20.5% to 1.75%) ↓            (37.4% to 14.1%)



Transitional Care Coordination NYC

• Along with primary medical care, Jail Linkages clients 
were also connected to:
– Medical case management (53%) 
– Substance abuse treatment (52%) 
– Housing services (29%) 
– Court advocacy (18%) 

• Approximately 65% of clients accept the offer of 
accompaniment and / or transport to their medical 
appointment.

• 85% of those who were not known to be linked to care 
were found through community outreach; 30% re-
incarcerated.

“An ideal community partner 
offers a ‘one-stop’ model of 
coordinated care in which 

primary medical care is 
linked with medical case 

management, housing 
assistance, substance abuse 

and mental health 
treatment, and employment 

and social services.”

- Alison O Jordan, LCSW & 
Lawrence Ouellet, PhD



Correctional Health is Public 
Health

Why Jails?

Structural Racism:
Over 70% of people 
return to the 
communities with the 
greatest socioeconomic 
and health disparities 
after incarceration.

Jordan AO, Cohen LR, Harriman G, Teixeira, PA, Cruzado-Quinones J, Venters H, Transitional Care 
Coordination in New York City Jails: Facilitating Linkages to Care for People with HIV Returning 

Home from Rikers Island, AIDS Behav Oct 2013



It can take just 
one individual 
to initiate 
improvement 
and one team 
to sustain it.

Synthesizes program planning, implementation, and 
lessons learned, offering strategic approaches to:
 implement, expand, and refine care coordination work.
 negotiate and form partnerships to improve health outcomes.
 identify medical alternatives to incarceration. 
 improve continuity from jail to community healthcare. 
 benefit health and hospital care, public health, HIV services, 

substance use and mental health, and jail health.



Transitional Care Coordination

https://www.acojaconsulting.com
/providing-transitional-care-

coordination-handbook

https://www.acojaconsulting.com/providing-transitional-care-coordination-handbook


Improving Health Outcomes

Transitional Care Coordination 
results:

Fewer visits to the emergency 
department, from 0.60 per person in 
the 6 months prior to baseline to .20 
visits at follow-up

Housing instability and food 
insecurity decreased from over 20% at 
baseline to less than 5% at follow-up.

Individuals also self-reported feeling in 
better general health.



SPNS Latino Initiative in NYC

Key Topic Areas
 Transnationalism
 Puerto Rican & Latino Culture
 Cultural Competency
 Strategies for Improving Care
 Also: Interactive activities

This webinar series is available for health and 
social service professionals! Continuing Education 
credits for physicians, nurses, Certified Health 
Educators as well as general CE is available. 
(CME, CNE, CHEC and CEU) 
http://www.bxconsortium.org/cewebinarseries.html





  



Actionable eCOMPAS Management 
Reports with Drill Downs



Collapse-expand feature1



 



 



Client Drill downs



The Whoosh!

“Data is ‘whooshed’ from the EMR to TCMS eCOMPAS every day, saving 
time, reducing double data entry, and maintaining data consistency. 
TCMS eCOMPAS now manages data for over 18,000 patients; and an 
average of over 1.8 million records (16 million data elements) are fed 
through this data transfer annually.”

Alison O. Jordan, LCSW
former Senior Director

Reentry & Continuity Services

NYC Correctional Health ServicesThank you RDE, we can hear The Whoosh!



Great HIT Partner!

“RDE has been a great partner, providing excellent support, proactive 
problem-solving, and being responsive to our IT needs… RDE has 
worked seamlessly with IT operations across organizations to facilitate 
a smooth migration and uninterrupted operation and data feeds. 
RDE is a knowledgeable, competent, and responsive HIT partner.”

Jeffrey Herrera
Senior Director

Information Technology

NYC Correctional Health ServicesThank you RDE, we can hear The Whoosh!



Case Study #1: Puerto Rico
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Carmen G. Cosme Pitre
Executive Director
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Who We Are

52

One Stop Career Center of Puerto Rico, Inc.
(OSCCPR) is a private non-profit organization
(501) (c) (3), incorporated in November 2000,
with state and federal tax exemption. We offer
services to young people and adults across the
island with a commitment to develop and help
strengthen community structures.
Our initiatives aim to impact the areas of
greatest need of the population such as housing,
education, employment, health and legal
services. Offering service programs that can
integrate and offer alternatives to communities
in need.
In addition, we believe in the importance of
collaborations between organizations, with the
aim of bringing more and better services to the
participants.



What We Do
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OSCC-PR Partners
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HIV & Incarceration in PR

• Puerto Rico (PR) has the 5th highest rate of new HIV diagnoses in 
the U.S.1

• PR has the 3rd highest rate of people living with HIV1

• PR has a high prison population rate (303 per 100,000):2
o Over 11,000 incarcerated individuals
o 98% are men in 7 correctional centers
o 6.9% of people incarcerated in PR are living with HIV

• Puerto Ricans living with HIV and coming home after incarceration 
often need assistance, including housing, employment and 
transportation, to access available HIV care in Puerto Rico

1. CDC HIV Surveillance Report 2014, excludes DC (rates are per 100,000)
2. Rodriquez-Diaz CE, Rivera-Negron RM, Clatts MC, Myers JJ. 2014. Health Care Practices and Associated Service Needs in a Sample of HIV-Positive Incarcerated 

Men in Puerto Rico: Implications for Retention in Care. J Int Assoc Provid AIDS Care. 



SPNS Latino Initiative Training

Key Topic Areas
• Transnationalism
• Puerto Rican & Latino 

Culture
• Cultural Competency
• Strategies for Improving 

Care
• Also: Interactive activities

This webinar series is available for health and social service professionals! Continuing Education credits for 
physicians, nurses, Certified Health Educators as well as general CE credits
(CME, CNE, CHEC and CEU) http://www.bxconsortium.org/cewebinarseries.html



SPNS Workforce Capacity
One Stop Career Center of Puerto Rico (OSCC)

• Partnership with PR Department of Correction Supports 
individuals coming home after incarceration

o Job training and placement
o Clear criminal records
o Case management
o Housing assistance
o Eviction prevention
o Life skills training

Workforce Capacity Expansion
• HIV outreach and education in jails / prisons
• Transitional Care Coordination 
• Mapping linkages to care  
• Interactive Resource Guide 



Steps to Implementation

Identify staff:
 Train staff in TCC
 State certified HIV counselors

Transportation:
 Transportation Service
 Identify sustainable funding

Coordinate with Corrections:
 Access to correctional facilities
 Patient health records

Engage Key Stakeholders:
 Establish Linkage Agreements and a Consortium
 Sustain using Resource Guide



Transitional Care Coordination – Puerto 
Rico

• Build on SPNS CHLI & Latino Initiatives to enhance collaboration and 
coordination among providers

• Train employment and housing specialists in Transitional Care Coordination
• HIV education and risk reduction
• Outreach & engagement
• Transitional care planning
• Coordination with service providers
• Patient navigation after incarceration

• Conduct SPNS local evaluation

• Secure reliable transportation for clients

• Sustain collaborative and service delivery



Collaboration Outcomes

• Over 60 MOUs with service providers across PR to 
address housing, primary care, employment, and 
other social services

• Government and community partners launched 
Island-wide consortium to address needs of HIV+ 
clients transitioning to community after 
incarceration
o Community providers – medical care, including 

HIV Primary Care, housing, substance use 
treatment, syringe exchange, support services, 
care management.

o Federal agencies – Ryan White, US DOJ
o PR Department of Correction and Rehabilitation

HIV Primary Care in PR



TCC PR Program Outcomes

• OSCC staff working in 13/32 correctional facilities in PR

• Prevention education/risk reduction sessions provided at jail 
orientations to identify potential clients (n=360)

• 69 enrolled and completed baseline
o All received transitional care coordination
o 10 additional served as part of pilot

• 58 returned to community after incarceration
o 54 of 58 eligible (93%) linked to HIV primary care and 

other services after incarceration 
o All 10 (100%) pilot participants linked to care

Housing & Employment
Housing: 22
• 19 transitional
• 5 permanent
Job readiness: 15
• 12 employed; 
• 1 volunteer;  
• 2 seeking employment



TCC Cascade in Puerto Rico
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Service accepted TCC Plan received Community Return Linkage to Care

One Stop Career Center of Puerto Rico
n=79*

99%

94%

*Includes 10 from pilot and 69 from 
local evaluation

86%
100%



MAPPING LINKAGES TO CARE IN PUERTO RICO

94% of people returning home with a transitional care plan linked to care after incarceration (n=80)

Most people linked to care after incarceration were seen at Ryan White Part B and C clinics, with others followed by 
Federally Qualified Health Centers. Access to care was facilitated in all regions across Puerto Rico.



Sustainability

The Puerto Rico 
Employment, 
Housing and 
Health Resource 
Guide is available 
at no cost to 
network providers 
through RDE 
eCOMPAS and 
includes icons that 
depict available 
services, such a 
hospital for 
medical care, a 
house for housing 
and a suitcase for 
employment 
services and a 
handshake for care 
coordination.

https://nrg.e-compas.com/pr/

https://nrg.e-compas.com/pr/


Implementation Challenges

• Identifying right fit programs: personal relationships v. formal 
expertise

• Proposal evaluation methodology favors existing programs

• Formal authority/documents from predecessors are insufficient 
to gain buy-in

• Culture of corrections varies by location/jurisdiction

• Opening/closing of programs absent formal communication 
system 

• Frequent turnover and changes in local government leadership 

• Poor local economy, lack of affordable housing/shelters 

• Hurricane Maria…



Hurricane Maria Relief Efforts



Overcoming Challenges

Manati

Brenda Rosario Alison O Jordan



TCC PR 
Lessons Learned & Recommendations



STRENGTHENING COLLABORATIONS | FORTALÉCIENDO ENLACES ACROSS THE
ISLANDS OF PUERTO RICO

Tirado-Mercado V, Rodriguez-Diaz CE, Cosme-Pitre C, Cruzado-Quiñones J, Jordan AO. 
Fortaleciendo Enlaces: Strengthening Collaborations to Build Institutional Capacity for 
Re-Entry Services for Incarcerated People with HIV in Puerto Rico. (2017). Puerto Rico 
Health Sciences Journal, University of Puerto Rico Medical Science Campus vol 36 (1): 

47. 

Photographs by Jesse Thomas



Case Study #2: Paterson NJ
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City of Paterson

City of Paterson:
A Case Study in Innovation



Introduction
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Passaic County
Population

512,607

Bergen County
Population

948,406 Coordinating systems 
through eHIE
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SPNS Improving HIV Health Outcomes through 
the Coordination of Supportive Employment 

and Housing Services

2017-2020
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IN A NUTSHELL

We are enhancing Housing and Employment 
services, workflows, tracking and coordination 
within the Bergen-Passaic TGA for improved client 
outcomes.



Project Goals
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Goal 1: Develop 
standardized 

procedures for 
referrals for 
employment 

services. 
Goal 2: Develop 
the eCOMPAS 
Employment 
Referrals and 

Outcomes 
Module 

Goal 3: Develop 
the eCOMPAS
Housing Status 
Enhancements 

Goal 4: Develop 
the eCOMPAS 
CAPER Module 

Goal 5: Develop the 
eCOMPAS linkage 
to e2MyHealth.



Bergen-Passaic Housing and Employment SPNS: 
Changing Lives – A Client Story



A client story…

• “I was basically blind, I didn’t know what to do, I didn’t have hope. 
Sometimes I just didn’t feel like trying.”

• Diagnosed with HIV in 2014

• She was homeless, working several part-time jobs, going to school for GED

• “There were lots of ups and downs in my life and nowhere to go for help, 
mentally or financially.”

• Living in the shelter made her realize she wanted to be in a better place

• “My doctors suggested CAPCO but I wasn’t ready.”
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How SPNS and CAPCO Helped

• SPNS and CAPCO Helped
• Found current job through temp agency & case management, transportation 

assistance, emotional support
• “Tisa (Smith) was a friend, and she helped me talk through problems. It made me 

feel like other people wanted better for me, and I wanted better for me too.”

• “Every conversation we had, I felt comfortable, I felt at ease. Everything 
about it was a blessing and I wouldn’t be here today without it. Thank 
you.”

• “I would tell somebody else about this program if they needed help.”
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The Results: “Things take time and it 
was well worth it.”

• Stably housed.
• Studio apartment close to transportation.
• “I love it. It’s affordable and comfortable for me and my lifestyle. I like my privacy. It fits me.”

• Finding success at work.
• Full-time employment since September 2019.
• “My boss said I’m a solid worker.”
• “I love what I do, I make good pay and benefits.”

• “Having my own place made me want to keep my job because now I have responsibilities and it 
feels good. A year ago it wasn’t like that. Now I feel like I’m in a good place physically and 
mentally.”

• Adherence and viral suppression.
• “I’m still undetected.”

• Looking to the Future.
• “I don’t want to just exist, I want to be somebody.”
• “I want to go back to school but I couldn’t do school and have a full-time job before.”
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Bergen-Passaic Housing and Employment SPNS: 
Changing Lives

How did we get there?



Big Picture Themes

• The Power and Challenge of electronic coordination, monitoring, and 
tracking.

• Partnership: Being flexible and creative, transforming barriers into 
win-win arrangements.

• Smart Care Management
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Partnerships

1. HRSA SPNS
2. RDE eCOMPAS
3. Buddies of NJ
4. Team Management  
5. CAPCO
6. Bergen Family Center 
7. Straight & Narrow
8. Bergen-Passaic Housing Authority
9. Homeless Shelter Network
10. Bergen Housing Authority
11. City of Passaic

12. Other Ryan White, medical and housing providers
13. Department of Education (DOE)
14. Division of Vocational Rehabilitation Services 

(DVRS)
15. One Stop Career Center 
16. Passaic County Jail
17. Department of Parole 
18. Department of Probation
19. Bergen-Passaic library
20. County colleges
21. NJ Reentry Program

82

Boston University, Evaluation & Technical Assistance Provider, 
HRSA/SPNS Initiative Improving HIV Health Outcomes through the 

Coordination of  Supportive Housing & Employment Services 



New Referral Partners 

1. Hackensack Housing Authority
2. Bergen County One-Stop Career
3. Passaic County One Stop Career
4. County of Passaic Board of Social 

Services
5. Division of Vocational Rehabilitation 

Services
6. Paterson Library
7. Passaic County Community College
8. Eva's Village (Main Facility)
9. Eva's Kitchen
10. Eva's Men's Shelter
11. Eva's Women's Shelter
12. Eva's Hope Residence for Mothers and 

Children
13. Family Promise of Passaic County
14. Father English Community Center
15. Hispanic Information Center

16. Hispanic Multi-Purpose Service Center
17. Passaic Information Center
18. Passaic County Women's Center
19. Paterson Coalition for Housing
20. Paterson Task Force
21. Path Program for Passaic County
22. Case Management for Mentally Ill and 

Homeless
23. Salvation Army of Passaic
24. St. Joseph's Hospital
25. St. Paul's Community Development 

Corporation
26. St. Peter's Haven
27. Strengthen Our Sisters
28. Youth Consultation Services
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SMART CARE MANAGEMENT
Leverages evidence-informed models of coordinated care in which HIV primary 

care is linked with case management, housing assistance, substance use and 
mental health treatment, as well as legal, employment and social services. 



SCM Goals

• Coordinated approach to identify population, deliver needed services and 
improve health outcomes

• Self sustainability with continuous quality improvement.

Applying IT solutions to care management to achieve goals and objectives 



OBJECTIVES

• Use technology, resources and coordinated network of care to address 
changing needs and number who know their COVID-19 status.

• Engagement in healthcare services and treatment.

• Facilitate access to social determinant of health including housing and 
employment.



STEPS TO IMPLEMENTATION



IMPACT OF THE INTERVENTION

Before After



WHAT IS
SMART CARE MANAGEMENT?

SMART CARE MANAGEMENT is a strategic systems approach to facilitate needed access to 
care and services.

SMART CARE MANAGEMENT leverages existing health, social and support services to 
improve population health outcomes.

SMART CARE MANAGEMENT uses Health Information Technology solutions for quality 
management and more.

SMART CARE MANAGEMENT includes strategic planning and program development, service 
integration, and outcome reporting for quality improvement and population 
health management. 



HOW IS IT SMART?

Housing 
Assessment

Systemwide Data Entry & Alerts

Supports Grant acquisition, 
monitoring and reporting

Informs Health 
Assessment

Employment 
Assessment & 
Service Plan

Track non-billable 
services

Identify at-risk 
populations

Checks symptoms 
and alerts provider

Virtual Community 
support / 
supervision check-in

Supports 
teamwork–
working smarter, 
not harder to 
coordinate care 
& services



FIVE CORE ELEMENTS 1



Five Core Elements 2

Definitions
1. Population Identification: determine new and out of care clients, identify at risk 

populations and service needs
2. Smart Care Management: facilitate engagement in care; coordinate care among service 

providers
3. Healthcare & Services: identify risk factors, education and awareness, facilitate access 

to care, treatment and support
4. Housing & Survival Services: identify, provide and enhance access to needed resources 

toward stable shelter and food security
5. Employment and other Social Services: integrate income, employment, legal and other 

social services



 



 



Population Identification

SMART
CARE

MANAGEMENT

Healthcare & Services

Employment
& Social 
Services

Housing & 
Survival 
Services



e2 Supports Teamwork 
– working smarter, not harder to coordinate care and services

e2 supports 
teamwork 



SMART CARE MANAGEMENT
Benefits of the Intervention

• Streamlined, coordinated system facilitates improved data collection and reporting

• Quality management process improvements, including identification of service reporting gaps, 
facilitates more accurate assessments and improved service plans

• Improved coordination of case management activities among case managers, community health 
workers, housing and employment specialists 

• Collaborations between the RW service network and community based organizations leverage 
resources and improves information sharing.

• Improved information sharing leads to improved outcome documentation
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SMART CARE MANAGEMENT
Data-driven Process Improvement
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Public Awareness Campaign
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Leveraging Technology and Data



Electronic Referrals in e2
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Referrals Made in eCOMPAS

13,900+



One-Click CAPER in e2
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e2 Housing and Employment Alerts
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Alerts Drilldown
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In-Sight, In-Mind
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Proactive Weekly Email Alerts
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Times users accessed the Alerts 
Module in eCOMPAS

12,100+



Bergen Passaic e2MyHealth
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e2MyHealth 1
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Eliciting Feedback
Client Satisfaction Survey
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CLIENT SATISFACTION SURVEY (CSS)
Future Vision
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CSS – Future Vision
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CSS Future Outreach
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CSS e2MyHealth
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e2MyHealth 2
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HIV Care Continuum
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Future Vision: Housing Status
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Future Vision: Housing Caseload
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Future Vision: Housing Trendline
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Future Vision: Housing by Type
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Future Vision:  Subsidy by Zip Code

122



123

Future Vision: Employment  Cascade



Future Vision: Employment Status
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Online Resource Guide
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eCOMPAS Satisfaction Scores: e2 
Paterson
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Case Manager Experience
• Experience with the housing and employment SPNS project

• It was enlightening finding services for clients 
• We provided job services
• Barriers such as COVID-19 and client drug addiction was challenging

• Success Stories
• One client was homeless and is now doing quite well
• Got over 12 people housed
• Had a plan for clients to be self-sufficient
• Leveraging the City’s HOPWA program was a strength and benefit

• Working with the SPNS Team (Recipient, RDE, and Partners)
• It is a good experience
• Team work - we did the best we can 
• This will be a sustainable program

Tisa Nicole Smith 
Medical Case Manager
CAPCO Resource Inc. 



Whatever-It-Takes Partnership

"I was so proud to be a part of this 
project and connecting people living 
with HIV/AIDS to employment. Assisting 
others in obtaining successful 
employment was a passion of mine 
before I started working at RDE Systems 
and I was so happy to be part of this 
group to advance the project goals and 
assist with weekly follow-ups."

Alyse Rokita
Operations Manager



City of Paterson HOPWA 

• HOPWA program is housed in City of Paterson and overseen by 
Director Mizquierdo

• Federal HOPWA dollars leveraged for SPNS Project and non-SPNS 
clients

• Ongoing
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Linkage to Care

The Story of the Family of Six…



Downstream Benefits from SPNS 
Initiatives
• Referrals serve local mission while achieving national objectives

• In-grant SPNS Replication results from SPNS-inspired partnership and technical capacity 
development including:

1) Homelessness Prevention: More than 10 families stably housed

2) Employment Services: 10 employed and over 80% of retained employment, despite 
COVID-19 challenges
• Skills enhanced: At least half reported ancillary benefits from education, skills 

development, and job training as a result of the initiative 
• Interviewing skills and more increased community awareness and connection 

between government services and community for the City of Paterson.
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Sustainability Factor: Reduced 
Administrative Burden

Automated methods developed will foster sustainability and reduce 
administrative burden.
Reduced Administrative Burdens include:
• Manual data entry for medical and case management services for hundreds 

of participants every year 
• Paper forms eliminated
• Approximately 270 hours a year spent on double data entry 
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Conclusions

 System Innovations – Cross-program integration, electronic referral 
expansion, visual dashboards with drill downs

 Partnership – Flexibility, Win-Win, Patience

 Impact – Consumers and those that serve them deserve the best

 Feasibility – You Can Do it!  

 Sustainability – Through strategic systems capacity development and 
unwavering leadership, administrative burden can be reduced to sustain.
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A heartfelt thanks…..

Especially,
Adan Cajina
Chief, Demonstration and 
Evaluation Branch
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Thank you from all of us on the 
Paterson SPNS Team…



How can we accomplish ambitious goals? 1



How can we accomplish ambitious goals? 2

One bite at a time.



Thank you for your time!
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Je sse  Thomas
Je sse @rd e syste ms.com

Free and innovative resources to 
end the epidemic

www.RDE.org/Red

Milag ros Izq uie rd o
mizq uie rd o@p ate rsonnj.g ov

Alison O  Jord an, LCSW
Ali@ACOJAconsulting .com

Carme n Cosme Pitre
one stop .sccarme n@g mail.com

mailto:Jesse@rdesystems.com
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