
 
 
 
 
 
 
 
 
Time          Item—Presenter                  Materials 
 

**Handouts will be provided at meeting 

Homeless Health Advisory Committee 
AGENDA 
November 6, 2019; 9:30 – 11:00AM 
https://global.gotomeeting.com/join/533399413  
Call-in: 1 (872) 240-3212 ; 533-399-413; Use Audio PIN 
CCALAC- 445 S. Figueroa Street, Suite 2100, Los Angeles, CA 90071 
 
 

 
9:30am Welcome and Introductions — Karen Lauterbach 
   

9:35am Homeless Health Policy Update — Erika Rogers  
• Los Angeles Homeless Policy 
• Census 2020 
• State Legislation  

• Homeless Health Policy Memo 
• BOS Motion on Rising Mortality 

Rates 
• State Legislation Memo 

   

9:50am  Updates from LAHSA and L.A. Care — Sarine Pogosyan  
Discussion items: 
• SDoH Resources for Safety Net Organizations  
• Measure H Policy Summits  
• Public Comment Discussion 
• L.A. Care Los Angeles Homeless Health Summit   

• Housing Ordinances Flyer 
• SNI Resources Handout 
• CA Policy Lab presentation: 

Preventing Homelessness in Los 
Angeles 

• L.A. Care Homeless Summit 
Materials 

   

10:00am Policy and Procedures — All  
Discussion items: 
• What is your clinic’s P&P on billing for field visits/street 

outreach? 
• What is your clinic’s P&P on assessing patients’ support 

services needs?  
• What is your clinic’s P&P on allowing patients 

experiencing homelessness to use the clinic’s mailing 
address? 

 

   

  Open Discussion — All  
• Q&A 
• Topics for next meeting   

 

   

11:00am Adjourn— Karen Lauterbach  

   

 
Next meeting: December 4, 2019 from 9:30am to 11:00am 
 
Homeless Health Resource Page here.  
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Member Driven.            Patient Focused. 

 
 
 
 
 
 
 
 

445 S, Figueroa St Suite 2100. Los Angeles. C.A. 90071 
T (213) 201-6500. F (213) 553-9324. www.ccalac.org 

Date: November 6, 2019 
 
To:  Homeless Health Advisory Committee, CCALAC 
 
From: Erika Rogers, Policy Analyst 
 
Re: Homeless Health Policy Updates 
 
This memo provides information and updates on homeless health policy issues of interest to and/or impacting 
members, their patients and their communities. 
 
Board of Supervisors Motion on Rising Mortality Rates 
On October 29, the Board of Supervisors instructed the directors of DPH, DHS, and DMH and the select staff at LAHSA to: 
1. In consultation with health plans and service providers, conduct a health needs assessment of people experiencing 

homelessness to understand their experiences accessing health, mental health, and substance use services and 
engaging in treatment, by deploying staff to speak directly with people across Los Angeles County (County), 
including at the 2019 Care Harbor Free Clinic, in encampments, at select shelters and access points, and at various 
convenings facilitated and led by people with lived experience across the County about their healthcare needs, 
concerns, and the challenges they face in accessing these services; 

2. Review information from various sources, including mortality and morbidity data, program data, and interviews with 
homeless service providers and outreach team members, to inform the County’s understanding of the current 
health care delivery system utilized by people experiencing homelessness; and 

3. Report back to the Board of Supervisors, in writing, within 120 days with a set of recommendations, informed by 
findings from this assessment, on steps that can be taken to decrease mortality among people experiencing 
homelessness and improve treatment outcomes. 

 
Census 2020  
CCALAC is posting all Census 2020 resources online on our Census Resource Webpage. On this page, you can find 
information, flyers, and materials from both CCALAC and other trusted organizations. These resources are meant to 
educate, engage, and inform your staff, patients, and community members on Census 2020. Resources specific to 
counting individuals who are homeless or in transitory living situations are also included. 
 
Homeless Count 
• Los Angeles Homeless Services Authority (LAHSA) and other organizations have been in conversation with the U.S. 

Census Bureau to ensure the most complete count of Los Angeles County’s transitory and homeless population can 
be achieved. CCALAC has been receiving regular updates from LAHSA on these meetings. Before their last meeting, 
CCALAC provided the following questions to LAHSA. 

o Can people without a unique identifier or a current home address participate in the Census? Missed 
opportunity if not able to participate since many health centers do street outreach/medicine/needle 
exchange and have the availability to use their tablets as CAKs/QACs. 

o Will Census enumerators receive training on how to survey Hard to Count populations, including people 
experiencing homelessness? Are there opportunities for LAHSA or health centers to provide training or 
distribute resources for staff assigned to survey shelters, other service sites, and/or encampments? 
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445 S, Figueroa St Suite 2100. Los Angeles. C.A. 90071 
T (213) 201-6500. F (213) 553-9324. www.ccalac.org 

o How will the Census prevent duplication among people accessing multiple services? 
o Does the U.S. Census Bureau have awareness of the capacity they intend to take on? Three days does not 

sound like enough time for a 50,000 plus homeless count. How many employees do they intend to deploy to 
enumerate L.A.’s homeless population? Again, we reiterate your previous point of the need to avoid 
duplication.  

o How many locations will be used for enumeration? Fear that there will be too few. Can we suggest 
locations? 

o What is the U.S. Census Bureau’s plan around individuals who have IDs w shelter or DPSS addresses? Is the 
Census Bureau aware that this exists and where will these mailers go? Need for Census Bureau to 
collaborate with DPSS, shelters, health centers, etc. 

• The U.S. Census Bureau is creating a reporting template intended to count transitory and homeless populations and 
individuals seeking shelter services via Excel that will be available by the end of the month. 

• The U.S. Census Bureau is creating a one-paper explaining how individuals without a unique identifier/address will 
be counted and how these individuals will be able to fill out the census. 

• A homeless count and street outreach Q&A will be available in the near future. 
• The U.S. Census Bureau will offer public workshops on how to count L.A.’s transitory and homeless population. 
• The U.S. Census Bureau will be training their workers on how to count homeless populations. Further details to 

come. 
 
As CCALAC moves forward with our Census 2020 work, we are asking each clinic to identify a Census 2020 point 
person(s) who will lead their clinic’s census engagement and advocacy efforts. If your clinic has not already identified a 
lead, please send your Census 2020 point person(s) contact information to Erika Rogers at erogers@ccalac.org to be 
included in census related correspondence including resources, trainings, and other updates.  
 
Please email Erika Rogers at erogers@ccalac.org with any questions.  
 

3

mailto:erogers@ccalac.org
mailto:erogers@ccalac.org


     MOTION 

 SOLIS ______________________________ 

 RIDLEY-THOMAS ______________________________ 

 KUEHL ______________________________ 

 BARGER ______________________________ 

 HAHN ______________________________ 

 

AGN. NO._______ 
 
MOTION BY SUPERVISORS MARK RIDLEY-THOMAS           OCTOBER 29, 2019 
AND HILDA L. SOLIS 
 
Assessing the Health Care Needs of People Experiencing Homelessness to 
Address Rising Mortality Rates  
 
 Like so many jurisdictions across the nation, Los Angeles County (County) 

continues to experience an epidemic of homelessness. While we are deploying 

coordinated and robust efforts to increase available housing and to prevent at-risk 

individuals from becoming homeless, we must still look at how we can better serve people 

while they are experiencing homelessness and are not yet housed. This is especially 

critical, given that mortality rates for people experiencing homelessness are much higher 

than those for the general population, have risen in the County over the past five years, 

and are expected to increase again for 2019. 

 A recent analysis by the County’s Department of Public Health on mortality rates 

and causes of death among people experiencing homelessness shed critical light on this 

issue and provided sobering data on recent trends. The overall mortality rate, which 

accounts for increases in the total homeless population over the 6-year period from 2013 

to 2018, increased each year from 1,382 per 100,000 to 1,875 deaths per 100,000, with 

the total number of deaths among people experiencing homelessness increasing each 

year from 536 in 2013 to 1,047 in 2018. The leading causes of death included coronary 

heart disease (22%) and unintentional drug and alcohol overdose (21%), indicating that 

there are opportunities for interventions to prevent premature deaths. 

– MORE – 
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MOTION BY SUPERVISORS MARK RIDLEY-THOMAS AND HILDA L. SOLIS 
OCTOBER 29, 2019 
PAGE 2 
 
 

Innovative solutions are needed to address this growing inequity and to prevent 

unnecessary deaths among our most vulnerable residents. The County’s three health 

departments can work together to identify opportunities to enhance access to health 

services, facilitate treatment for people experiencing homelessness, and provide linkages 

to needed services. To be most effective, these integrated efforts must directly reflect the 

input and elevate the perspectives of people experiencing homelessness, especially 

given the diversity of paths through which people fall into homelessness.  

 WE THEREFORE MOVE THAT THE BOARD OF SUPERVISORS: 

Instruct the Director of the Department of Public Health, in coordination with the 

Directors of the Departments of Health Services and Mental Health, the Medical 

Examiner-Coroner, the Chief Executive Officer, and the Executive Director of the Los 

Angeles Homeless Services Authority to: 

1. In consultation with health plans and service providers, conduct a health needs 

assessment of people experiencing homelessness to understand their 

experiences accessing health, mental health, and substance use services and 

engaging in treatment, by deploying staff to speak directly with people across 

Los Angeles County (County), including at the 2019 Care Harbor Free Clinic, 

in encampments, at select shelters and access points, and at various 

convenings facilitated and led by people with lived experience across the 

County about their healthcare needs, concerns, and the challenges they face 

in accessing these services; 

2. Review information from various sources, including mortality and morbidity 

data, program data, and interviews with homeless service providers and 

outreach team members, to inform the County’s understanding of the current 

health care delivery system utilized by people experiencing homelessness; and 

3. Report back to the Board of Supervisors, in writing, within 120 days with a set 

of recommendations, informed by findings from this assessment, on steps that 

can be taken to decrease mortality among people experiencing homelessness 

and improve treatment outcomes. 

#          #          # 

(DJ) 
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Date: November 6, 2019 
 
To:  Homeless Health Advisory Committee, CCALAC  
 
From: Erika Rogers, Policy Analyst 
 
Re: State Legislation: Homelessness and Housing  
 
This memo provides information on homeless health related bills supported by members as they move through the 
legislative process. Governor Newsom signed 18 bills that will help address our state’s housing and homelessness crisis.  
To view a list of the signed bills, click here. 
 
September 13 was the deadline for the legislature to pass bills. October 13 was the deadline for the Governor to sign or 
veto bills. Bills that were held in committee are not necessarily dead; as this is the first year in a two year legislative 
cycle, they could be brought back in the same or amended form next year. 
 

CCALAC Support 

Bill (Author) Title  CCALAC Position Status 
AB 728 (Santiago) Homeless 
multidisciplinary personnel teams. 
 

Support (5/13/19) 9/05: Senate amended bill. 
9/11: Presented to Governor. 
9/26: Approved by Governor. 

This bill expands the scope of a homeless adult and family multidisciplinary personnel team (MDT) to include 
individuals who are at risk of homelessness and includes case managers and case coordinators among the entities who 
may be included on an MDT. The bill also requires the team member who first establishes contact with an individual at 
risk of homelessness to notify the individual that the individual’s confidential information may be shared for the 
purpose of coordinating housing and supportive services to ensure continuity of care and requires the team member to 
attempt to obtain the individual’s consent for that information sharing. 
CPCA: Support 
CCALAC Homeless Health Advisory Committee: Recommend Support 
 
AB 960 (Maienschein) CalWORKs: 
homeless assistance. 

Support (3/11/19) 9/09: Senate amended bill. 
9/13: Presented to Governor. 
10/2: Approved by Governor. 

This bill would authorize a county to approve additional days of temporary shelter assistance if additional days are 
necessary to prevent homelessness while the household is transitioning to receiving permanent homeless assistance, 
and would provide that a family may receive 16 days of temporary homeless assistance per instance of homelessness. 
 
The CalWORKs program provides permanent housing assistance to pay for the last month’s rent and security deposits, 
up to 2 months of rent arrearages, or standard costs of deposits for utilities. Existing law requires payments to 
providers for temporary shelter and permanent housing and utilities to be made on behalf of the families requesting 
these payments. Existing law prohibits payments from being made to a housing provider unless it is a commercial 
establishment, shelter, or person in the business of renting properties who has a history of renting properties. 
This bill would remove the requirement that a person in the business of renting properties have a history of renting 
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properties in order to receive payments. The bill would additionally authorize payments to a housing provider with 
which the families requesting assistance have executed a valid lease, sublease, or shared housing agreement. 
CPCA Support 
 
SB 329 (Mitchell) Discrimination: 
housing: source of income. 

Support (6/10/19) 9/11: Assembly amended bill. 
9/19: Presented to Governor. 
10/8: Approved by Governor. 

This bill would prohibit landlords from discriminating against tenants who rely upon housing assistance paid directly to 
landlords, such as a Section 8 voucher, to help them pay the rent. 
 
Existing law, the California Fair Employment and Housing Act, prohibits housing discrimination, including discrimination 
through public or private land use practices, decisions, or authorizations, based on specified personal characteristics, 
including source of income. Existing law defines the term “source of income” for purposes of the provisions relating to 
discrimination in housing accommodations described above, to mean lawful, verifiable income paid directly to a tenant 
or paid to a representative of a tenant. This bill would instead define the term for purposes of those provisions, to 
mean verifiable income paid directly to a tenant, or paid to a housing owner or landlord on behalf of a tenant, including 
federal, state, or local public assistance and housing subsidies. 
CPCA: No position 
CCALAC Homeless Health Advisory Committee: Recommend Support 
SB 361 (Mitchell) Medi-Cal: Health 
Home Program. 

Support (5/13/19) 6/25: Passed Asm. Health (15-0) 
Asm.  – Approps 
7/1: No movement in Asm. Approps. 
Bill held for 2019.  

Current law authorizes the Department of Health Care Services to create the Health Home Program for enrollees with 
chronic conditions, as authorized under federal law. Current law conditions the implementation of the program on 
federal approval and the availability of federal financial participation. Existing law prohibits the implementation of the 
program if additional General Fund moneys are used to fund the administration and costs of services, unless the 
department projects that the implementation of the program would not result in any net increase in ongoing General 
Fund costs for the Medi-Cal program. This bill would remove the prohibition on the use of General Fund moneys for the 
implementation of the program. 
 
Existing law authorizes the department to revise or terminate the program any time after the first 8 quarters of 
implementation if the department finds that the program fails to demonstrate certain results. This bill would remove 
the department’s authority to revise or terminate the program as described above. 
 
Existing law requires the department to select providers with a viable plan to reach out to and engage frequent 
hospital or emergency department users and chronically homeless eligible individuals. This bill would require the 
outreach and engagement to be in person. 
Sponsors: Corporation of Supportive Housing, Housing California, Western Center on Law and Poverty 
CPCA: Support 
CCALAC Homeless Health Advisory Committee: Recommend Support 

 
Please email Erika Rogers at erogers@ccalac.org with any questions.  
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Social Determinants of Health (SDOH): Resources for Safety Net Organizations 

Updated May 2019 
 

Page 1 of 6               Feedback on a tool? Missing something?  
Please email kmody@caph.org for updates 

 

KEY RESOURCE KEY RESOURCE KEY RESOURCE KEY RESOURCE 
The ROI for Addressing 
Social Needs in Health Care 
(#1)  (October 2018) This 
webinar provides information 
about Contra Costa Health 
Services’ efforts to measure 
return on investment for their 
social needs initiatives. 
 – CIN (CHCF) 

SDOH Screening Tools 
Comparison (2018) A thorough 
crosswalk of the most widely 
used social health screening 
tools. – SIREN UCSF 
 

Community Resource 
Referral Platforms: A Guide 
Compares common tools 
and advises on how to 
choose and implement 
(spoiler: partner first, then 
choose). – SIREN UCSF 

 Tools for Supporting Social 
Service and Health Care 
Partnerships to Address Social 
Determinants of Health 
Practical resources and tools 
addressing common barriers 
and strengthen collaborative 
activities. – CHCS  

 See following pages for more resources on each of these program development steps. 

  How can we build a business case for this work? 

 The ROI for Addressing Social Needs in Health Care (#1) (California Healthcare Foundation (CHCF) 
California Improvement Network (CIN), October 2018) On this webinar, Contra Costa Health Services 
shared their efforts to measure return on investment for their social needs initiatives, as well as 
their progress, lessons learned, challenges, and insights. 

 The ROI for Addressing Social Needs in Health Care (#2) (CHCF CIN, November 2018) Kaiser 
Permanente presented how they measure return on investment tackling social needs.  

 The ROI for Addressing Social Needs in Health Care (#3) (CHCF CIN, December 2018) Partnership 
HealthPlan of California joined a conversation about establishing a formula and process for 
evaluating ROI for social needs that impact health. 

 Beyond the Exam Room—Social needs that impact health (CHCF CIN, Summer 2018) CIN 
Connections report features actionable information to address social needs and case studies from 
three leading organizations, and tools and information to help leaders address social needs and 
implement cutting-edge initiatives in their own organizations. 

 Investing in Social Services as a Core Strategy for Healthcare Organizations: Developing the 
Business Case (The Commonwealth Fund, March 2018) A guide from the KPMG Government 
Institute and the Commonwealth Fund for health plan and providers investing in services that 
address social needs that impact health. 

 ROI Calculator for Partnerships to Address the Social Determinants of Health (The Commonwealth 
Fund) Online tool generating financing models based on variables for revenue increases and 
decreases, and costs of program components like staff salaries.  

 Social Determinants of Health 101 for Health Care: Five Plus Five (National Academy of Medicine, 
October 2017) An orientation to addressing social needs that impact health, and five competencies 
needed for organizations working in this field.  

 Medicaid Payment Strategies for Financing Upstream Prevention (Center for Healthcare Strategies 
(CHCS), February 2018) Executive summary highlights lessons and synthesizes takeaways for how 
states can use existing Medicaid authority to finance innovative upstream prevention and 
population health initiatives. 

1. How can we 
build a business 

case for this 
work? 

2. What info 
should we 

capture, and 
how? 

3. How can we 
organize and 

track referrals? 

4. How do we 
establish and 

maintain  
partnerships? 
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 What info should we capture, and how?   
 SDOH Screening Tools Comparison (SIREN UCSF, 2018) UCSF’s SIREN compiled information from 

several of the most widely used social health screening tools and compared the instruments for  
intended population or setting, domains/topics covered, and number of questions dedicated to each 
domain. 

 Compendium of Medical Terminology Codes for Social Risk Factors (SIREN UCSF, 2018) Spreadsheet 
contains codes related to social risk factors extracted in a systematic search of four medical 
vocabularies (LOINC, SNOMED CT, ICD-10-CM, and CPT).  

 IOM Recommended Social and Behavioral Domains and Measures for Electronic Health Records 
(Institute of Medicine, 2014) In Phase 1 of the report, the committee identified 17 domains that 
they considered to be good candidates for inclusion in EHRs. Phase 2 pinpoints 12 measures related 
to 11 of the initial domains and considers the implications of incorporating them into all EHRs. 

 Standardizing Social Determinants of Health Assessments (Health Affairs, March 2019) Analysis 
describes how health care institutions can overcome challenges when seeking to implement SDOH 
including lack of standardized tools in the EHR, reliance on staff, non-systematic diagnostic codes for 
documentation.  

 Screening for Social Determinants of Health in Populations with Complex Needs: Implementation 
Considerations (CHCS, October 2017) Brief examines how organizations participating in 
Transforming Complex Care, a multi-site national initiative funded by the Robert Wood Johnson 
Foundation, are assessing and addressing SDOH for populations with complex needs and reviews 
key implementation considerations. 

 Using Data to Drive SDOH Priorities  (Center for Care Innovations (CCI), November 2017) In this 
webinar, Cincinnati Children’s Hospital shared their experience using data to identify and prioritize 
key SDOH to improve child health outcomes. 

 Health Leads Social Needs Screening Toolkit (Health Leads, 2018) Toolkit provides screening best 
practices, questions library, and a sample recommended screening tool for some of the most 
common unmet social needs: food insecurity, housing instability, utility needs, financial resource 
strain, transportation, exposure to violence, and socio-demographic information. 

 Becoming Trauma-Informed & Screening for ACES (CCI, October 2018) Montefiore Medical Center 
shared their trauma-informed care training and trauma screening implementation. 

 Commonly-used tools 
o PRAPARE (Protocol for Responding to and Assessing Patients’ Assets, Risks and Experiences) 

PRAPARE was developed by the National Association of Community Health Centers and 
partners to help health centers and other providers collect the data needed to better 
understand and act on their patients’ SDOH. 

o The Accountable Health Communities Health-Related Social Needs Screening Tool Developed 
for use in the Center for Medicare and Medicaid Innovation's Accountable Health Communities 
(AHC) Model. 
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 How can we organize and track referrals? Technology Platforms 
 Community Resource Referral Platforms: A Guide for Health Care Organizations  

(SIREN UCSF) Compares common tools and advises on how to choose and implement (spoiler: 
partner first, then choose). 

 Community Resource Referral Platforms: Lessons from Early Adopters (SIREN UCSF, April 2019) 
Webinar provides overview of functionalities provided by nine platforms on the market in 2018 as 
well as key recommendations for selecting and implementing a platform based on interviews with 
39 organizations that have used a platform. 

 2018 Buyer’s Guide: Social Innovation Technology for Health Care (Patchwise Labs, 2018) Buyer’s 
guide examines policy and market trends in the emerging social needs technology industry and 
includes profiles of six leading companies (Aunt Bertha, Health Leads, Healthify, NowPow, One 
Degree, Unite Us).  

 Commonly-used platforms and how they describe themselves 
o Aunt Bertha: Helps users find food, health, housing, and employment programs based on zip 

code. Free to search. Paid subscriptions tailored to different org types allows for closed-loop 
referrals, reporting, other benefits. 

o One Degree: Makes it easy to find community and nonprofit resources, get personalized 
recommendations, keep track of opportunities, and share them with others. 

o Healthify: Helps health plans and providers address social needs through referrals and 
coordination with services such as housing, food, and low-cost behavioral health services. Home 
of the platform Purple Binder. 

o Health Leads: Helps health systems create models for integrating patient social needs into care, 
using full spectrum of tools, education, and consulting. 

 

 How can we organize and track referrals? Internal workflows 

 Trends in Serving Patients Inside and Outside the Provider Office (CHCF CIN, February 2016) This 
CIN meeting & resulting report highlights innovative ways organizations are providing care inside the 
provider office through the use of technologies and distributed care sites. 

 Advice for Tackling the Social Determinants of Health in Your Clinic (CCI, September 2018) Seven 
health care organizations spent a year testing and clarifying the role that health care safety net 
organizations can play in addressing SDOH and shared the advice for tackling upstream challenges, 
whether just starting out or expanding this work in this workshop. 

 Optimizing the Flow of Information and Work for Social Needs (CCI, December 2017) HealthBegins 
presented ideas and strategies for optimizing the flow of social needs information and work in a 
clinical setting, including how to map your current information and workflows and how to identify 
opportunities for work and information flow improvement.  

 ROOTS Program Early Lessons Learned (CCI, July 2018) In this webinar, the CCI team shared a 
summary of early lessons learned gathered from teams through various program activities, including 
in-person sessions, team coaching calls and evaluation activities. 
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 Empathic Inquiry in Clinic Settings (CCI, May 2018) In this webinar, Elevation Health Partners 
presented how to use empathic inquiry within the medical clinic setting, a key staff dependency 
when effectively communicating and engaging patients who may have social needs.  

 ROOTS Convening: Addressing Social Needs from the Perspective of Health Centers  (CCI, October 
2017) Program participants share SDOH initiatives and receive feedback from peers and faculty. 
 

 How do we establish and maintain partnerships?  
 Partnership Assessment Tool for Health (CHCS, October 2017) Strategy tool to guide effective 

partnerships between health care organizations and community-based organizations, with case 
studies from partnerships serving low-income and vulnerable populations.  

 Integrating to Improve Health: Partnership Models between Community-Based and Health Care 
Organizations  (CHCS, 2018) Resource outlines common approaches to partnership and establishes 
a framework to describe integration between community-based and health care organizations. 

 Advancing Health Care and Community-Based Organization Partnerships to Address Social 
Determinants (CHCS, August 2018) Webinar explores promising strategies for creating and 
sustaining health care and CBO partnerships that address SDOH. Presenters include: Project Access 
NOW, Hunger Free Colorado, and 2-1-1 San Diego’s Community Information Exchange. 

 Value Proposition Tool: Articulating Value Within Community-Based and Health Care 
Organization Partnerships (CHCS, 2018) Tool to assist partners in articulating their value within an 
emerging or existing partnership through a series of reflection questions and considerations. 

 Partnership Assessment Tool for Health (CHCS, 2018) Tool designed for CBOs and health care 
organizations in existing partnerships provides a template to: understand progress toward 
benchmarks characteristic of effective partnerships; identify areas for further development; and 
guide strategic conversations. The objective of the tool is to help partnering organizations work 
together more effectively to maximize the impact of the partnership. 

 Health Care and Community-Based Organization Partnership: What Does It Cost? (CHCS, 2018) 
Excel-based tool for partnerships to estimate their total cost over a three-year period to help align 
goals, prioritize decisions, communicate with stakeholders, and advocate for funding. 

 Working as a System to Optimize Family Wellness (Moving Health Upstream, 2018) Guidebook for 
taking a learning-by-doing approach to address social needs. Describes the journey of eight multi-
organization partnerships working to meet the medical and social needs of a defined population. 
Partnerships featured include The Boys and Girls Club, a middle school, and a health center. 

 Making a Compact to Strategically Connect Transportation and Public Health Goals (CHCS, May 
2018) Series of case studies details how diverse state-level, cross-sector collaborations can positively 
impact population health. 

 Partnerships for Health: Lessons for Bridging Community-Based Organizations and Health Care 
Organizations (CHCS, January 2018) Report outlines characteristics of successful HCO-CBO 
partnerships and provides recommendations to guide the development of successful collaborations 
between health care and social service organizations. 

 Using Medicaid Levers to Support Health Care Partnerships with Community-Based 
Organizations (CHCS, October 2017) Fact sheet includes insights for partnerships between health 
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care and community-based organizations, particularly those serving low-income and/or vulnerable 
populations. 

 Closing the Loop on Referrals (CCI, September 2018) In this webinar, HealthBegins discusses key 
components involved in closing the loop on community referrals. 

 Innovation Spotlight: School-Clinic Collaboration (CCI, July 2018) Santa Cruz Community Health 
Centers, the Live Oak School District, Live Oak Cradle to Career, and Live Oak parents created the 
Community Care Team, which engages parents and school-clinic partners to identify, treat, and 
monitor high-risk, high-need students. 

 Addressing Social Needs Through Community Partnerships  (CHCF CIN, October 2016) Report 
highlights California safety net systems discussing efforts to address patients’ social needs through 
partnerships with community-based organizations. 

 Connecting those at risk to care: the quick start guide to developing community care coordination 
pathways (AHRQ 2016) Publication provides a detailed overview of the Pathways Community HUB 
Model, community care coordination approach focused on reducing modifiable risk factors for high-
risk individuals and populations 

 

SPECIFIC INTERVENTIONS 

Social Determinants of Health Series: Food insecurity and the role of hospitals (Health Research & 
Educational Trust (HRET), 2017) Guide discusses link between food insecurity and health issues, 
including chronic illness and child development, and role of hospitals identifying food-insecure 
individuals and households to help address this determinant of health. 

Social Determinants of Health Series: Housing and the role of hospitals (HRET, 2017) Includes five case 
studies about hospitals and health systems engaging in innovative programs to address different 
housing issues in their communities.  

Social Determinants of Health Series: Transportation and the Role of Hospitals (HRET, 2017) Guide 
explains link between transportation and health and discusses the role of hospitals and health systems 
in addressing transportation issues, improving access and helping design and support better 
transportation options. 

Screening and interventions for food insecurity in health care settings state strategies to increase an 
underutilized practice in California (California Food Policy Advocates, 2016) Informative guide for 
administrators, health care affiliates, and advocates at the city, county, and state level.  

 

 

EXPERT ORGANIZATIONS  

National Center for Complex Health and Social Needs: Combines complex care and social needs efforts 
into a national network of conferences and expertise. A program of the Camden Coalition, Robert Wood 
Johnson Foundation, and other partners. 
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California Accountable Communities for Health Initiative: Resources on the Accountable Communities 
for Health (ACH) model. Includes a searchable database organized into nine categories, including: 
consumer, community engagement and equity; data & data sharing; evaluation & impact; financing, 
sustainability and the Wellness Fund; and governance, leadership and partnerships.  

Health Begins: Consulting and resources to equip providers to design upstream solutions that improve 
health at lower costs. 

Health Outreach Partners: National nonprofit providing training, consultation, and information services 
to community-based organizations striving to improve the quality of life of hard-to-reach populations. 

Root Cause Coalition: A national collaboration working on health inequity and cross-sector partnerships, 
member-based network, including policy and advocacy. Annual conference is in San Diego in 2019. 

 

GENERAL RESOURCES 

America’s Essential Hospitals – Resource Library (registration required) Resource for hospitals on the 
journey to community-integrated health care and how safety net hospitals across the nation address 
social and economic factors that influence health. 

Social Needs Roadmap (Health Leads USA) A library of resources to guide health care organizations in 
launching programs & partnerships that address patients’ social needs 

Opportunities for Medi-Cal to Support Community Health Initiatives (John Snow, Inc. and Center for 
Health Care Strategies, May 2018) White paper explores ways that Medi-Cal managed care plans and 
community health initiatives (e.g., the California Accountable Communities for Health Initiative) can 
align resources and partner more effectively to achieve common priorities such as improving health 
equity.  

Promoting Better Health Beyond Health Care (CHCS, May 2018) This report, informed by more than 30 
key informant interviews representing programs in 19 states and a small group convening, explores the 
many ways that states are collaborating across agencies to improve population health while 
accomplishing reciprocal goals in areas like transportation and education.  
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Los Angeles Homeless Health Summit

Friday, October 25, 2019

Noon to 4:00 pm

AGENDA

12:00 – 12:30pm Check-in and lunch

Welcome and Introduction of Speaker – John Baackes

Remarks – Supervisor Mark Ridley-Thomas

Introduction to Summit Purpose and Process – Deborah Ekstrom

Small Group Discussions with Guided Questions

Reconvening with Report-out of Group Priorities

Presentation of Existing Policy Options and What’s on the Horizon – Cynthia
Carmona and Alison Klurfeld

Group Identification of Policy Matches with Priorities

Moving Forward

LA Care Commitment – John Baackes

Continuing Process – Deborah Ekstrom
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October 2019

L.A. Homeless Health Summit: Background Brief

Homelessness in L.A. County
L.A. County continues to have a serious public health and safety issue with homelessness rising by 12%
from 2018 to 2019, reaching a total of 58,936 homeless Angelenos. The majority of people experiencing
homelessness in L.A. County were Black/African American (38%) and Hispanic/Latino (34%). People who
are homeless often struggle with mental health-related disorders (23%), substance use disorders (13%),
exposure to HIV/AIDS (2%), and a variety of other health issues. Factors that contribute to homelessness
include (1) lack of affordable housing, (2) unemployment, (3) poverty, (4) mental illness and lack of
needed services, and (5) substance use and lack of needed services. In Los Angeles County, economic
factors are primarily driving increases in homelessness. One-third of L.A. households are rent-burdened
and spend more than 50 percent of their income on rent.

L.A. County has expanded resources for people experiencing homelessness in the last 5 years. As a
result, more people are getting placed in permanent housing than ever before. For example, in 2018, there
were over 21,000 permanent housing placements as compared to over 11,000 placements in 2015.
Despite these significant investments, the number of people falling into homeless outpaces the number of
housing placements. Other communities across California are also seeing homelessness grow, with an
average increase of 35% across counties in 2019. If Measure H were not in place, L.A. County would
likely have seen a 25% increase, instead of 12%.

This estimate prepared by the L.A. Continuum of Care in 2018 shows the existing gap in resources still
needed to house those in need in L.A. County, given how many people are entering the homeless
services system and the amount of resources available.

Program Type
(Individuals)

Current System
Funding Through
June 2018:
Individuals (Beds)

Proposed System:
Individuals (Beds)

Housing Gaps:
Individuals (Beds)

Gap - % Change
from Current System

Permanent Supporting
Housing (PSH)

17,131 38,406 -21,275 +124%

Rapid Re-Housing (RRH) 2,003 12,723 -10,446 +535%
Transitional Housing (TH) 4,767 1,795 2,972 -62%
Emergency Shelter (ES) 5,757 8,823 -3,066 +53%
Diversion/Prevention
(Div/Prv)

700 3,705 -3,005 +429%

Program Type (Families
with Children)

Current System
Funding Through

June 2018: Families
with Children (Units)

Proposed System:
Families with

Children (Units)

Housing Gaps:
Families with

Children (Units)

Gap - % Change
from Current System

Permanent Supporting
Housing (PSH)

1,892 3,278 -1,386 +73%

Rapid Re-Housing (RRH) 1,288 2,295 -1,281 +78%
Transitional Housing (TH) 812 736 76 -9%
Emergency Shelter (ES) 1,889 2,073 -184 +10%
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Diversion/Prevention 500 2,794 -2,294 +459%
Despite added resources from Measure H, and forthcoming PSH resources from HHH, there remains a
gap in housing and services for those experiencing homelessness.

Local, State, and Federal Homelessness Initiatives and
Investments
The following provides an overview of the city, county, state, and federal governments’ efforts to
combat homelessness.

City of Los Angeles
Proposition HHH

The City of Los Angeles is actively seeking proposals for the development of supportive housing for
homeless individuals and those at risk of homelessness throughout the City. The Proposition HHH
Supportive Housing Loan Program is funded by Proposition HHH (Prop HHH), approved by city voters
in 2016. The 10,000 units of supportive housing to be built by November 2026 are funded by the voter-
approved Prop HHH dollars and other funding sources. HHH funds are available to pay for (1)
supportive housing (SH) for homeless residents, and (2) affordable housing (non SH) for very low-
income residents who do not need intensive support services. Many HHH projects are in the
development stage, and some units are slated to be ready for occupancy in late 2019.

County of Los Angeles
Measure H

Measure H is a countywide sales tax passed in 2017 that is raising about $355 million annually for ten
years to fund services, rental subsidies, and housing. Measure H is designed to fund a comprehensive
regional approach to homelessness, encompassing 21 County Homeless Initiative strategies to prevent
homelessness, subsidize housing, increase income, provide case management and services, create a
coordinated system, and increase affordable/homeless housing. Measure H is administered by the L.A.
County CEO Office Homeless Initiative, and planning for County Fiscal Years 2020-23 is taking place in
fall 2019.

Coordinated Entry System

The Los Angeles County Coordinated Entry System (CES) manages homeless resources to connect
people experiencing homelessness to housing and services, and prioritizes the most vulnerable. The
Los Angeles Homeless Services Authority (LAHSA) administers CES and ensures compliance with
Federal requirements to use a centralized or coordinated assessment system.

Currently, LAHSA is developing a CES Operations Manual that will clarify and align how CES functions
across populations and regions to ensure transparent access, support throughput, and use limited
resources strategically. This document will be open for public comment when the draft is published.

L.A. County Department of Health Services Housing for Health Division / Whole Person Care

L.A. County DHS’ Housing for Health (HFH) division was created in 2013 with a focus on creating
permanent supportive housing opportunities for homeless patients in the DHS system of care, and has
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expanded over time to serve homeless individuals with physical and/or behavioral health conditions,
high utilizers of public services, and other vulnerable homeless populations. HFH’s goals are to create
10,000 units of housing, work collaboratively to end homelessness, to reduce inappropriate use of
expensive health care resources, and to improve health outcomes for vulnerable populations. HFH’s
services include multidisciplinary teams conducting street-based outreach and engagement, interim
housing (both stabilization and recuperative care beds), rapid rehousing, permanent supportive
housing, enriched residential care, benefits advocacy, and a Sobering Center.

Whole Person Care Los Angeles (WPC-LA) is a 5-year (2016-2020) pilot program designed to improve
access and quality of care for the most marginalized Medi-Cal beneficiaries who are high risk, high
users of hospital and emergency departments. WPC-LA connects people experiencing homelessness,
justice involvement, serious mental illness, substance use disorders or complex health conditions to
resources and support. WPC-LA, Measure H, and other funding sources, have expanded HFH
resources, including Intensive Case Management Services (ICMS) for people in permanent supportive
housing and rapid rehousing programs, recuperative care beds with medical and psychological focus, a
Sobering Center, and the Countywide Benefits Entitlements Services Team (CBEST) program. L.A.
County was recently awarded $36M in one-time housing funds associated with WPC-LA. HFH is
currently serving approximately 11,000 WPC-LA clients each month.

The Rand Corporation conducted an evaluation of Housing for Health’s Permanent Supportive Housing
Program (which includes ICMS) and reported three key findings: (1) clients’ use of public services,
especially medical and mental health services, dropped substantially, including emergency room visits
and inpatient care; (2) associated costs for public services consumed in the year after receipt of
supportive housing declined by close to 60%; (3) participants’ self-reported mental health functioning
improved after receiving housing, though self-reported physical health was largely unchanged.

Flexible Housing Subsidy Pool

The Flexible Housing Subsidy Pool is a rental subsidy program administered by Los Angeles County
Department of Health Services and operated by non-profit partner Brilliant Corners. The subsidy pool is
for L.A. County residents who are experiencing homelessness and have complex behavioral and health
needs. The subsidy pool is a public/private partnership that funds multiple programs.

State of California
The state of California has multiple initiatives to address homelessness across health, housing, social
services, and other areas. Multiple state agencies participate, including housing and development,
veteran’s affairs, corrections, emergency services, and health care services.

Health Homes

The Health Homes Program (HHP) is designed to serve eligible Medi-Cal beneficiaries with complex
medical needs and chronic conditions who may benefit from enhanced care management and
coordination. Managed Care Organizations administer HHP and contract with service providers, such
as community health centers, to implement it. HHP members who are experiencing or at risk of
homelessness receive housing navigation and tenancy support services. Members may not receive
duplicative services from HHP and WPC-LA/HFH.
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In Los Angeles County, HHP launched in July 2019 for members with eligible chronic physical
conditions and substance use disorders. In January 2020, members with serious mental illness will be
eligible for HHP services.

California Advancing and Innovating Medi-Cal

California Advancing and Innovating Medi-Cal (CalAIM) is a multi-year initiative by the Department of
Health Care Services (DHCS) to implement overarching policy changes across all Medi-Cal delivery
systems with the objective of:

1. Reducing variation and complexity across the delivery system;

2. Identifying and managing member risk and need through population health management
strategies; and

3. Improving quality outcomes and drive delivery system transformation through value-based
initiatives, modernization of systems and payment reform.

Throughout 2019 and 2020, DHCS will conduct extensive stakeholder engagement for both CalAIM
and the renewal of the 1115 waiver and transition of managed care authority from various waiver
authorities to one consolidated 1915(b) California Managed Care waiver, comprised of Medi-Cal
managed care plans, mental health plans, substance use disorder managed care (formerly referred to
as DMC-ODS), and dental managed care. DHCS will formally release the CalAIM proposal on October
29, 2019. CalAIM presents an opportunity to develop programs and mechanisms that will improve care
to people experiencing homelessness in the Medi-Cal system.

Homeless Housing, Assistance, and Prevention Program

In late June 2019, the State Legislature and Governor Gavin Newsom allocated $650 million to cities,
counties, and Continuums of Care for homelessness, creating the Homeless Housing, Assistance, and
Prevention Program (HHAPP). HHAPP funding will go towards the construction and expansion of
emergency shelters and navigation centers, rapid rehousing, permanent supportive housing, job
programs, and additional innovation projects. Local governments will apply for these funds by February
2020, and Los Angeles County and City are eligible to receive up to $269 million.

Governor’s Council of Regional Homeless Advisors

Governor Newsom also created the Governor’s Council of Regional Homeless Advisors, co-chaired by
Darrell Steinberg (Mayor of Sacramento) and Mark Ridley-Thomas (Supervisor of the Second District in
L.A. County). The Governor tasked the Council to focus on alleviating street homelessness, building
more housing, and connecting more people to treatment. The Task Force is holding regional meetings
across the state to gather feedback that will inform a state plan to address homelessness. The
Southern California meeting was on September 27, 2019.

No Place Like Home

On July 1, 2016, former Governor Jerry Brown signed legislation enacting the No Place Like Home
(NPLH) program to dedicate up to $2 billion in bond proceeds to invest in the development of
permanent supportive housing for persons who are in need of mental health services and are
experiencing homelessness, chronic homelessness, or who are at risk of chronic homelessness. The
bonds are repaid by funding from the Mental Health Services Act (MHSA). In 2019, Los Angeles
County received nearly $230.5 million from NPLH.
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Homeless Emergency Aid Program

In 2018, California established the Homeless Emergency Aid Program (HEAP), a flexible block grant
fund to address local governments’ immediate homelessness challenges. The Homeless Emergency
Aid Block Grants provided $500 million in one-time funding. Los Angeles City received $85 million from
HEAP and LAHSA received over $80 million.

Federal
Department of Housing and Urban Development

The U.S Department of Housing and Urban Development (HUD) serves over 1 million people through
emergency, transitional, and permanent housing programs each year. HUD’s Office of Special Needs
Assistance (SNAPS) supports nationwide commitment to ending homelessness by providing funding
opportunities to nonprofit organizations and state and local governments to quickly rehouse homeless
individuals and families. The agency’s budget is continually reduced, and housing supply has not been
responsive to demand.

In 2018, L.A. County (includes L.A., Glendale, Pasadena, and Long Beach Continuums of Care)
received $139 million in funding for programs like emergency shelters, permanent supportive housing,
and case management. HUD also awarded providers in L.A. County $7.03 million for emergency
shelters and services in 2018. In L.A. County, approximately 94,000 Section 8 housing vouchers are
used, but one estimate is that there might be as many as 757,209 qualifying households.1

Medicaid Program

The Federal Center for Medicare and Medicaid Services (CMS) sets national policy for Medicaid (called
“Medi-Cal” in California), including what benefits / services are eligible for Federal Financial
Participation (FFP). In 2015, CMS issued a Policy Letter specifying that states could receive FFP for
certain housing-related services in Medi-Cal, but not for the room and board costs of housing itself, with
a few exceptions.

Other Federal Programs

Other federal agencies, such as the Department of Veterans Affairs, Department of Education, and
Department of Health and Human Services also fund various homelessness efforts directed to specific
populations. This funding is on a smaller scale than overall HUD funding.

1 Los Angeles County Annual Affordable Housing Outcomes Report. April 30, 2019. Available at:
https://laist.com/2019/08/19/federal_government_assist_la_homeless.php?utm_campaign=LAist+Today&utm_medium=email&utm_source=sfmc_&utm_content=
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Definitions
Homeless: Defined by HUD as an individual or family who lacks a fixed, regular, and adequate nighttime
residence and is living in a place not meant for human habitation, as well as individuals and families living in
temporary shelters, or who are exiting institutions (such as hospitals or jails) after a stay of less than 90
days, if they were homeless prior to entry. Also includes additional categories of unaccompanied youth and
individuals fleeing domestic violence.

Chronically Homeless: Defined by HUD as an individual who meets the federal definition of homelessness,
has a disabling condition, and also has been (1) continuously homeless for a year or more, OR (2) has had
at least four episodes of homelessness totaling twelve months in the past three years. There are some
additional categories and exceptions.

“At risk of homelessness”: No standard federal definition. Usually describes an individual or family who
does not meet the federal definition of Homeless or Chronically Homeless, but who is experiencing housing
insecurity barriers. May include people who are couch-surfing, at risk of eviction, live in poor quality housing
conditions, have experienced recent loss of income, or who are experiencing health or social challenges to
maintaining safe, stable, and secure housing. May also include individuals who have been in an institution
(such as hospital, jail, prison, or nursing home) for more than 90 days but who would become homeless
immediately upon exiting the institution.

Adult Residential Facility (ARF) / Residential Care Facility for the Elderly (RCFE): Licensed facilities
that provide 24-hour non-medical care and supervision to people 18-59 (ARF) or 60 and older (RCFE). Also
known as “Board-and-Cares.”

Continuum of Care: a federal program with the goal to end homelessness. Includes assistance programs
such as the supportive housing, shelter plus care, and section 8 programs. “Continuum of Care” programs
administrator/recipients can be nonprofits, states, local governments to oversee funding distribution.

Crisis Housing: Safe and sanitary temporary housing for those who are experiencing a housing crisis and
which does not require occupants to sign leases or occupancy agreements.

Housing First: An approach to quickly and successfully connect individuals and families experiencing
homelessness to permanent housing without preconditions and barriers to entry, such as sobriety, treatment
or service participation requirements.

Interim Housing: Temporary housing and support services for persons who are homeless. Also known as
transitional housing, or bridge housing, which usually offers more services and transition to permanent
housing.

Rapid Re-Housing: Intervention that rapidly connects families and individuals experiencing homelessness
to permanent housing through a tailored package of assistance that includes use of time-limited financial
assistance and targeted supportive services, usually lasting 12-24 months.

Recuperative Care: Provides short-term care and medical oversight to homeless patients who are
recovering from an acute illness or injury or have conditions that would be exacerbated by living on the
street or in shelters. Facilities are unlicensed.

Supportive Housing: Intervention that combines affordable housing assistance with voluntary support
services to address the needs of chronically homeless and other high-acuity people experiencing
homelessness. Services are designed to build independent living and tenancy skills and connect people
with community-based health care, treatment, and employment services. While the services are long-term,
they are expected to decrease in intensity over time.
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Appendix
1) 2019 Greater Los Angeles Homeless Count: https://www.lahsa.org/documents?id=3423-2019-

greater-los-angeles-homeless-count-los-angeles-county.pdf

2) Los Angeles Homeless Demographics: http://www.laalmanac.com/social/so14.php

3) Report on Homeless Housing Gaps in the County of Los Angeles:
https://www.lahsa.org/documents?id=1865-2018-report-on-homeless-housing-gaps-in-the-
county-of-los-angeles.pdf

4) Proposition HHH: https://hcidla.lacity.org/hhh-progress
5) Measure H: http://homeless.lacounty.gov/
6) Whole Person Care Los Angeles: http://dhs.lacounty.gov/wps/portal/dhs/wpc/
7) Los Angeles Homeless Services Authority: https://www.lahsa.org
8) Homeless Housing, Assistance, and Prevention Program: https://www.jbaforyouth.org/wp-

content/uploads/2019/07/HHAPP-Fact-Sheet.pdf
9) Homeless and Supportive Housing Advisory Task Force:

https://www.gov.ca.gov/2019/07/16/governor-newsom-announces-regional-leaders-statewide-
experts-who-will-advise-on-solutions-to-combat-homelessness/

10) Homeless Coordinating and Financing Council: https://www.bcsh.ca.gov/hcfc/mission.html
11) California Funding to Tackle Homelessness Policy brief:

https://www.cibhs.org/sites/main/files/file-
attachments/policy_brief_california_state_funding_to_tackle_homelessness.pdf

12) U.S. Department of Housing and Urban Development (HUD): https://www.hud.gov/

13) List of HUD Programs: https://www.hud.gov/sites/dfiles/Main/documents/HUDPrograms2018.pdf

14) U.S. Interagency Council on Homelessness: https://www.usich.gov/about-usich/
15) Federal Spending:

https://laist.com/2019/08/19/federal_government_assist_la_homeless.php?utm_campaign=LAis
t+Today&utm_medium=email&utm_source=sfmc_&utm_content
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Homeless Initiative Grid

Initiative Government Level Amount Funding Use

Proposition HHH City of Los Angeles
Up $1.2 billion approved over 10
years ($4.5 million used in 2018)

By 2026, construction of 10,000 units of:

 Supportive housing (SH)

 Affordable housing (non-SH)

Measure H County of Los Angeles

Estimated to raise at least $355
million a year until 2026

($532.8 million for FY 19-20)

Multiple strategies:

 Create a coordinated system

 Subsidize housing

 Prevent homelessness

 Case management and services

 Increase income

 Increase affordable/homeless housing

No Place Like Home California
Up to $2 billion

LA County: $230.5 million
Permanent Supportive Housing

Homeless Housing,
Assistance, and Prevention

Program
California

One time $650 million (statewide)
LA City and County are eligible for

$269 million (minimum)

Support regional coordination and expand or develop
local capacity to address challenges

Homeless Emergency Aid
Program (HEAP)

California
One time $500 million (statewide)

City of LA: $85 million
LAHSA: over $80 million

Eligible activities include:

 Emergency housing vouchers

 Rapid rehousing

 Emergency shelter construction

 Use of armories to provide temporary shelters

HUD – multiple grants
Federal (Los Angeles,

Pasadena, Long Beach,
Glendale CoC)

$139 million in 2018 according to LA
Times

Multiple activities:

 Emergency shelters

 Permanent Supportive Housing

 Case Management

HUD – Emergency
Solutions Grant

Federal
$7.03 million in 2018
according to LA Times

Emergency shelters and services
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FY 2020-2023 Measure H Revenue Planning Process
Key Data: Opening System Discussion

FY 17/18 FY 19/20

$258,937,000 $460,000,000*

$172,209,000 N/A

All               20,153 N/A

Families                 7,195 N/A

Single Adults               12,464 N/A

Veterans                 1,926 N/A

Youth                 2,023 N/A

H***                 7,699 N/A

All               21,867 N/A

Families                 6,351 N/A

Single Adults               15,516 N/A

Veterans                 1,198 N/A

Youth                 2,494 N/A

H***               15,634 N/A

All                 5,643 N/A

Families                 5,283 N/A

Single Adults                    360 N/A

Veterans                    495 N/A

Youth                    344 N/A

H**                 1,240 N/A

All                 5,800 N/A

Families                    606 N/A

Single Adults                 5,194 N/A

Veterans                    615 N/A

Youth                    728 N/A

H** N/A N/A

All N/A  1051 (out of 9,430)**** 11% N/A

Families N/A  179 (out of 4,432)**** 0.4% N/A

Single Adults N/A  872 (out of 4,998)**** 17.5% N/A

Veterans N/A  154 (out of 924)**** 16.7% N/A

Youth N/A  119 (out of 717 )**** 16.6% N/A

H*** N/A  N/A   N/A N/A

                8,658 N/A

All               52,765  N/A 

Sheltered               13,369  N/A 

Unsheltered               39,396  N/A 

All 134,074 N/A

Family Members 48,963 N/A

Single Adults 85,111 N/A

*Does not include $15 M in carryover funds approved by the Board or increases recommmended in supplemental changes.

                                        11,578 

                                          1,437 

                                          1,824 

                                          9,377 

**All numbers are system‐wide unless otherwise noted.

                                        27,268 

                                          7,706 

                                        19,562 

                                          1,862 

                                          2,554 

                                        18,323 

                                          6,310 

                                          5,420 

                                             890 

                                             511 

                                             696 

FY 18/19

$412,241,000

$353,659,000

                                        20,009 

                                          8,032 

Year

Total Measure H Funding Allocated

Total Measure H Spending

Number of persons placed 
in permanent housing** 

Number of persons who 
entered interim housing**

CEO Estimate 

Increased Income**

Returns to Homelessness**

Number of persons newly engaged via Measure H 
funded outreach teams

PIT Count

                                             987 

N/A 

                                        10,905 

                                        58,396 

                                        14,722 

                                        44,214 

                                      124,899 

                                        49,815 

                                        75,084 

Number of persons 
prevented from becoming 
homeless**

***Numbers in rows labelled "H" reflect outcomes for services funded in whole or in part by Measure H.

**** Numbers in parentheses are for total placed in permanent housing between January 2018 and June 2018 for the relevant 

population. These numbers are the demoninator for the returns to homelessness percentages. 

                                             395 

                                          1,633 

                                          8,190 

                                          1,955 

                                          6,235 
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FY 2020-2023 Measure H Revenue Planning Process
Key Data: Opening System Discussion

Assessment Data*

Population/other 
breakdown

FY 17/18 FY 18/19

All 37,065 35,314

Families 4,910 4,688

Single Adults 28,675 27,487

Veterans 3,537 2,882

Youth 3,480 3,139

All 7.83 8.39

Families 7.34 7.69

Single Adults 8.1 8.66

Veterans 8.68 8.39

Youth 6.37 6.99

All 13,719 11,887

Families 2,542 2,170

Single Adults 9,529 8,357

Veterans 886 598

Youth 1,648 1,360

All 19,434 20,793

Families 2,092 2,246

Single Adults 16,138 17,190

Veterans 2,356 2,117

Youth 1,204 1,357

All 3,912 2,634

Families 276 272

Single Adults 3,008 1,940

Veterans 295 167

Youth 628 422

All 157.73 210.32

Families 169.41 200.62

Single Adults 154.66 215.31

Veterans 146.58 210

Youth 128.95 197.09

*All data is from HMIS only, except where otherwise stated. Assessment data is system‐wide, not Measure H‐

specific. 

Number of clients 
assessed

Average Acuity Score

Number assessed who 
have acuity scores 
between 4 and 7.

Number assessed who 
have acuity scores of 8 or 
higher.

Number assessed who 
have acuity scores 
between 0 and 3.

Average time from 
assessment to housing 
(includes those placed in 
housing via Department of 
Health Services programs)
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Los Angeles Homeless Health Summit

Small Group Discussion Questions

Please identify two or three priority responses for each of the questions.

1. What resources are working well for patients experiencing homelessness? And why? (10
minutes)

2. What resources are not working well for patients experiencing homelessness? And why? (10
minutes)

3. What resources are difficult to access? And why? (10 minutes)

4. What new or different services or resources do we need? (10 minutes)
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Los Angeles Homeless Health Summit 2019
Policy Priorities for Consideration

To address the health care concerns and general wellbeing of people who are homeless in LA County,
the safety net healthcare sector might support any or all of the following policy recommendations. The
group may also identify additional initiatives to support.

 Prevention of homelessness
a. Assist/train safety net provider staff to screen patients for at-risk characteristics—e.g.,

unstable or temporary housing; loss of income; domestic violence
b. Assist/train safety net provider staff in interventions that may divert patients from

becoming homeless—e.g., identifying alternative living arrangements, applying for
public assistance and connection to other local resources

c. Increase access points to prevention resources, such as co-location with safety net
providers

d. Other??

 Transitions of Care—e.g., moving from inpatient care to sub-acute services -- are a key juncture
at which to intervene:

a. Expand access to recuperative care, skilled nursing facilities, and Adult Residential
Facilities for homeless patients

b. Explore adding recuperative care and/or short-term post-discharge housing as Medi-Cal
benefits

c. Explore creating a pool funded by multiple local stakeholders for post-discharge
placements not covered by Medi-Cal

d. Secure funding to support requirements of SB 1152
e. Provide intensive care coordination for patients transitioning from inpatient care to

improve placements
f. Other??

 Delivering patient-centered health care that meets the specialized needs of people
experiencing homelessness:

a. Ensure adequate reimbursement to support mobile, street-based delivery of health
services

b. Facilitate delivery of in-home health services for patients in interim housing or other
short-term settings

c. Other??

 Strengthen Housing Navigation and Supportive Services to facilitate coordination across
delivery systems, ensure continuity and supported transitions of care.

a. Secure ongoing financial support for existing Intensive Case Management Services
(ICMS) and Health Homes Program (HHP) housing navigation and tenancy support

b. Expand ICMS-like services to other subpopulations of people experiencing homelessness
c. Incorporate considerations of acute and chronic, disabling healthcare needs when

assessing individuals for priority placement in housing (i.e., as part of or in addition to
VI-SPDAT)

d. Other??
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 Expand the Supply of and Access to Housing Resources across a continuum of housing types
and locations

a. Develop housing sites with co-located health and mental health services
b. Develop congregate living sites and other innovative interim and permanent settings for

individuals who need permanent daily support for ADLs and safety
c. Ensure adequate funding to (a) sustain existing Adult Residential Facility (ARF) and

Residential Care Facility for the Elderly (RCFE) providers, as well as (b) encourage the
establishment of new facilities

d. Expand supply of subsidized units for individuals needing PSH and for individuals who
need subsidies-only

e. Support local, state, and federal policies that would increase affordable housing and
rental assistance.

f. Other??

 Integrated Data Sharing/Care Coordination Platforms
a. Identify the most effective ways to share and exchange key data points between health

care and homeless services providers (e.g., shared access to records, HIE, other
methods)

b. Integrate safety net health plans and health care providers into HMIS and AB 210 data
systems

c. Other??

 Medi-Cal Flexibility

a. Explore solutions to address Medi-Cal administrative barriers faced by people
experiencing homelessness.

b. Other??

Innovations to Watch
A number of new interventions and promising practices have been undertaken in the past year. While it
is too early to know their long term impact, they bear watching and consideration of whether expansion
is warranted. For example:

a. Hospitals, health plans, and LAHSA have placed care navigators and liaisons in hospitals
to support smoother transitions of care

b. LAHSA plans to pilot access to HMIS for select hospitals
c. Other??
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