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**Handouts will be provided at meeting 

Homeless Health Advisory Committee 
AGENDA 
December 4, 2019; 9:30 – 11:00AM 
https://global.gotomeeting.com/join/436584965  
Call-in: 1 (872) 240-3212 ; 436-584-965; Use Audio PIN 
CCALAC- 445 S. Figueroa Street, Suite 2100, Los Angeles, CA 90071 
 
 

 
9:30am Welcome and Introductions — Nancy Elorreaga 
   

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

• Homeless Health Policy Memo 
 

   

9:45am  Measure H and Local Homeless Health Updates — Sarine 
Pogosyan & Erika Rogers 
Discussion items: 
• Measure H Policy Summits  
• Policy Brief: Recent Trends in Mortality Rates and Causes 

of Death Among People Experiencing Homelessness  
• LAHSA Winter Shelters 
• L.A. Care Homeless Health Summit 

• CCALAC Measure H Funding 
Recommendations  

• L.A. Care Measure H Funding 
Recommendations 

• DPH Report on Rising Mortality 
Rates 

• LAHSA Augmented & Winter 
Shelter Program Schedules 

• Los Angeles Homeless Health 
Summit Report 

   

10:00am Policy and Procedures — All  
Previous 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? 
Discussion items: 
• What does your clinic’s infrastructure/organizational 

chart look like?  
• What are the existing partnerships and grants that exist 

in your organization that supports homeless health 
initiatives?  

• What is your clinic’s experience with the ICMS program 
within Housing for Health and referring your own 
patients in?  

 

   

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

 

   

11:00am Adjourn— Nancy Elorreaga  

 
Next meeting: TBD February 2020 from 9:30am to 11:00am 
 
Homeless Health Resource Page here.  
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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 

Date: December 4, 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. 
 
Measure H Funding Recommendations 
The Los Angeles County Homeless Initiative, a collaborative and inclusive movement to prevent and combat 
homelessness, has been hosting meetings to develop Measure H funding recommendations for the next three fiscal 
years by convening eight Measure H Policy Summits to gather input and information from subject matter experts and 
key community stakeholders. The sessions have been centered on key themes - Prevention and Diversion, Outreach, 
Interim Housing, Permanent Housing, Employment and Partnership with Cities - as well as an opening and closing 
summit on the countywide homeless services system. The last convening took place on November 21. 
 
CCALAC, as well as members who engage in the organization’s Homeless Health Advisory Committee, have been 
participating in these summits and providing public comment when necessary with the goal of ensuring community 
clinics are considered in the next round of Measure H funding. CCALAC developed community clinic specific comment 
templates for members to submit comments digitally. The deadline to submit comments was November 30. To read 
more about the summits and view meeting materials, click here. CCALAC and L.A. Care’s comments are included after 
this memo. 
 
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. On December 19 at 1:30pm, 
representatives from the U.S. Census Bureau will present at CCALAC’s Census Workgroup meeting on how they intend to 
enumerate transitory individuals experiencing homelessness. Q & A period will follow the presentation. Further details 
and RSVP information will be sent shortly. 
 
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.  
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CCALAC Homeless Health Talking Points - November 2019 
 

Measure H Funding Recommendations 
A1/A5: Homeless Prevention Program for Families/Individuals  
• Position: As health providers, community clinics appreciate the resources that are available to assist 

patients with homelessness prevention. However, accessing prevention services may feel complex for health 
providers who are not familiar with the homeless systems in Los Angeles County.  

o Clinics’ varied awareness of how to access prevention services is a barrier to effective homeless 
prevention services. 

• Recommendation: To increase the utilization of these resources, community clinics recommend that county 
agencies and LAHSA develop a training curriculum for health providers and clinic staff (case workers, care 
coordinators, case managers, social workers, and front line staff) on how to access these valuable resources 
for patients who are at-risk of being homeless. 

 
E6: Expand Countywide Outreach System 
Position: Community clinics support outreach efforts that assist people experiencing homelessness with linkages 
to housing and services. However, limited resources, funding, and uniform standards exist for medical staff on 
multidisciplinary teams (MDTs). 
• Recommendation: Community clinics recommend that county agencies and LAHSA increase E6 funding 

allocations to adequately support MDTs. 
o Many MDTs are staffed with health providers from community clinics who increase the street 

medicine capacity that has been proven to be successful in engaging people experiencing 
homelessness. However, the funding for the health providers and administrative staff on MDTs is 
limited, which decrease clinics’ ability to conduct direct street outreach to people experiencing 
homelessness. This prevents community clinics from being able to access the support and mental 
health services needed to assist homeless patients in their service areas. This parallels the 
Department of Public Health (DPH)’s recommendations on how to combat the rising mortality rates 
among people experiencing homelessness in Los Angeles County. 

o In addition to recommending the need for supplemental funding under E6, community clinics 
recommend that this additional funding will support innovative street medicine efforts such as 
mobile electronic health record applications, medication delivery, etc. 

• Recommendation: Community clinics recommend MDTs use evidence-based systems and implement 
standard policies and procedures to ensure all teams are providing the same level of assistance. 

o Currently, there is lack of consistency among MDTs due to high turnover and poor coordination once 
staffing changes. Uniform standards and practices need to be implemented in order for MDTs to 
operate with a consistent quality level and be successful. Examples include varied and inconsistent 
documentation taken during street outreach. 

• Question: Street outreach teams at community clinics have been developed and are working well. What is 
going to happen when E6 funds run out? What are the implications of this? How can we sustain efforts? 

 
E7: Strengthen the Coordinated Entry System (CES) 
• Position: Community clinics are partners in combatting the impacts of homelessness and provide 

comprehensive health and supportive services to people experiencing homelessness or at-risk of being 
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homeless. However, community clinics face multiple barriers with the CES, are not integrated in the CES, and 
believe there is a lack of communication infrastructure between providers who use the CES system. 

o Community clinics face challenges when their patients navigate the CES, specifically in regards to the 
utilization of the Vulnerability Index- Service Prioritization Decision Assistance Tool (VI-SPDAT). 

o Individuals going through the CES process will complete the CES Survey, which consists of the VI-
SPDAT, Los Angeles County’s universal assessment. It is a holistic triage tool that assesses 1) housing 
and homeless history, 2) risks, 3) socialization and daily functioning, and 4) wellness.  The data 
gathered is then entered into the Homeless Management Information System (HMIS) and a VI-
SPDAT score (1-20) and the Housing Intervention Score (1-4) will be produced.  

o Many clinics will refer their patients to a CES lead in their Service Planning Area (SPA) to be assessed. 
A few member clinics have trained case managers to provide the CES survey for patients. 

o It can be challenging for clinics to get their patients prioritized for permanent supportive housing 
when the VI-SPDAT score is used. Clinics will work with patients with low VI-SPDAT scores and help 
them become “match ready.” However, patients with low scores remain on the waiting list and 
clinics receive little follow up communication about them. 

o Clinics are also concerned that the VI-SPDAT does not heavily prioritize individuals with HIV/AIDS 
although linkage to housing may be available to this specific population.  

o Clinics are not always confident the VI-SPDAT scores of their patients accurately reflect their acuity, 
especially when their patients are assessed by an external agency. For example, individuals may not 
always want to disclose their HIV/AIDS status, which could impact their score.  

o The referral relationship between clinics and CES leads is challenging. There is not a strong 
infrastructure for clinics to receive information from and communicate with CES leads. When 
referring a patient to a CES lead, a clinic runs the risk of losing contact with the patient and not 
knowing if their patient completed the referral. 

• Recommendation: Community clinics recommend inclusion of a health related question(s) in the CES 
system. 

• Recommendation: Community clinics recommend that unlimited HMIS licenses be available to clinics. 
Currently, clinics are limited to two licenses per clinic. Community clinics need access to HMIS licenses for 
care coordination and case management purposes.  

• Recommendation: Community clinics recommend county agencies and LAHSA host Service Planning Area 
(SPA) events where various providers (health, mental health, substance use, housing, CES leads, and 
homeless providers) can network and build collaborative relationships and partnerships. 

• Recommendation: Community clinics recommend county agencies and LAHSA develop standards for 
communication between clinics and CES leads/matchers. 

• Recommendation: Community clinics recommend county agencies and LAHSA develop a homeless 
sensitivity training for individuals, including front line staff, providers, and any employees working with 
vulnerable populations, including people experiencing homelessness, with the aim of reducing stigma and 
myth busting.  

 
D7: Provide Services and Rental Subsidies for Permanent Supportive Housing 
• Position: Community clinics support the continuation of Measure H investments in the supply of housing. 

Following the integration of the Department of Health Services (DHS)’s Housing for Health intensive case 
management services (ICMS) program with CES, clinics have experienced challenges with keeping their own 
patients in their ICMS case management team. Clinics are not able to reverse refer patients into housing. 

o Currently, community clinics rely on DHS referrals until clients can be housed within LA County. 
Housing for Health clients are often housed in unfamiliar or geographically distant areas resulting in 
isolation from their community and support systems. 
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• Recommendation: Community clinics recommend county agencies and LAHSA develop a new workflow that 
allows clinics to refer patients into Housing for Health since they have a familiarity with their client 
population and the communities they live in. 
 

Other Comments 
• As trusted members of the communities they serve, community clinics offer wrap-around services in-house 

and many are providing health care and supportive services to patients experiencing homelessness, but are 
not considered homeless service providers in the traditional sense. As a result, community clinics are often 
left out of the decision-making bodies and are seldom considered when funding opportunities are made 
available. Community clinics serve as advocates of vulnerable populations, including homeless populations, 
and should be at the table when decisions are made that will impact the patients that they serve.   

• Additionally, community clinics would like to continue collaborate with the county to identify the most 
effective ways to share and exchange key data points between health care and homeless services providers 
(shared access to records, health information exchanges, and other methods). We also support the 
integration of Medi-Cal health plans and health care providers into HMIS and AB 210 data systems.  

• In response to DPH’s recent report and the Board of Supervisors’ response on rising homeless mortality, 
community clinics would like to collaborate with DPH and other county partners on strategies to better 
address the health and safety of people experiencing homelessness. 
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Measure H Funding Recommendations Policy Summits 

Submit comments here. 

Deadline: November 20, 2019 

Homelessness Prevention and Diversion 

Safety net health leaders, which include community health centers, hospitals, county health 
departments, and Medi-Cal health plans, recommend continued investments of Measure H funding in 
prevention and diversion strategies. We are interested in the integration of Measure H prevention 
strategies with community health services. Health care providers may help reduce the number of people 
falling into and/or re-entering homelessness by serving as points of access and linkage to preventive and 
supportive services. Trained staff can screen patients for at-risk characteristics as well as facilitate 
problem-solving strategies that could divert patients. Co-locating homeless prevention services, such as 
CBEST and legal services, in community health settings have promising results.  

Because health care providers are frequently providing medical care to patients experiencing 
homelessness, they are natural partners in prevention and diversion work. [Your organization name] 
serves [inset number of homeless patients] annually. [Explain why your organization is interested in 
incorporating prevention strategies, such as connecting to SSI benefits advocacy, legal advocacy, 
financial assistance, housing stabilization, etc., for your patients. Explain how prevention strategies can 
benefit your patients. More examples of prevention services here.] 

Lastly, we recommend more health provider outreach on the available prevention resources so that 
community health providers can make referrals to services and case manage patients.  

Outreach 

Safety net health leaders, which include community health centers, hospitals, county health 
departments, and Medi-Cal health plans, recommend further investments of Measure H funding in 
outreach strategies. Street outreach strategy is a mechanism to deliver patient-centered health care 
that meets the needs of people experiencing homelessness.  

We request for additional Measure H funding for sustaining and creating more multidisciplinary teams, 
specifically more teams with primary health and psychiatric capacity. We understand that Measure H 
funds outreach teams to incorporate a housing-first focus. As health care providers, we recommend 
exploring how outreach strategies can also incorporate more of a street medicine approach to address 
the complex health needs of people experiencing homelessness, such as adding mobile electronic health 
records application and medication delivery. These teams can provide services where people are at 
while they are waiting for housing placements and help them access specialty care. We also recommend 
exploring ways outreach teams can best coordinate with community health providers and hospitals to 
facilitate warm hand offs and connect people to a medical home. Health care providers agree that 
people experiencing homelessness can benefit from enhanced outreach resources that include intensive 
case management to better support patients with community re-integration following discharge from a 
hospital.  
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[If your organization participates in street outreach teams, discuss the importance of having health 
services included in these efforts. Explain how your organization and patients can benefit from 
coordinating with homeless outreach teams.]  

Interim Housing 

Safety net health leaders, which include community health centers, hospitals, county health 
departments, and Medi-Cal health plans, recommend increased investments of Measure H funding in 
interim housing strategies. Health leaders recommend embedding intensive health care coordination for 
medically vulnerable patients in interim housing settings. This can help reduce high utilizers’ need to 
frequent hospitals’ emergency rooms. Measure H can fund intensive care coordination for patients 
transitioning from inpatient care, which can improve the efficacy of placements.  

In addition, there needs to be more investments in enriched housing settings for people experiencing 
homelessness. These enriched housing settings should provide onsite medical and behavioral health 
treatment to patients.  

[Discuss how the lack of enriched residential housing facilities impact the health of your patients and the 
work of your organization.] 

Lastly, health leaders recommend incorporating greater 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).  

Permanent Housing 

Safety net health leaders, which include community health centers, hospitals, county health 
departments, and Medi-Cal health plans, support expanding the supply of and access to housing 
resources across a continuum of housing types and locations. We support the continuation of Measure 
H investments in the supply of housing. Measure H should explore the development of congregate living 
sites and other innovative interim and permanent settings for individuals who need permanent daily 
support for ADLs. In November 2019, the Board of Supervisors moved to double DHS/DMH tiered rates 
for existing adult residential facility (ARF) and residential care facility for the elderly (RCFE) providers, to 
preserve and expand existing bed capacity, identify additional financial support and collect better data 
on ARF/RCFE closures.  Measure H funding could also supplement this funding to sustain this critical 
resource for individuals at-risk for homelessness.   In addition, health care providers are interested in 
strategies that will develop housing sites with co-located health and behavioral health services.  

Health leaders recommend incorporating greater 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).  

Health leaders want to partner with housing and homeless advocates to promote and support local, 
state, and federal policies that would increase affordable housing and rental assistance. 
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Other comments 

The submitted comments reflect the discussion of safety net health leaders at the L.A. Homeless Health 
Summit on October 25, 2019. At the summit, participants discussed their unique challenges and best 
practices on delivering care to people experiencing homelessness.   

Safety net health leaders, which include community health centers, hospitals, county health 
departments, and Medi-Cal health plans, recommend investments in integrated data sharing/care 
coordination platforms. Health leaders would like to collaborate with the county to 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, health information exchanges, and other methods). We also 
support the integration of Medi-Cal health plans and health care providers into HMIS and AB 210 data 
systems. Health leaders also agree that there should be an integration of LA County, Glendale, 
Pasadena, and Long Beach’s HMIS into one portal.  

In response to the recent report on rising homeless mortality rates, safety net health leaders are open to 
collaborating with DPH and other county partners on strategies to better address the health and safety 
of people experiencing homelessness. 

• Service Planning Area (SPA) 
• Name* 
• Organization* 
• Email* 
• Phone* 

*Optional 
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Methods

Enumerating Homeless Deaths

Calculating homeless mortality rates requires accurate 

estimates of the number of homeless individuals who die 

each year. California death certificate data do not provide 

a definitive indication of whether a decedent is homeless. 

The LA County Medical Examiner-Coroner (MEC) 

investigates 15-20% of deaths each year and has the 

option of indicating “homeless” as the residence type of 

the decedent, but this information is not always pertinent 

to the investigation and is thus not always complete. Also, 

while the MEC’s case investigation criteria are likely to 

capture most homeless deaths, an unknown number of 

homeless deaths each year are not investigated by the MEC. 

To get as accurate and complete a count of homeless 

deaths as possible given these data limitations, MEC case 

records coded as homeless comprised an initial list that 

was augmented through systematic searches of MEC 

and death certificate data. First, for all MEC case records 

not coded as homeless, address fields were searched to 

identify records with addresses of LA County homeless 

shelters and interim housing facilities for the homeless*, 

RECENT TRENDS IN MORTALITY RATES AND CAUSES OF DEATH AMONG 
PEOPLE EXPERIENCING HOMELESSNESS IN LOS ANGELES COUNTY 

Introduction 

Homelessness is a major and growing crisis in Los Angeles 

(LA) County and across many other regions of the country. 

The homelessness epidemic reflects a fundamental failure 

of society to meet the most basic needs of its people. Many 

who become homeless face conditions that greatly imperil 

their health. Multiple studies have documented mortality 

rates from three to eight times higher among those who are 

homeless compared to those in the general population.1-5 

In addition, persons who are homeless die at much 

younger ages on average than those who are housed.6

These sobering mortality statistics underscore the 

need for urgent action to move those who are homeless 

into stable housing and to identify effective strategies 

to reduce the flow of individuals and families into 

homelessness. In addition, information on mortality rates 

and causes of death among the homeless is important for 

planning services and prioritizing resource allocations to 

better meet the health needs of this extremely vulnerable 

and diverse population. 

This policy brief presents data on recent trends in all-

cause and cause-specific mortality rates among people 

experiencing homelessness in LA County. These rates are 

compared among gender and racial/ethnic sub-groups of 

the homeless population. Homeless mortality rates are also 

compared to rates in the general LA County population.

 
1 Nordentoft M, Wandall-Holm N. 10 year follow up study of mortality among 
users of hostels for homeless people in Copenhagen. BMJ. 2003;327(7406):81. 
doi:10.1136/bmj.327.7406.81
2 Ivers J-H, Zgaga L, O’Donoghue-Hynes B, Heary A, Gallwey B, Barry J. Five-
year standardised mortality ratios in a cohort of homeless people in Dublin. BMJ 
Open. 2019;9(e023010):1-5. doi:10.1136/bmjopen-2018-023010
3 Aldridge RW, Story A, Hwang SW, et al. Morbidity and mortality in homeless 
individuals, prisoners, sex workers, and individuals with substance use disorders 
in high-income countries: a systematic review and meta-analysis. Lancet. 
2017;391:241-250. doi:10.1016/S0140-6736(17)31869-X

4 Auerswald CL, Lin JS, Parriott A. Six-year mortality in a street-recruited cohort 
of homeless youth in San Francisco, California. PeerJ. 2016;4(e1909):1-13. 
doi:10.7717/peerj.1909
5 Fazel S, Geddes JR, Kushel M. The health of homeless people in high-income 
countries: descriptive epidemiology, health consequences, and clinical and policy 
recommendations. Lancet. 2014;384(9953):1529-1540. doi:10.1016/S0140-
6736(14)61132-6
6 Culhane DP, Metraux S, Byrne T, Stino M, Bainbridge J. The age structure of 
contemporary homelessness: evidence and implications for public policy. Anal Soc 
Issues Public Policy. 2013;13(1):228-244. doi:10.1111/asap.12004

Center for Health Impact Evaluation
Better policies for healthy communities

*Homeless shelter addresses were obtained from the Los Angeles Homeless 
Services Authority (LAHSA) and addresses of interim housing facilities, including 
stabilization housing and recuperative care facilities, were obtained from the 
Housing for Health (HFH) program.

OCTOBER 2019
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‡When calculating a mortality rate for a specific year, it is customary to use a mid-
year population estimate as the denominator. Since the homeless count is always 
conducted in January, we used the average of the count for the index year and the 
subsequent year as the denominator (e.g., the denominator for the 2018 rate was 
the average of the 2018 and 2019 counts).
§Hedderson Demographic Services produces population estimates on an annual 
basis for the Los Angeles County Internal Services Department and Information 
Technology Service Division.
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and these records were added to the count. Next, a 

systematic text search of MEC address and case note 

fields was performed to identify records with key words 

indicating homelessness.† Each of these MEC records was 

independently reviewed by two research staff and those 

agreed upon as homeless were added to the count.

Death certificate data were searched to identify 

homeless deaths not investigated by the MEC. 

Because death certificate data do not explicitly indicate 

homelessness and do not include any case notes, only 

the address fields could be searched for indications of 

homelessness. In addition to homeless key words and 

addresses of shelter and interim housing facilities, address 

fields were also searched for instances of descriptive 

text indicating a physical location other than a street 

address. This is what individuals authorized to complete 

death certificates are instructed to enter in the address 

field for decedents known to be homeless. These 

descriptions typically indicated a street intersection 

closest to where the decedent was located at the time 

of death. Records with these types of descriptions were 

independently reviewed by two research staff and those 

agreed upon as homeless were added to the count.

Demographic Characteristics and Causes of Death

Comparing homeless mortality rates among homeless 

sub-groups and with rates in the general population 

requires estimates of total population counts and 

demographic characteristics. Estimates of the total 

LA County homeless population and its demographic 

characteristics were obtained from the annual point-

in-time homeless count and demographic survey 

conducted by the Los Angeles Homeless Services 

Authority (LAHSA).‡ General LA County population 

and demographic information was obtained from 

Hedderson Demographic Services.§

Death certificate data contain International 

Classification of Disease (ICD) codes indicating the  

underlying cause of death. In order to determine the 

ICD-coded causes of homeless deaths identified from 

MEC case records, these records were matched to death 

certificate data based on common identifiers across the 

two datasets. Causes of death in the general population 

were also obtained from death certificate data.

Comparing Age- and Gender-Adjusted Mortality 
Rates

When comparing mortality rates across different 

populations, it is important to control for differences 

in the population age structures because mortality 

is so closely related to age. To compare mortality 

trends across racial/ethnic and gender sub-groups 

of the homeless population, age-specific mortality 

rates for each subgroup were applied to the age 

structure of the 2010 census population for LA 

County (i.e., the standard population) to produce 

direct age adjusted rates. The age categories used 

for these age adjustments were dictated by the 

categories used by LAHSA in its homeless count 

demographic survey (<18; 18-24; 25-54; 55-61; 

62+). For comparisons of mortality rates between 

the homeless population and the general population 

of LA County, direct adjustment was performed 

using the same standard population. The rates were 

adjusted for both age and gender because the gender 

balance in the homeless population is significantly 

different from that in the general population, 

and gender is also highly related to mortality.

†Key words and phrases included: homeless, transient, indigent, vagrant, shelter, 
lives in van, lives in car, lives in vehicle, no fixed abode, no known residence, 
encampment, and skid row.
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Results
Mortality Trends and Leading Causes of Deaths 
Among People Experiencing Homelessness

The number of deaths among people experiencing 

homelessness increased each year studied from 536 in 2013 

to 1,047 in 2018 (Figure 1). The all-cause mortality rate, which 

accounts for increases in the total homeless population over 

that 6-year period, also increased each year, from 1,382 

deaths per 100,000 to 1,875 deaths per 100,000 (Figure 1).

The leading causes of homeless deaths from 2013-2018 

are shown in Table 1.* Coronary heart disease (CHD) 

accounted for 22% of all deaths, closely followed  by 

drug/alcohol overdose, accounting for 21% of all deaths. 

However, 156 of the liver disease deaths were coded as 

alcoholic liver disease and an additional 3% of all deaths 

FIGURE 1:   LA County Homeless Deaths and Mortality 
Rates, 2013-2018

*ICD codes could not be obtained for 917 MEC case records that could not be matched 
to death certificate data. These cases comprise 20% of all homeless deaths identified 
from 2013-2018. Analysis of MEC manner of death codes for these 917 deaths 
suggests that they did not differ substantially from the other 80% of deaths in terms 
of the proportion of natural vs. unnatural causes. 

were coded as alcohol abuse/dependence. Thus, a total of 

27% of all homeless deaths were attributable to alcohol 

and drug use. Another 24% of deaths were caused by 

injury and violence, with 9% of those from transportation-

related injuries, 6% from homicide, 5% from suicide, and 

4% from other unintentional injuries.

TOTAL
Number (%)

Race/Ethnicity
Number (%)

Gender
Number (%)

Latino African American White Asian/PI* Male Female

Coronary Heart Disease 811 (22) 163 (15) 224 (26) 376 (23) 36 (32) 717 (23) 94 (14)

Drug/Alcohol Overdose 
(Unintentional)** 795 (21) 226 (21) 164 (19) 376 (23) 15 (13) 628 (20) 167 (25)

Transportation-Related 
Injury (Unintentional)*** 318 (9) 110 (10) 64 (8) 123 (8) 13 (12) 235 (8) 83 (13)

Homicide 222 (6) 97 (9) 60 (7) 57 (4) † 193 (6) 29 (4)

Suicide 185 (5) 65 (6) 15 (2) 91 (6) 10 (9) 164 (5) 21 (3)

Liver Disease/Cirrhosis‡ 177 (5) 84 (8) 15 (2) 67 (4) † 151 (5) 26 (4)

Other Unintentional 
Injury 137 (4) 49 (4) 27 (3) 59 (4) † 116 (4) 21 (3)

Other Heart Disease§ 120 (3) 27 (2) 39 (5) 48 (3) † 88 (3) 32 (5)

Alcohol Abuse/
Dependence‡ 77 (2) 32 (3) † 32 (2) † 73 (2) †

Hypertensive Heart 
Disease§ 70 (2) 15 (1) 24 (3) 28 (2) † 57 (2) 13 (2)

†Causes with fewer than 10 deaths are not reported. This includes all causes among American Indians/Alaskan Natives.
*PI - Pacific Islander. Asians and Pacific Islanders are reported together due to small numbers of deaths.
**88% of drug/alcohol overdose deaths were coded as drug overdoses and 12% were coded as alcohol overdoses. 
***Transportation-related injury includes motor-vehicle and railway train related injuries. 82% of these deaths were among pedestrians & cyclists. 
‡88% of liver disease/cirrhosis deaths were from alcoholic liver disease. Alcohol abuse/dependence deaths are related to alcohol abuse/dependence but are 
not the result of an acute overdose of alcohol.
§Other heart disease includes: acute and subacute endocarditis; diseases of pericardium and acute myocarditis; heart failure; and all other forms of heart disease. 
Hypertensive heart disease is a discrete ICD category of heart disease that is not included in CHD or other heart disease. 

TABLE 1:    Leading Causes of Death in LA County Homeless Persons by Race/Ethnicity and Gender, 2013-2018 
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Figure 2 shows time trends in cause-specific mortality 

rates for the top six causes of death. These trends indicate 

that the overall increase in the rate of homeless mortality 

(Figure 1) was driven largely by increases in mortality from 

drug/alcohol overdoses, transportation-related injuries 

and homicide. The mortality rates for transportation-

related injuries and homicide approximately doubled 

between 2013 and 2018. The rate for drug/alcohol 

overdose increased by 50%, and had the greatest absolute 

increase, from 196 per 100,000 to 294 per 100,000.

Racial/Ethnic and Gender Differences in Leading 
Causes of Death and Mortality Among People 
Experiencing Homelessness

Table 1 also shows the leading causes of death by racial/

ethnic sub-groups of the homeless population. Coronary 

heart disease, drug/alcohol overdoses, and transportation-

related injuries were the top three causes of death among 

all racial/ethnic sub-groups, although CHD was the 

leading cause among African Americans and Asians/Pacific 

Islanders while drug/alcohol overdose was the leading 

cause among Latinos.

Figure 3 compares age-adjusted trends in mortality 

rates among the three largest racial/ethnic sub-groups. 

Since demographic data on age and race/ethnicity of the 

homeless population were only available for 2016-2018, 

we were only able to calculate age-adjusted mortality rates 

by race/ethnicity for these three years. The mortality rate 

for homeless whites was greater than that for homeless 

African Americans and Latinos across all years. However, 

while the rate for whites decreased from 2016-2018, the 

rates for both African Americans and Latinos increased.

Coronary heart disease, drug/alcohol overdoses, and 

transportation-related injuries were the leading causes 

of death among both males and females experiencing 

homelessness (Table 1), although CHD was the leading 

cause among males while drug/alcohol overdose 

was the leading cause among females. Age-adjusted 

mortality rates increased from 2016 to 2018 among 

both males and females, although males had higher 

mortality rates across all three years (Figure 4, next page).

FIGURE 2:   LA County Cause-Specific Homeless Mortality 
Rates, 2013-2018

FIGURE 3:   Age-Adjusted LA County Homeless Mortality 
Rates by Race/Ethnicity, 2016-2018*

* 2010 Population Estimates and Projections System (PEPS) data for Los Angeles County were 
used as the standard population for age adjustment. For each year displayed, January homeless 
count data for the subsequent year were used for homeless population denominator data (e.g., 
January 2019 count data were used for 2018).Small numbers prevented inclusion of Asians, 
Pacific Islanders, American Indians and Alaskan Natives in these estimates.
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Comparisons of Mortality Rates Among People 
Experiencing Homelessness with Mortality Rates in 
the General Population

Adjusting for differences in the ages and genders of 

the homeless population versus the general LA County 

population (which could only be done for 2016-2018), the 

all-cause mortality rate in the homeless population was 2.3 

times greater than the rate in the general population (Table 

2). The mortality rate ratios (MRRs) were even higher for 

the five leading causes of death among the homeless. 

People experiencing homelessness were 26 times more 

likely to die from drug/alcohol overdose, 11 times more 

likely to die from transportation-related injuries, 10 times 

more likely to die from homicide, 5 times more likely to die 

from suicide, and 3 times more likely to die from CHD than 

people in the general population. The average age at death 

was 51 among the homeless and 73 among the general 

population.

Discussion
This report presents results of the first comprehensive 

analysis of mortality among people experiencing 

homelessness in LA County. A principal finding is that 

the overall homeless mortality rate has steadily increased 

over the past six years. This means that increases in 

the number of homeless deaths recently reported in 

the media cannot be attributed solely to the fact that 

the total number of homeless people has also been 

increasing. Put simply, being homeless in LA County is 

becoming increasingly deadly. 

The cause that has contributed most to the overall 

increase in the homeless mortality rate is drug/alcohol 

overdose. The absolute increase in overdose deaths was 

considerably higher than that of any other leading cause 

of death in this population. Coronary heart disease, a 

chronic condition associated with aging and the leading 

cause of death in the general LA County population, 

is also a leading cause of death among the homeless. 

However, the CHD mortality rate among the homeless 

has remained relatively stable over the past six years. 

Mortality rates for both transportation-related injuries 

and homicide, though considerably lower than those 

for CHD and drug/alcohol overdoses, approximately 

doubled from 2013 to 2018, and thus also contributed 

to the overall increase in mortality among the homeless.

4Center for Health Impact Evaluation
Better policies for healthy communities

5

MRR*

All Causes of Death 2.3

Coronary Heart Disease 2.6

Drug/Alcohol Overdose (Unintentional) 25.9

Transportation-Related Injury (Unintentional) 10.7

Homicide 9.8

Suicide 5.1

*MRR = Homeless Mortality Rate / General Population Mortality Rate

TABLE 2:  Age- and Gender-Adjusted Mortality Rate 
Ratios (MRR) for LA County Homeless Persons 
Compared to the General Population, by Cause 
of Death, 2016-2018

 
 

* 2010 Population Estimates and Projections System (PEPS) data for Los Angeles County were 
used as the standard population for age adjustment. For each year displayed, January homeless 
count data for the subsequent year were used for homeless population denominator data (e.g., 
January 2019 count data were used for 2018).Small numbers prevented inclusion of Asians, 
Pacific Islanders, American Indians and Alaskan Natives in these estimates.

FIGURE 4:   Age-Adjusted LA County Homeless Mortality 
Rates by Gender, 2016-2018*
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Whites experiencing homelessness had higher 

mortality rates than African Americans and Latinos across 

all years. While the African American-white difference 

may appear counterintuitive, given that African 

Americans have a higher mortality rate than whites in 

the general population and are grossly overrepresented 

in the homeless population, it is consistent with other 

studies of racial differences in homeless mortality.7-9 The 

leading explanatory theory is that African Americans 

and whites experience different pathways to becoming 

homeless, with white homelessness being precipitated 

more often by physical and mental disability and African 

American homelessness being precipitated more often by 

poverty and discrimination.10 Thus, whites may be sicker, 

on average, than African Americans at the time they 

become homeless. Latino individuals in the general LA 

County population have slightly lower overall mortality 

rates than whites, but the difference is not nearly as large 

as the difference in the homeless population. This Latino-

white homeless mortality difference may be driven by 

the same theory as that proposed for African Americans. 

Perhaps more important than the overall homeless 

mortality differences by race/ethnicity is that the trend 

among whites is decreasing while those of African 

Americans and Latinos are increasing. If the overall rate 

were decreasing, one might hypothesize that successful 

placement of homeless individuals in permanent 

supportive housing (PSH) was shifting deaths that 

would have occurred among the homeless to deaths 

occurring among those recently housed. However, if 

whites experiencing homelessness present as sicker 

than African Americans and Latinos, then they may be 

more likely to meet the health-related criteria used for 

placement in PSH, which could explain the differential 

trend in homeless mortality by race/ethnicity.

While females made up a relatively smaller but 

consistent proportion of the total homeless population 

(31% across all three years examined), their mortality 

rate has increased at a slightly faster pace than that 

of males. Data on leading causes of death by gender 

suggest that drug/alcohol overdose and transportation 

injury-related deaths are particularly high in this 

population. 

The 2.3-fold difference between the homeless 

and general population mortality rates in LA County 

is somewhat lower than what has been reported in 

other studies, but these studies were conducted with 

different methodologies at different times and in cities 

in the Northeastern U.S. or in other countries with 

different homeless population characteristics. The 

sheer size and diversity of LA County’s current homeless 

population likely produce unique patterns of mortality.

Comparisons of the total population rates also likely 

mask greater disparities by age group. The mortality 

rate among younger homeless people is likely much 

more than twice that of younger people in the general 

population. By the same token, ten to twenty-six-

fold differences in mortality from homicide and drug/

alcohol overdoses are even more striking when one 

considers that these differences cover the entire age 

span of the populations. 

Finally, while mental health conditions are rarely 

coded as underlying causes of death, they often co-

occur with alcohol substance use disorders, particularly 

among the homeless.5 Suicide is also commonly 

precipitated by mental health problems. Thus, a 

substantial portion of LA County homeless deaths 

may be linked to mental health disorders, indicating a 

critical service need for this population.

9 Jones MM. Does race matter in addressing homelessness? A review of the 
literature. World Med Health Policy. 2016;8(2):139-156. doi:10.1002/wmh3.189 
10 Levinson D, ed. Encyclopedia of Homelessness. Vol 2. Thousand Oaks, CA, 
USA: Sage Publications; 2004. 

7 Baggett TP, Hwang SW, O’Connell JJ, et al. Mortality among homeless adults 
in Boston: shifts in causes of death over a 15-year period. JAMA Intern Med. 
2013;173(3):189-195. doi:10.1001/jamainternmed.2013.1604
8 Roncarati JS, Baggett TP, O’Connell JJ, et al. Mortality among unsheltered 
homeless adults in Boston, Massachusetts, 2000-2009. JAMA Intern Med. 
2018;178(9):1242-1248. doi:10.1001/jamainternmed.2018.2924
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programs for the homeless. If so, identify 

equity-related factors that might explain these 

disparities and, if necessary, adjust eligibility 

criteria to eliminate inequities.

4. Tailor strategies for reducing traffic fatalities 

(i.e., Vision Zero) to the unique needs of the 

homeless population.

•  Implement traffic calming and other pedestrian 

and cyclist safety measures in areas near homeless 

encampments. Conduct geographic analysis 

to identify concentrations of homeless deaths 

due to transportation-related injuries; utilize 

findings to focus traffic safety improvements. 

5. Determine rates and causes of mortality 

among formerly homeless individuals placed 

in permanent supporting housing and other 

housing programs for the homeless.

•  Compare results with those from this report 

to identify differences and similarities, and use 

the results to inform service delivery to recently 

homeless individuals who have been housed.

6. Establish a cross-department workgroup to 

refine and improve methods for ongoing 

monitoring of mortality among the homeless.

• Departments of Public Health, Medical Examiner 

Coroner (MEC), Chief Information Office and 

LAHSA should codify methods for identifying 

homeless deaths, optimize matches of MEC 

investigation file data to death certificate 

data, and optimize use of homeless count and 

demographic data for routine monitoring of 

homeless mortality in LA County.

Recommendations 
The findings of this report have important 

implications for homeless services policy 

and practice in LA County, which are 

summarized in the following recommendations:

1. Establish a Homeless Death Review process 

to better understand the circumstances 

contributing to homeless deaths and to inform 

strategies for preventing future homeless 

deaths.

• A Homeless Death Review Team, modelled 

after similar efforts in other large cities and 

consisting of representatives from relevant 

county departments, should select an annual 

sample of homeless deaths from each of the top 

five causes identified in this report and describe 

relevant co-occurring conditions and other 

circumstances relevant to prevention efforts.  

2. Conduct direct outreach to people 

experiencing homelessness to assess their 

health and mental health service needs and 

the challenges they face in accessing these 

services.

•  Deploy county public health staff to conduct 

targeted assessment of needs and barriers 

based on geographic hot spotting of homeless 

deaths and their causes. 

3. Review data on characteristics of homeless 

clients placed in different housing programs; 

Consider adjusting eligibility screening 

criteria to account for any racial/ethnic 

differences in client needs.

•  Determine if there are any racial/ethnic 

disparities in placements in any housing 
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Augmented Winter Shelter Program  

Operating Dates: Wednesday November 27 to Saturday, November 30 @ 7:00am 
 

                                                                                               
Updated 11/27/2019                                                                                   1 

 
 
 
 
 
 
 
 
 

 
Service Planning Area 1: Antelope Valley 
Quartz Hill Library  
5040 West Avenue M-2, Quartz Hill 93536 
# of beds: 15 
Winter Shelter Provider: Salvation Army 
Point of Contact for Information: Laneay London   
Contact Number: 661-723-4873 
Email: Laneay.London@usw.salvationarmy.org 
 

Lancaster Library  
601 W. Lancaster Blvd, Lancaster 93534 
# of beds: 25 
Winter Shelter Provider: Salvation Army 
Point of Contact for Information: Laneay London   
Contact Number: 661-723-4873 
Email: Laneay.London@usw.salvationarmy.org 
 

Service Planning Area 3: San Gabriel Valley 
Pamela Park Recreational Center 
2236 Goodall Avenue, Duarte 91746 
# of beds: 100 
Winter Shelter Provider: Volunteers of America LA 
Point of Contact for Information: Gwene Patton   
Contact Number: 213-605-3926 
Email: gpatton@voala.org 
 
Service Planning Area 4: Metro Los Angeles 
Echo Park Community Center 
313 Patton Street, Los Angeles, CA 90026 
# of beds: 100 
Winter Shelter Provider: First To Serve, Inc. 
Point of Contact for Information: Christina Verjan  
Contact Number: 323-270-6792 
Email: cverjan@firsttoserve.org 
   

 
 
 
 
 
 
 
 
 
Glassell Recreation Center  
3650 Verdugo Rd., Los Angeles, CA 90065 
# of beds: 100 
Winter Shelter Provider: First To Serve, Inc. 
Point of Contact for Information: Christina Verjan  
Contact Number: 323-270-6792  
Email: cverjan@firsttoserve.org 
 
Service Planning Area 5: West Los Angeles 
Westchester Senior Center 
8740 Lincoln Blvd., Los Angeles, CA 90045 
# of beds: 51 
Winter Shelter Provider: Home At Last  
Point of Contact for Information: Erin Rivers  
Contact Number: 323-591-9699 
Email: erivers@homeatlastcdc.org 
   
Oakwood Recreational Center   
767 California Avenue, Venice CA 90291 
# of beds: 100 
Winter Shelter Provider: First To Serve, Inc. 
Point of Contact for Information: Christina Verjan  
Contact Number: 323-270-6792 
Email: cverjan@firsttoserve.org 
 
Service Planning Area 6: South Los Angeles 
Central Recreation Center 
1357 E. 22nd Street, Los Angeles, CA 90011 
# of beds: 100 
Winter Shelter Provider: First To Serve, Inc.   
Point of Contact for Information: Christina Verjan  
Contact Number: 323-270-6792 
Email: cverjan@firsttoserve.org 

 

What is Augmented Winter Shelter?  
 

The Augmented Winter Shelter (Emergency Shelter) program provides individuals experiencing homeless a safe 
and supportive short-term shelter during severe inclement weather. Augmented Winter shelter sites are focused 
on protecting individuals from the rain and cold weather to avoid conditions such as hypothermia, pneumonia and 
other conditions caused by cold temperatures. These sites are activated on an emergency basis.  
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Service Planning Area  

***PALMDALE SHELTER COMING SOON*** 

Location  Address Time 

TBD TBD TBD 

2019-2020 LAHSA Winter Shelter Program  

Service Planning Area  
Hope of the Valley-Pacoima: (818) 257-8521 (138 beds)

***OPENING EARLY**** 

Transportation Pick Up Pick Up Address Pick Up Time 

Hope of the Valley Help 
Center                                           

6425 Tyrone Avenue                     
Van Nuys, 91401 

4:30pm, 6:00pm  

Paxton Park & Ride                                 
(Foothill & Paxton)  

12501 Foothill Blvd 
Pacoima, 91331 

7:00pm  

Burbank Metrolink Station 
(Bottom of Olive and Flow-
er) 

201 N. Front St.,                        
Burbank, CA 91502  

5:00pm 

Note: Site will be opening Wednesday, November 27 at 7:00am.   No 
walk-ins are allowed; Transportation services will be offered at Hope of the 
Valley Help Center starting 2:00pm on Wed, Nov 27. Starting Sunday,  De-
cember 1, the site will offer additional site pick ups.   

Updated 11/27/2019 

 

Dates: Saturday, Dec 1, 2019 through Sunday, March 31, 2020 

Winter Shelter sites have opened early!  Site specific information is provided.  

Time: 5:00pm - 7:00am (times may vary) 

Winter Shelter Hotline: 1(800) 548-6047 (Available 24-hours, 7 days a week)  

Please visit our website for more information: www.lahsa.org 

 

  In Need of Emergency Shelter?                                                       
Please go directly to one of our listed transportation pick up  

locations to get a ride to one of our Winter Shelters or see the 
list for winter shelter sites that take walk-ins.  

 

Program Eligibility: Adults ages18 and over who are                           
experiencing homelessness.   

Page 1 

Service Planning Area  

Volunteers of America LA:  (909) 282-7274                                                      
William Steinmetz Park Community Center                                                            

1545 S. Stimson Avenue, Hacienda Heights (30 beds) 
Women Only   

***OPENING EARLY**** 

Transportation Pick Up Address Time 

Whittier First Day 
12426 Whittier Blvd, 

Whittier 90602 
4:30pm  

Whittier First Day 
12426 Whittier Blvd, 

Whittier 90602 
5:30pm 

Corner of Hacienda Blvd and 

LA Monde St. next to the Vons  
Hacienda Heights  6:30pm 

Note: Site will opening on Wednesday, November 27, 2019 at 5:00pm.  
Walk--ups allowed only for November 27th– November 29th. Starting Sun-
day, December 1st, the site is transportation only. Beds will be available on 
a first-come, first serve basis.                   
 

Service Planning Area 
The Salvation Army: (661) 723-4873 

45150 60th St. W. Lancaster, CA 93536 (93 beds)  

Transportation Pick Up Pick Up Address Pick Up Time 

Near Grace Resource Cen-
ter 

Sierra Hwy and Ave I.               

Lancaster, CA 93534 

6:00pm,7:00pm
8:00pm,9:00pm
10:00pm  

Near Bartz Altadonna Clinic  
Gingham and E. Ave K-
6, Lancaster, CA  

93535  

6:00pm,7:00pm
8:00pm,9:00pm
10:00pm  

Note: Site will be opening Sunday, December, 1.  No Walk-ins are 
allowed; Transportation will be provided by 6-passenger White Chevy 
Caravan. Site will be opening Sunday, Dec 1, 2019.  

Important Note: All sites have a one (1) bag restriction  
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Service Planning Area                                                                                       

East San Gabriel Valley Coalition: (626) 252-9060     
Rotating sites throughout the season. 

Bus Route B  

Dates: December 1 - January 14; February 1 - 16 

Transportation Pick Up Pick Up Address Pick Up Time 

*El Monte– on sidewalk 
across from NAPA Auto 

11647 Garvey Avenue                                   
El Monte, 91732 

5:00pm-5:10pm 

*El Monte-Metro Station 
Bay 4- Lower Level,                           
El Monte, 91731 

5:20pm-5:30pm  

*Baldwin Park  

On Big Dalton behind 
the Walmart between 
Merced and the 10 
freeway  

5:50pm-6:00pm  

**La Puente Park-                      
Parking Lot 

Near the S/E corner of 
Hacienda Blvd. &            
Temple Avenue,  
La Puente, 91744 

5:00pm-5:10pm 

**West Covina-Sidewalk in 
front of El Pollo Loco-
westside of Vincent)  

451 S. Vincent Ave., 
West Covina, CA 91790 

5:30pm-5:40pm 

**Covina 
S/W corner of Grand 
Ave and Arrow Hwy. 
Glendora, 91740 

6:00pm-6:10pm 

Note: Walk ins are allowed; please call intake number for special   accom-
modations. Two (2) Charter buses will provide transportation. *Bus 1 will pick 
up in El Monte and Baldwin Park. **Bus 2 will pick up in Covina, West Cov-
ina and La Puente locations  . 
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Service Planning Area                                                                                        

East San Gabriel Valley Coalition: (626) 252-9060     
Rotating sites throughout the season. 

Bus Route A 

Dates: January 15 - 31; February 17 - March 2 

Transportation Pick Up Pick Up Address Pick Up Time 

*El Monte– on sidewalk 
across from NAPA Auto 

11647 Garvey Avenue                               
El Monte, 91732 

5:00pm-5:10pm 

*El Monte-Metro Station 
Bay 4- Lower Level,                                         
El Monte, 91731 

5:20pm-5:30pm  

*Baldwin Park  

On Big Dalton behind 
the Walmart between 
Merced and the 10 free-
way  

5:50pm-6:00pm  

**Covina 

Southwest Corner of 
Grand Avenue and 
Arrow Hwy, Glendora, 
91740 

5:00pm-5:10pm 

**West Covina-Sidewalk in 
front of El Pollo Loco-
westside of Vincent)  

451 S. Vincent Avenue 
West Covina, CA 91790 

5:30pm-5:40pm 

**La Puente Park-                    
Parking Lot  

Near the S/E corner of 
Hacienda Blvd & Tem-
ple Avenue 
La Puente, 91744 

6:00pm-6:10pm 

Note: Walk-ins are allowed; please call intake number for special  accom-
modations. Two (2) Charter buses will provide transportation. *Bus 1 will 
pick up in El Monte and Baldwin Park. **Bus 2 will pick up in Covina, West 
Covina and La Puente. 

Service Planning Area  
 

East San Gabriel Valley Coalition: (626) 252-9060           
Rotating sites throughout the season (165 Beds)  

See Transportation Schedule  

Schedule Dates Location 

Dec 1-Dec 15               
(Bus Route B) 

Sacred Heart Church 
344 W. Workman Street, Covina 91723 

Dec 16-Dec 30            
(Bus Route B) 

St. Dorothy’s Church 
241 S. Valley Center Drive, Glendora 91741 

 Dec 31- Jan 14        
(Bus Route B) 

Glenkirk Presbyterian Church 
1700 E. Palopinto Avenue, Glendora 91741 

 Jan 15-Jan 31        
(Bus Route A) 

St. John Vianney Church 
1345 Turnbull Cyn Road, Hacienda Heights 91745 

Feb 1-Feb 16          
( Bus Route B) 

Holy Name of Mary Church 
724 East Bonita Avenue, San Dimas 91773 

 Feb 18-Mar 3        
(Bus Route A) 

St. Elizabeth Ann Seton Church 
1835 Larkvane Road, Rowland Heights 91748 

 Mar 3-Mar 17        
(Bus Route B) 

Covina United Methodist Church 
437 W. San Bernardino Road, Covina 91723 

Service Planning Area  

Volunteers of America LA: (909) 282-7710                                                         
Basset Park Gymnasium                                                                                  

510 Vineland Ave., La Puente, CA 91746 (100 beds) 
***OPENING EARLY***  

Transportation Pick Up Address Pick Up Time 

VOALA Access Center  
4501 Santa Anita Ave, 

El Monte 91731 

4:30pm, 
5:30pm &    

6:30pm  

In front of Fletcher Park  
3404 Fletcher Park Way, 

El Monte, CA 91731  
4:30pm 

Corner of Valley Blvd and 
Cogswell in front of DD’s 

Discount 

12030 Valley Blvd, 
El Monte, 91732 

5:30pm  

In front of the Home Depot  
3200 Puente Avenue  

Baldwin Park, 91706 
6:30pm 

Note: Site will open Wednesday, November 27, 2019 at 5:00pm.  Walk-
ups allowed only for November 27–November 29th. Starting Sunday, De-
cember 1st, the site is transportation only. Beds will be available on a first-
come, first serve basis. Limited Availability.  
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Service Planning Area                                                                   

First to Serve: (323) 903-5195  
Athens Park Gymnasium 

12603 S. Broadway, Los Angeles CA 90061 (100 beds)  
***OPENING EARLY*** 

Transportation Pick Up Pick Up Address 
Pick Up 
Time 

Venice Skate Park  
1800 Ocean Front Walk                        
Venice, 90291 

5:00pm, 
6:30pm 
7:30pm 

Note: Site will be opening Wednesday, November 27 at 5:00pm. 
Walk-ups are allowed. Transportation services will be offered for individ-
uals residing in the West Los Angeles area.    
 
Disclaimer: Please check back daily for site details as the site will be 
changing. Transportation services will remain the same.  
 

Service Planning Area                                                                                       

Bryant Temple AME CDC: (323) 492-0107     
Bethel AME Church 

Males Only 
  7900 S. Western Ave., Los Angeles 90047 (100 beds)  

Transportation Pick Up Pick Up Address 
Pick Up 
Time 

South Los Angeles  

Southwest Corner of 
Florence Avenue and 
Western Avenue 
Los Angeles, 90047 

5:30pm & 
6:45pm  

South Los Angeles– in front 
of a beige building 

Southwest Corner of    S. 
Broadway &                      
Martin Luther King Blvd. 
Los Angeles, 90037 

6:00pm 

South Los Angeles  

Southwest Corner of 
Florence Avenue and 
Western Avenue 
Los Angeles, 90047 

5:30pm & 
6:45pm  

South Los Angeles– in front 
of a beige building 

Southwest Corner of    S. 
Broadway &                      
Martin Luther King Blvd. 
Los Angeles, 90037 

6:00pm 

Note: Site will be opening Sunday, December, 1.  Walk-ins allowed. 
Participants can access shelter at 4:00pm. Transportation will be provided 

by Burgundy Dodge Van (15 passenger).  

Service Planning Area                                                                                       

Bryant Temple AME CDC: (323) 492-0107                                           
2514 W. Vernon Ave., Los Angeles  90047 (40 beds) 

Women Only 
****OPENING EARLY***  

Transportation Pick Up Pick Up Address Pick Up Time 

Downtown Los Angeles– in 
front of the former VOALA 
Access Center                        

6th Street & San Julian 
Street 
Los Angeles, 90014 

4:15pm 

South Los Angeles 

Northwest Corner of 
Manchester Avenue 
and Western Avenue 
Los Angeles  90047 

3:30pm & 
5:15pm 

South Los Angeles  

Southwest Corner of 
Florence Avenue and 
Western Avenue 
Los Angeles  90047 

5:30pm & 
6:45pm  

South Los Angeles– in front 
of a beige building 

Southwest Corner of    
S. Broadway &                      
Martin Luther King 
Blvd. Los Angeles, 
90037 

6:00pm 

Note: Site will be opening Friday, November 29. Walk-ins allowed. Par-
ticipants can access shelter at 4:00pm. Transportation services will begin 
Sun, Dec 1. Transportation will be provided by Burgundy Dodge Van (15 

passenger).  

 
Service Planning Area  

The Salvation Army-The Way In  
5941 Hollywood Blvd., Los Angeles 90028 (30 beds) 

Transitional Age Youth (Serving ages: 18-24 years old)  
***OPENING EARLY*** 

Location Address Time 

The Salvation Army-                 
The Way In  

 
5941 Hollywood Blvd. 
Los Angeles 90028  
 

5:00pm  

Note: Site will be opening Friday, November 29 at 5:00pm.  Walk-

ups Only. Beds will be available on a first come, first serve basis.   

 
Service Planning Area  

Weingart Center: (213) 689-2152  
566 S. San Pedro Street, Los Angeles 90013 (32 beds)                    

Males Only       
***OPENING EARLY*** 

Location Address Time 

Weingart Center  
566 S. San Pedro Street          

Los Angeles 90013 
 7:30am 

Note: Site opened up on Wednesday, November 27.  Walk-ups Only.  
Participants can sign-up for a bed starting at 7:30am at  the Weingart 

Access Center.  Beds will be available on a first come, first serve basis.   
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Service Planning Area  

Home At Last (323) 305-6999 
5108 S. Central Ave. & 5100 S. Central Ave., LA, CA 90011 

(60 Beds) Females Only  
***OPENING EARLY**** 

Transportation Pick Up Pick Up Address Pick Up Time 

Downtown Los Angeles Cor-
ner near the Midnight Mission 

Southeast corner of 
6th Street & San Jul-
ian Street 
Los Angeles, 90014 

4:30pm  

Coalition For Responsible 
Community Development 
(CRCD)  

4920 S. Avalon Blvd. 
Los Angeles 90011 

4:30pm 

Special Services for Groups 
Hopics  

5715 S. Broadway, 
Los  Angeles, 90037 

5:15pm  

Note: Site will be opening Wednesday, November 27. Walk-ins allowed. 
Participants can access the shelter at 4:00 p.m. Transportation services 
will begin Sunday, December 1 at the locations provided above. Transpor-
tation will be provided by White Vans (22 passenger) w/ Home at Last logo 
on the side.  

Page 4 

 
Service Planning Area  

****LONG BEACH SHELTER COMING SOON*** 

Transportation Pick Up Pick Up Address Pick Up Time 

TBD TBD  

 
Service Planning Area                                                                                        

Home At Last (323) 305-6999                                                     
5171 S. Vermont Ave., Los Angeles 90037 (49 beds)  

Males Only 
***OPENING EARLY**** 

Transportation Pick Up Pick Up Address Pick Up Time 

Downtown Los Angeles 
Corner near the Midnight 
Mission 

Southeast corner of 6th 
Street & San Julian 
Street 
Los Angeles 90014 

 
4:30pm  
 

Coalition For Responsible 
Community Development 
(CRCD)  

4920 S. Avalon Blvd., 
Los Angeles 90011 

4:30pm 

Special Services for 
Groups Hopics  

5715 S. Broadway,     
Los  Angeles 90037 

 
5:15pm  
 

Note: Site will be opening Wednesday, November 27. Walk-ins allowed. 
Participants can access the shelter at 4:00 p.m. Transportation services will 
begin Sunday, December 1 at the locations provided above. Transportation 
will be provided by White Vans (22 passenger) w/ Home at Last logo on the 
side.  

Service Planning Area                                                                                       
 

Home At Last (323) 305-6999                                                  
5500 S. Hoover Ave., Los Angeles 90037 (60 beds)  

Transitional Age Youth (Serving ages: 18-24 years old)  
***OPENING EARLY**** 

Transportation Pick Up Pick Up Address Pick Up Time 

Downtown Los Angeles 
Corner near the Midnight 
Mission 

Southeast corner of 
6th Street & San 
Julian Street 
Los Angeles  90014 

 
4:30pm  
 

Coalition For Responsible 
Community Development 
(CRCD)  

4920 S. Avalon 
Blvd., Los Angeles 
90011 

4:30pm 

Special Services for Groups 
Hopics  

5715 S. Broadway, 
Los  Angeles 90037 

 
5:15pm  
 

Note:  Site will be opening Wednesday, November 27. Walk-ins al-
lowed.  Participants can access the shelter at 4:00 p.m.,  Transportation 
services will begin Sunday, December 1 at the locations provided above. 
Transportation will be provided by White Vans (22 passenger) w/ Home 
at Last logo on the side.  
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Report: Los Angeles

Homeless Health Summit

2019
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Background

On October 25, 2019, L.A. Care, Health Net, Hospital Association of Southern California (HASC), and
Community Clinic Association of L.A. County (CCALAC) co-hosted the L.A. Homeless Health Summit.
This Summit convened safety net health leaders to discuss their most pressing homeless health
challenges, and identify policy priorities. Safety net health leaders at the Summit included:
community health centers, public and private hospitals, and Medi-Cal health plans, along with invited
partners from county health departments, Los Angeles Homeless Services Authority (LAHSA), United
Way and selected key stakeholders.

At the Summit, safety net health leaders discussed challenges to effectively provide health care to
people experiencing homelessness, within the current Medi-Cal funding parameters. For example,
safety net health organizations have challenges with care coordination because there are barriers to
sharing data. Another example is the difficulty hospitals experience discharging patients because of
the lack of housing placement options and shortage of appropriate step-down options such as board
and care placements and mental health beds.

Safety net health leaders proposed solutions to address the comprehensive physical health,
behavioral health, and social needs of a diverse, complex, and growing population of people
experiencing homelessness in L.A. County. There was also a recognition of the need to address
systemic racism and economic inequality contributing to homelessness. In addition, safety net health
leaders agreed on the need for strategies to address the health and wellbeing of seniors, families,
individuals, and youth who experience homelessness.

Policy Priorities

Safety net health leaders identified local, state, and federal policy priorities to pursue in seven
domains that would address the physical health, behavioral health, housing status, and social needs of
people experiencing and at-risk of homelessness.

Prevention of Homelessness
a. Assist/train safety net providers to screen patients for at-risk characteristics (e.g., unstable or

temporary housing; loss of income; domestic violence).
b. Assist/train safety net providers to provide interventions to divert patients from becoming

homeless (e.g., identifying alternative living arrangements, applying for public assistance).
c. Strengthen organizational ties between health and legal / homeless services organizations that can

provide specialized assistance to patients at risk of homelessness.
d. Increase access points for homelessness prevention resources, such as co-location with safety net

providers.

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 and skilled nursing facilities so that they are consistently

available.
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b. Expand housing resources available post-discharge, such as shelter, bridge housing, and
permanent housing.

c. Explore adding recuperative care and/or short-term post-discharge housing as Medi-Cal benefits.
d. Explore creating a pool funded by multiple local stakeholders for post-discharge placements not

covered by Medi-Cal.
e. Provide intensive care coordination for patients transitioning from inpatient care to improve

placements and connections to community-based services.
f. Identify alternate strategies and additional settings to meet the basic needs of patients who are

presenting in EDs primarily for showers, food and clothing—not medical care.
g. Secure funding to support hospital discharge process requirements of SB 1152 (Hernandez, 2018).

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,

including both primary and behavioral health care.
b. Facilitate delivery of on-site health services for patients in interim housing or other short-term

settings.
c. Identify and implement quality metrics and pay-for-performance incentives directly linked to

appropriate outcomes for homeless patients.
d. Explore solutions to address Medi-Cal administrative barriers (e.g., PCP assignment, restrictions on

same-day primary care and mental health services at health centers) to expand access for
members without fixed address.

e. Allow Medi-Cal reimbursement for community health workers to increase access, improve cultural
competency, and maximize clinician time.

f. Extend hours of operations of health organizations serving people experiencing homelessness to
include evenings, nights, and weekends.

Behavioral Healthcare Access
a. Expand access to behavioral health services in street medicine settings.
b. Expand access to behavioral health services on site at selected facilities in the housing continuum,

especially for clients with higher acuity mental health and substance use disorder needs.
c. Expand availability of substance use disorder treatment services so that “treatment on demand” is

a reality, especially for detox services.
d. Expand availability of inpatient adult and adolescent mental health treatment beds.

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. Systematically strengthen connections between ICMS providers and healthcare providers.
d. 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).
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e. Extend hours of operations of homeless services organizations to include evenings, nights, and
weekends.

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 Activities of Daily Living and for safety.
c. Ensure adequate funding to support the continued operation and expansion of licensed Adult

Residential Facilities (ARF) and Residential Care Facilities for the Elderly (RCFE).
d. Expand supply of subsidized units both for individuals needing supportive housing and for

individuals who need subsidies-only.
e. Support local, state, and federal policies that would increase affordable housing supply and rental

assistance.
f. Leverage existing local and state funding streams, such as Mental Health Services Act, to expand

supply of housing resources.

Integrated Data Sharing/Care Coordination Platforms
a. Improve administrative simplification in reporting requirements of state programs (i.e., Health

Homes Program, MHSA, Whole Person Care, etc.) and increase utility of reports.
b. 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).
c. Integrate safety net health plans and health care providers into the Homeless Management

Information System (HMIS) and AB 210 data systems.

Advancement and Partnership Opportunities

Preventing and combatting homelessness is a priority for safety net health leaders. Despite the inflow
of new resources, there is still a large gap in affordable housing and resources for needed health,
housing, and social services for people experiencing homelessness in L.A. County. There is a growing
awareness that the health care and homeless systems must work together to advocate for policies
that will expand and explore innovative strategies.

Safety net health leaders will engage in upcoming policy opportunities: the Department of Health Care
Services’s (DHCS) California Advancing and Innovating Medi-Cal (CalAIM) proposal, Governor Gavin
Newsom’s Council of Regional Homeless Advisors, and L.A. County’s Measure H Planning process.
CalAIM is a proposal to build on innovative Medi-Cal strategies to reach vulnerable populations such
as homeless, justice-involved, and dual-eligible populations. The CalAIM stakeholder process will be a
chance to align with and leverage the state’s efforts, including through the Enhanced Case
Management program and the proposals to streamline mild, moderate, and specialty mental health
services.

The Governor’s Council of Regional Homeless Advisors is focused on alleviating street homelessness,
building more housing, and connecting more people to treatment. Locally, the Measure H Planning
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process for FY 2021 – 2023 provides a forum for ongoing dialogue on homeless supportive services
and how best to prioritize funding.

In addition, safety net health organizations are exploring ways to streamline and improve healthcare
delivery for patients experiencing homelessness. They are interested in partnering with housing and
homelessness stakeholders to expand resources for patients.

Conclusion

The jointly hosted L.A. Homeless Health Summit was a catalyst to align safety net health leaders’
perspectives on the challenging and multi-faceted problem of homelessness. Our goal is to identify
the specific health solutions that safety net health leaders can bring to improve the lives and health
outcomes of our members and patients, as well as ideas for private and public partnerships. The hard
work of policy change and implementation is yet to come as dialogue continues to tackle the
challenging ideas raised. Work continues to eliminate inefficiencies, bridge transitions of care,
improve communication and reduce data-sharing barriers to deliver a more seamless experience of
care for homeless patients.

Together, we plan to advocate, mobilize resources and bring actionable solutions forward to policy-
makers to alleviate the vexing problem of homelessness that leaves so many Angelenos without a safe
place to call home.
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