
Member Driven.            Patient Focused. 

 

 

 

 

 

 

 

445 S. Figueroa Street, Suite 2100.  Los Angeles.  C.A.  90071 

(213) 201-6500    www.ccalac.org 

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 be included in the 
CES system. 

 Recommendation: Community clinics recommend that unlimited HMIS licenses be available to clinics; do 
not limit only 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 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. 

 


