
 
 
 
 
 
 
 
 
Time          Item—Presenter                  Materials 
 

** Provided in final packet of materials  

Homeless Health Advisory Committee 
AGENDA 
March 4, 2020; 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 Lazar 
   

9:35am  Homeless Health Policy Updates — Sarine Pogosyan & Erika 
Rogers 
• Homeless Health Policy Forum Recap & Next Steps 
• BOS Motion on Interim Housing Trailers for Homeless 

Families 
• Census 2020 
• Evaluation of Homeless Initiative Strategy E6: Countywide 

Outreach System 

• Homeless Heath Policy Memo** 
• Census 2020 Flyers Targeting 

Individuals Experiencing 
Homelessness  

• Countywide Outreach System 
Evaluation Report (Strategy E6) 
Slides 

   

9:40am CBEST Presentation – Sony Ta, LA County DHS • CBEST Presentation Slides 

   

10:00am CalAIM Presentation – Becky Lee, L.A. Care • CalAIM Presentation Slides** 

   

10:30am Policy and Procedures — All  
Discussion items: 
• VI-SPDAT Revamp Activity 

• VI-SDAT Activity Notes** 

   

11:00am Adjourn — Nancy Lazar  

   

 
Next meeting: April 1, 2020 from 9:30am to 11:00am 
 
Homeless Health Resource Page here.  

https://global.gotomeeting.com/join/436584965
tel:+18722403212,,436584965
https://ccalac.org/resources/categories/homeless-health/
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Homeless Health Advisory Committee 
Meeting Minutes 

February 12, 2020 
9:30am – 11:00am 

https://global.gotowebinar.com/join/436584965 
Call-in: +1 (872) 240-3212; Access Code: 436-584-965; Audio Pin 

 

Attendees: Nancy Lazar, Karen Lauterbach, Julian Prado, Jina Lawler 
Via Teleconference: Mulena Varnado, Liliana Olmos, Kathy Proctor, Katja Nelson, Jessenia Garcia, Evonne Biggs, Gaston Lassalle, Vanessa Landin, 
Arnali Ray, Jaime Carrillo, Alicia Aguilar  
Staff: Sarine Pogosyan, Erika Rogers, Alyssa Mohamadzadeh 
 

TOPIC / PERSON DISCUSSION ACTION 
Welcome and 
Introductions 

Karen Lauterbach called the meeting to order at 9:35 AM. Meeting called to order. 

Homeless Mobile Unit 
Presentation 

Holly Hancock, Deputy Public Defender Homeless Mobile Unit LA County Public Defender’s 
Office, provided a verbal presentation on their Homeless Mobile Unit.  

Follow up: Holly will 
send materials.  

Homeless Health Policy 
Updates 

Homeless Policy Deputies Meetings Debrief  
• Met will all 5 District Office’s Homeless Deputies, and discussed Measure H and the 

homeless mortality rate.  
• Members found these meetings helpful and engaging. 

Homeless Health Policy Forum 
• Occurring on February 18, 2020 at the CCALAC Office. 

BOS Motion on Interim Housing Trailers for Homeless Families 
• CCALAC provided a brief overview of the motion then opened the floor to discussion 

and questions. Members mentioned the following: clinics doing site outreach/street 
medicine, referring patients to the program, family solution center is merely a 
bottleneck solution, how can clinics have input. The discussions conclusion is that they 
need more information as there is too much unknown about the motion. Erika Rogers 
will follow up with Deputies. 

Public Charge 
• CCALAC provided an update on public charge. Check CCALAC’s resource page and the 

public charge assessment tool. 
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Census 2020 
• Briefly went through the U.S. Bureau GQ & TL presentation slides, which are also in the 

materials. 
CalAIM – Enhanced Care Management (ECM) & In-Lieu of Services (ILOS) 

• To be presented at the next meeting 
 

Policy and Procedures VI-SPDAT Revamp Activity 
• Completed an activity based on member’s opinions of questions #7, 18 – 23, and 44 of 

the CES Survey Part 1: Basic Intake, VI-SPDAT form.  

 

Adjournment  The meeting adjourned at 11:00 am.  Meeting adjourned. 

 
 



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: March 4, 2020 
 
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. 
 
Homeless Health Policy Forum 
On February 18, CCALAC hosted its first Homeless Health Policy Forum with participation from 28 legislative staff 
representing 23 legislative offices. Because community clinics and health centers play an often under recognized role in 
providing health and supportive services to people experiencing homelessness or at-risk of becoming homeless, CCALAC 
invited staff from local, state, and federal elected offices to learn more about the work clinics do in this area. 
Participants heard from a panel of six member clinics—Northeast Valley, JWCH, Saban, Venice, LA Christian and The 
Children’s Clinic —about the unique programs and services they provide in their communities and also the gaps and 
challenges clinics face around serving homeless patients and community members. CCALAC will continue to engage with 
elected officials in follow-up to the event and as policy decisions are being made at the local, state and federal level.  
 
Interim Housing Trailers for Homeless Families 
On January 21, the Supervisors approved a motion identifying specific locations for 30 trailers that Governor Gavin 
Newsom has committed to deploying to Los Angeles County as part of his Executive Order, issued on January 8. The 
motion calls for deploying the trailers in public and privately-owned parking lots in South LA within days to serve as 
interim housing for families.   
 
As of this writing, twenty trailers have arrived in Los Angeles. St. Joseph Center, which receives LA County Measure H-
funding, used its street outreach teams to identify the families who would move into the first ten trailers. St. Joseph’s 
Center will also be providing the families with wraparound services and connecting them to longer-term affordable 
housing. Ten more families who are currently living in cars, RVs, or rent motel rooms in the immediate vicinity are 
expected to move into the other ten trailers this week. Homeless Outreach Program Integrated Care System (HOPICS) 
will provide supportive services at the site and work to transition these families into affordable apartments with funding 
from Measure H and Prop. 63, the Mental Health Services Act. These trailers are currently located in District 2. CCALAC 
has reached out to the District 2 Homeless Policy Deputy to see if collaboration with community clinics is possible. 
 
Please email Erika Rogers at erogers@ccalac.org with any questions.  
 

https://ridley-thomas.lacounty.gov/wp-content/uploads/2020/01/Motion_Siting-Trailers-in-LA-County_012120-V5.pdf
mailto:erogers@ccalac.org


2020CENSUS.GOV

How the 2020 
Census Counts 
People Experiencing 
Homelessness 
People experiencing homelessness live in a variety of situations, such as temporarily staying with 
family or friends, living outside or living at a shelter. The 2020 Census has procedures to count people 
living in all of these situations. For example, people without a usual place to live who are temporarily 
staying with family or friends should be included in that household’s response. 

The 2020 Census has procedures that count people outdoors, where they receive 
services, and at other locations where they are known to sleep.

The 2020 Census counts people outdoors and at other locations where they are 
known to sleep.

The Census Bureau works with local groups to identify outdoor and other locations where people are 
known to sleep. Census takers will count people in person at these previously identified locations on 
April 1, 2020 (Census Day). 

Outdoor  
and Other 
Locations

Potential outdoor locations including parks, wooded areas, 
designated beach areas, tent cities, alleys, under highway 
systems, subway stations, shopping center parking lots, gas 
stations, truck stops, and rest stops. Potential indoor locations 
including all-night businesses such as movie theaters, 24-hour 
laundromats, and casinos.

The 2020 Census counts people at service locations.

Between March 30 and April 1, 2020, the census will count people at the following locations:

Emergency  
and Transitional 
Shelters

Shelters with sleeping facilities 
for people to stay overnight, 
missions, hotels and motels 
used as shelters, and places 
for children neglected, expe-
riencing homelessness or who 
have run away from home.

Soup Kitchens

Regularly 
Scheduled  
Mobile Food  
Vans

Stops where such vans 
distribute meals.

Facilities that serve meals 
(using service lines or bag 
lunches).  

D-1254



2020CENSUS.GOV

The Census Bureau works with service providers to get a complete and accurate 
count at their locations.

The service providers can decide how people at the location should be counted:  

 • In-person interview: Using a paper questionnaire, a census taker interviews each 
person served a meal or staying at the facility. 

 • Facility records: Emergency and transitional shelters may opt to provide census 
workers with a paper listing of census response data for each person served or 
staying at the facility.

Census workers will begin contacting administrators in February 2020 to: 

1. Verify or confirm the address and contact information of the facility or food van 
stop. 

2. Discuss the expected population at the time of enumeration.  

3. Determine the best date and time (between March 30 and April 1, 2020) for  
conducting the enumeration.  

4. Discuss legal and security constraints or issues, and explain confidentiality 
procedures. 

5. Determine preferred enumeration method. 



You count, no matter  
where you live.
Every 10 years, the United States counts everyone who lives in the country. Your 

 participation in the 2020 Census will help communities like yours get the funding 
they need to provide housing and food assistance and other vital services. 

Responding is important.

The 2020 Census will influence funding for community services for the next 10 years. Data 
from the census helps determine where over $675 billion is spent each year in states and 
communities. That includes money for things like: 

 ›  Supplemental Nutrition 
Assistance Program (SNAP)

 › Community centers

 › Libraries 

 › Housing assistance

 › Medicare    

 › Employment resources

There are many ways to respond.

Beginning in mid-March 2020, you can respond to the census. Many libraries and 
community centers will have public computers available for you to respond online at 
2020CENSUS.GOV. You can also respond by phone. Census takers will work with shelters, 
meal centers, group homes, and other places where you may receive services to make sure 
everyone is counted, including babies and young children. If you or your children are staying 
with a relative or friend, make sure they include you on their census response form.

Responding is safe.

Your personal information is kept confidential by law. Your responses can only be used to 
 produce statistics. They cannot be used for law enforcement purposes or to determine 

your personal eligibility for government benefits.

For more information, visit:

2020CENSUS.GOV
D-OP-HL-EN-124

https://2020census.gov/en


Responding to the 2020 Census 
without a Census ID
The 2020 Census will be the first time that the public can respond online or by 
phone, in addition to the traditional paper response. Technology improvements 
over the last decade that allow for these secure response options also enable the 
public to respond without a Census Bureau-issued identification number—making it 
easier to respond anytime, anywhere.  

Beginning in mid-March 2020, everyone will receive an invitation to participate in 
the 2020 Census. That invitation will include a unique Census ID that links you to a 
physical address. But you can also respond online or by phone without a Census ID. 

How do I respond without an ID?
On the 2020 Census response website, select the link under the login button that 
says, “If you do not have a Census ID, click here.”

Can I respond online without an ID on any device 
or browser? 
Yes. Responding online without an ID works on most modern devices. For best 
results use the two latest versions of the following browsers: Internet Explorer, 
Edge, Chrome, Safari, Firefox, Samsung Native.

Is my response affected if I don’t use a Census ID?
Your Census ID allows us to immediately match your response to an address. If you 
respond without your Census ID, we’ll ask you for your address 
when you respond  so we can link your response to your 
address.



How do I provide my address?  
When responding online without an ID, there are three options for entering an 
address: 

1) STREET ADDRESS
For this option, you will be prompted to enter an address number, street 
name, and either the city and state or the ZIP Code. If a valid street address 
isn’t available, check the box that says, “I do not have a street address” and 
you can proceed to enter a rural route address or other address/location (see 
options below). 

2) RURAL ROUTE ADDRESS
A rural route address includes a rural route descriptor, rural route number, 
rural route box ID number, city and state or ZIP Code.  

3) OTHER ADDRESS/PHYSICAL LOCATION  
If you do not have a rural route address, the system will first ask if you are 
experiencing homelessness. Then, it will invite you to enter a city, state, ZIP 
Code, and description of the physical place where you live.  

If I live or stay in a garage or added structure at a 
property, how do I respond?
To respond with a physical location on a property that does not have a separate 
address, utilize the “Street Address” option, enter the address, and include the 
description of the structure (e.g., “garage”) in the apartment/unit number field. If 
you reply by phone, you will be prompted to provide the same description.

How do I respond for multiple people or families 
at a single address? 
Everyone living or staying at an address, even if they are not a member of your 
family, should be counted by the person filling out the census form for that 
address. There are no restrictions on the number of people who can be included on 
your form. The Census Bureau has ways to resolve duplicate responses if multiple 
people at the same address respond separately. 

D-FS-GP-EN-009



Be Informed. Be Involved. Be Counted.

census.lacity.org
#2020Census

Every 10 years, the United States counts everyone who lives in the country, regardless of 
immigration status or housing situation. Your participation in the 2020 Census will help 
communities get the funding needed for housing, the Supplemental Nutrition Assistance Program 
(SNAP), Medicare, unemployment insurance, mental health services, and more.  
 
You do not need a permanent address to be counted in the 2020 Census and you will not be 
asked questions about your immigration or legal status.

Be counted 
no matter where you live

Census takers will come to you

Your information is protected
Your personal information is kept confidential by law. Your responses can only be used to produce 
statistics. They cannot be used for law enforcement purposes or to determine your personal 
eligibility for government benefits.

Your name, address, and telephone number will not be disclosed or published.

The City of Los Angeles will provide reasonable accommodation(s) to ensure equal access to its programs, services, 
and facilities for people with disabilities. To make a request, contact the Department on Disability at 

DOD.Contact@lacity.org or (213) 202-5668 five or more working days in advance.

Starting at the end of March, census takers will work with 
shelters, meal centers, group homes, and other places 
where you may receive services to make sure everyone is 
counted, including babies and young children. 

You can also respond to the census yourself

Complete your questionnaire online at a City of Los 
Angeles facility. Call 311 for locations near you.

Call one of the U.S. Census Bureau’s 2020 Census 
hotlines to complete a questionnaire.

If you or your children are staying with a relative or 
friend, make sure they include you on their census 
response form.



Your 2020 Census
Be Informed. Be Involved. Be Counted.

Guide for homelessness service providers

census.lacity.org
#2020Census

How does the census 
impact those experiencing 
homelessness? 
 
There are approximately over 36,000 
homeless individuals and families in the 
City of Los Angeles, according to the 2019 
Greater Los Angeles Homeless Count by the 
Los Angeles Homeless Services Authority. 
An undercount of these individuals could 
result in the loss of billions of dollars for 
federally funded programs that benefit 
them, including the Section 8 Housing 
Choice Vouchers Program, the Health 
Care for the Homeless Program, and the 
Runaway and Homeless Youth Program. 
 
How can homeless service 
providers help ensure an 
accurate count? 
 
It’s crucial that L.A.’s homeless population 
is counted accurately to secure our fair 
share of funding for vital social services. 
Work with your local Complete Count 
Committee and U.S. Census Bureau office 
to develop impactful outreach strategies 
and identify locations where people are 
living.

How will the U.S. Census Bureau 
count individuals experiencing 
homelessness? 
 
Service-Based Enumeration  
(March 30 - April 1, 2020) 
To count people at places where they 
receive services (including shelters and 
soup kitchens) and at outdoor locations like 
encampments. 
 
Enumeration at Transit Locations  
(April 9 - May 4, 2020) 
To count people who do not have a stable 
home in transitory locations, such as hotels 
and motels. 
 
Census survey question 
Asks respondents to include anyone staying 
in their home temporarily, who may not 
have been accounted for already as part of 
the household.

The City of Los Angeles will provide reasonable accommodation(s) to ensure equal access to its programs, services, 
and facilities for people with disabilities. To make a request contact the Department on Disability at  

DOD.Contact@lacity.org or (213) 202-5668 five or more working days in advance.

https://www.lahsa.org/documents?id=3421-2019-greater-los-angeles-homeless-count-city-of-los-angeles.pdf


LA COUNTY CHIEF EXECUTIVE – RESEARCH & EVALUATION SERVICES

FINDINGS FROM THE IMPLEMENTATION 
EVALUATION OF HOMELESS INITIATIVE 
STRATEGY E6: COUNTYWIDE 
OUTREACH SYSTEM

Resource Development Associates

February 13, 2020

Sarah Garmisa, MPP, MBA
Julie Lo, MPA



Today’s Agenda

Introductions

Evaluation Context

Methods

Findings

Recommendations

2



About RDA
3

Mission-driven consulting firm 
established in 1984

Full service firm with an integrated 
approach to research, planning, 
implementation support, & 
evaluation

Actionable deliverables promoting 
learning, alignment, flexibility, & 
sustainability

Experience in housing & homelessness, behavioral health, youth 
development, workforce development, criminal & juvenile justice, 
social services, child welfare, & other intersecting systems



Strategy E6: Countywide Outreach System
4

A coordinated and 
integrated network of 
street-based homeless 
outreach teams to 
identify, engage, and 
connect unsheltered 
individuals to interim 
and/or permanent 
housing and supportive 
services



Strategy E6: Countywide Outreach System
5

A coordinated and 
integrated network of 
street-based homeless 
outreach teams to 
identify, engage, and 
connect unsheltered 
individuals to interim 
and/or permanent 
housing and supportive 
services

E6 Implementation Objectives

• Support collaboration with robust 
centralized data infrastructure

• Coordinate countywide outreach

• Implement Multidisciplinary Teams

• Expand community-based entry points

• Reach hard-to-serve & highest needs

• Assess & connect individuals to services 
that support wellness, independence, & 
access to housing opportunities



Strategy E6: Countywide Outreach System
6

A coordinated and 
integrated network of 
street-based homeless 
outreach teams to 
identify, engage, and 
connect unsheltered 
individuals to interim 
and/or permanent 
housing and supportive 
services

Coordinate services for 
comprehensive 
coverage & CES

Focus on housing first 
by connecting clients to 
available housing & 
shelter services without 
preconditions

Use Trauma-Informed 
approaches to respect 
client histories & 
beliefs; Person-
Centered approaches 
to leverage strengths

Emphasize safety and 
harm reduction with 
non-coercive, non-
judgmental service 
delivery

Elements of Effective Street Outreach*

*As recognized by SAMHSA, HUD, & USICH



Implementation Evaluation Methodology
7

System Level

Program 
Level

Service 
Level

Service Level
Assess experiences of those 
delivering client services & 
examine service outputs

Program Level
Assess models, practices, & 
qualities that contribute to 
successes, promote 
collaboration, or indicate best 
practice

System Level
Assess coordination, data 
sharing, capacity building, 
and collaboration to 
measure implementation 
progress, successes, & 
challenges of efforts



Evaluation Data Sources
8

Interviews
9 Strategy leaders & 
program managers 

Focus Groups
100+ frontline staff & 
coordinators from all SPAs

Document Review
Quarterly reports, PIT count, 
Strategy & program docs

Research
Evidence-based & best 
practices; emerging practices

HMIS Data
5+ million records

Outreach Request Data
LA-HOP records

E6 Leadership Survey
68 views on system 
collaboration

Frontline Staff Survey
200 views on implementation 
progress, data use, & culture 



EVALUATION 
FINDINGS

ü System Coordination 
& Collaboration

ü Data Sharing & 
Technology

ü Outreach Practices, 
Training, and Staff 
Culture

ü Client Service 
Delivery



System Coordination & Collaboration
10

Finding 1.

LAHSA, DHS, and DMH 
adopted a systems change 
approach to implementing 
new structures, processes, 
and dynamics in order to 
coordinate and direct 
teams delivering homeless 
outreach services across 
the County

Agency Teams FTEs

LAHSA

Homeless Engagement
(HET) & CES

189.0

Homeless Outreach & 
Proactive Engagement 
(HOPE)

15.0

Homeless Outreach 
Services (HOST)

16.0

DHS
Housing 
for Health

Multidisciplinary (MDT) & 
Public Spaces

330.0

DMH
Homeless Outreach & 
Mobile Engagement 
(HOME)

125.5

675.5



System Coordination & Collaboration
11

Finding 2.

Regional coordination backbone 
structure efficiently matches resources 
to observed needs of outreach clients

19 full-time coordinators review, assess, & assign 
outreach requests to specific SPAs, sub-regions, & teams



System Coordination & Collaboration
12

Finding 3.

Implementing over 200 field-based 
outreach teams with CES made every 
location in LA County a possible entry 
point into the homeless service system

CES provides a standardized process to assess & prioritize 
needs of individuals or families experiencing homelessness



System Coordination & Collaboration
13

Finding 4. 

Investment in collaborative planning 
strengthened partnerships to flexibly meet 
the service & care coordination needs of 
people experiencing unsheltered 
homelessness across LA County

Finding 5. 

Measure H facilitates effective system 
coordination, enabling funded & non-funded teams 
to coordinate as one organized outreach service 
delivery system



System Coordination & Collaboration
14

Finding 6. 

More collaboration between 
providers, law enforcement, 
& sanitation departments is 
needed for safety & 
sanitation concerns near 
encampments in addition to 
maintaining outreach client 
progress

“We often deal with systems 
that have conflicting information 

and don’t coordinate.

[The sanitation agency] 
sometimes sends notifications 
when they are going to sweep 
clients, sometimes they don’t.

All of our work with clients can 
get thrown up in the air.”

- E6 Outreach Worker



Data Sharing & Technology 
15

Finding 7.

Innovative LA-HOP enables 
efficient outreach request tracking; 
facilitates dynamic, street-based 
geographic response; & improves 
system coordination



Data Sharing & Technology 
16

Finding 8.

HMIS data quality improved across entire 
system with expanded access, implementation 
of data entry standards, & requirements to 
document outreach services; however no 
process to monitor data quality

Finding 9.

Data adhere to privacy laws – next step is assessing need for 
expanded security controls and confidential process to track 
client service referrals and linkages



Outreach Practices, Training, & Staff Culture
17

Finding 10.

A mix of proactive (routine, scheduled) and reactive (response-
oriented) leads to prevention and early intervention

PROACTIVE REACTIVE
Visit clients on a planned, 
recurring schedule 

Route incoming LA-HOP requests to correct SPA
Assign request to appropriate team 
Make at least 2 attempts to locate & serve client

Support transition to ongoing engagement, e.g. developing goals, assessing needs
Conduct CES assessment & other assessments as appropriate to position
Provide services or referrals as needed & appropriate
When possible, connect clients to interim housing or placement programs

Document activities in HMIS Document activities in HMIS
Close out LA-HOP service request



Outreach Practices, Training, & Staff Culture
18

Finding 11.

System-wide trainings 
support a unified culture 
centered around clients 
and practices aligned to 
best and evidence-based 
approaches

Best & Evidence-Based Outreach Practices*

System 
Coordination

Coordinated Entry 
Collaboration with Non-
Traditional Partners

Data Sharing

Hot Spotting
Data Sharing
Systematic Documentation
High Quality Data

Practices, 
Client 
Services, & 
Staff Culture

Housing First
Diverse Approaches
Person-Centered Services
Motivational Interviewing
Harm Reduction
Warm Handoffs

*As recognized by SAMHSA, USICH, & HUD experts



Outreach Practices, Training, & Staff Culture
19

Finding 12.

No system-wide quality measures 
means there is neither a way to 
methodically identify nor address 
the varied levels of buy-in to 
standard E6 best and evidence-
based practices

Refine

Improve

Assess



Outreach Practices, Training, & Staff Culture
20

Finding 13.

Gaps in continuous care during 
transitions between community, 
institutions, & care providers, 
creates system gaps that lead to 
negative consequences & outcomes 
for persons experiencing 
homelessness



Outreach Practices, Training, & Staff Culture
21

Finding 14.

Regional differences in outreach 
travel times do not inform staff 
productivity targets

As a result E6 staff report 
mismatched caseloads, job 
requirements, & schedules



Client Service Delivery 
22

Finding 15.

More people served than 
ever before; more real 
human connections to help 
individuals achieve greater 
safety & stability, overcome 
barriers, & navigate complex 
public systems

16,039

26,969

FY 17-18 FY 18-19

Unique Individuals Served:
Contact, Direct Service, or Referral

(Measure H-funded teams only)



RECOMMENDATIONS



Recommendations from Findings
24

System 
Coordination & 
Collaboration

ü Expand “flexible funds” to all providers, not just CBOs

ü Strengthen communication/coordination mandates between 
homeless-serving, law enforcement, and sanitation agencies

Data Sharing & 
Technology 

ü Continue educating community stakeholders about purpose &
function of homeless outreach

ü Implement HMIS documentation & data quality measures

ü Assess data sharing infrastructures to improve system efficiencies

Outreach 
Practices, 
Training, & 
Staff Culture

ü Implement fidelity or quality measures to ensure continuous 
improvement for delivering evidence-based & best practices

ü Explore and find opportunities to strengthen connections between 
existing institutional pre-release planning efforts and homeless 
services, including outreach

ü Ensure staff targets reflect differences in job-required travel



Consideration for Next Phase of E6
25

ü Develop or refine 
structures, tools, & 
processes to sustain 
system change efforts, 
preserve the strength 
of existing leadership 
partnerships, & drive 
system efforts toward 
collective impact

CORE CAPACITIES FOR SUSTAINING SOCIAL 
CHANGE & IMPACT*

Common 
vision & 
shared 
agenda

Govern-
ance

structure

Group 
decision & 

conflict 
processes

Strategic 
use of 
data 

Effective 
partner-

ships

Collective 
learning & 
account-
ability 

Commun-
ication
plan & 

structure 

Collective 
results 

framework

*Adapted from the Annie E. Casey Foundation



Julie Lo, MPA
Practice Director
jlo@resourcedevelopment.net

Sarah Garmisa, MPP, MBA
Principal Investigator & Project Manager
sgarmisa@resourcedevelopment.net

THANK YOU!



C.B.E.S.T. 
Countywide Benefits Enrollment Services Team  

 

Dr. Sony Ta 

Los Angeles Department of Health Services 



Introduction to Disability Income Assistance 

• Federal Social Security Administration 
• Social Security Disability Insurance (SSDI) 

Income for disabled persons with a specified # of worked calendar quarters 
depending on age. Eligibility not affected by income or assets. $1,197/month 
($700-1800) in 2019 
 

• Supplemental Security Income (SSI) 
Income for disabled persons with limited income/resources (means 
tested) +/- state supplement. $771/month (up to $932 with CA 
supplement) in 2019  

 
• County General Relief 

 Means tested safety net. $221/month in 2018 
 

• State workers compensation and State disability (52 weeks max) 
• Private disability insurance 

 



Disability overwhelmingly affects the Homeless 
• Homelessness is often an indicator of  

      functional impairment (physical and/or  
      behavioral health disability) 
 

• Estimate1 80% of chronic homeless qualify for 
   disability assistance but don’t receive because of…  
 lack of access to regular healthcare to document medical impairment, 
 lack of transportation, remote application offices, complex application 
 process, mental impairment/instability to see long process through…  
 
• Disability income can mitigate health risks associated with homelessness 

(assist with co-pays, food, housing, ect.)  
 
 
1) O’Connell JJ, et al. Documenting Disability: Simple Strategies for Medical Providers, 82 pages. Nashville: Health Care for the Homeless Clinicians’ Network, National 
Health Care for the Homeless Council, Inc., September 2007. 

 



County-wide Benefits Enrollment Team (CBEST) 

• Each SPA has a contracted CBEST team  
• Located at regional DPSS GR office, community partner office and mobile team 

 
• Target population is low income individuals (“Medi-Cal” eligible as rough proxy) 

looking to apply for SSI/SSDI/CAPI/Veterans long term disability benefits 
 

• Works with a team of DHS nurses, DMH clinicians and Inner City Law to: 
• Screen for assistance those with medical impairments that likely qualify for SSI/SSDI 
• 20,000 screened and 5,000 assisted to apply with program resources 
• Retrieve/review medical records, write a medical summary report, partner with 

treating clinicians to obtain additional information, connect to care if needed 
 
• Link to other programs and services  

 
 
 
• Goal initial approval rate for SSA applications is +80% 

 
 

Average initial allowance rate in FY2015 was 33%. For homeless applicants without assistance,  

10-15%.  https://www.ncbi.nlm.nih.gov/pubmed/22211220 

 



 
 
 
 

CBEST examples 

-47 year old dx with recurrent cervical cancer. Enrolled in CBEST 3/2019, medical 
summary advocating for disability completed in April and application submitted same 
week. Awarded SSI in August at $930/month with retroactive benefits since June. Before 
this, was on no income and supporting 2 children. Also, was evicted from her apartment 
in August and CBEST working with Housing for Health able to get her into an apartment 
(permanent supportive housing) in September. 
 
-58 year old with schizophrenia released from 12 years incarceration June 2019 to live 
with mother/sister on GR $221/month. Enrolled in CBEST July, records pulled and 
medical summary completed August with application. Awarded SSI October $930/month 
with $1300 retroactive benefits since August.  
 
-50 year old dx with metastatic uterine cancer 4/2018. Heard about CBEST 9/2019. 
Medical summary completed 9/2019 and application submitted 10/2019 and awarded 
SSDI $1400/month 11/2019 with $17,645 retroactive benefits since 10/2018. Previously 
living on GR ($221/month) and savings previously.  
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• Context: 
- CalAIM proposes major changes to the Medi-Cal landscape 
- Enhanced Care Management (ECM) & In-Lieu-Of Services are 

elements of CalAIM proposal that are both high impact & likely to 
move forward. 

 
• Goals for Meeting: 

- ECM and ILOS Overview 
- Plant seeds for future collaboration & partnership 

 



CalAIM Overview 
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DHCS Primary Goals 
• Identify and manage member risk and need through Whole Person 

Care approaches and addressing Social Determinants of Health 
• Move Medi-Cal to a more consistent and seamless system by 

reducing complexity and increasing flexibility 
• Improve quality outcomes and drive delivery system transformation 

through value-based initiatives, modernization of systems and 
payment reform 
 

Key Context 
• Proposal for upcoming Medi-Cal waiver for 2021-2025 
• Unlike previous waivers, moves many previous County-run & funded 

services to Medi-Cal managed care plans  
• Must be approved by CMS 
• Governor’s Budget proposes significant funding 

- $695M in FY 2020-21; grows to $1.4B by FY 2021-22  
- Bulk of proposed General Fund increase is for ECM & ILOS, plus 

capacity-building incentives. 
 

 



CalAIM: DHCS’ Proposed Care Management Model  
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Enhanced  
Case  

Management 

Complex Case Management 
Follows NCQA requirements below 

“A program of coordinated care and services 
for members who have experienced a critical 
event or diagnosis that requires extensive use 

of resources.”  

Basic Case Management 
Medium to high-risk level or emerging risk 

Require planning and coordination that is not at the highest level of 
complexity, intensity or duration 

MCP would provide these services using clinic-based staff, 
community-based staff and may be provided by non-licensed staff 

May include a documented individual care plan  



ECM & ILOS Key Details 
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Enhanced Care Management (ECM) would be a new statewide 
health plan benefit replacing Whole Person Care & Health Homes 

ECM  & ILOS funding not tied to individual enrollments; 
incorporated into overall capitation rate 

ECM is very similar to Health Homes but will include additional 
populations & exclude housing navigation / tenancy support 

DHCS will offer a menu of potential “in lieu-of” services that are 
optional for plans, and which would be considered in the medical 

cost basis for future rates and become future benefits. 

DHCS expects plans to place services in the community, coordinate 
with County partners and will mandate that plans subcontract with 

WPC & HHP providers  



ECM Required Target Populations 
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High utilizers with 
frequent hospital or 
ER visits/admissions 

Individuals at risk for 
institutionalization with 
Serious Mental Illness, 
children with serious 

emotional disturbance or 
Substance Use Disorders, with 

co-occurring chronic health 
conditions 

Individuals at risk for 
institutionalization, 

eligible for long-term 
care 

Nursing facility 
residents who want 
to transition to the 

community 

Children or youth with 
complex physical, 

behavioral, 
developmental and 
oral health needs 

Individuals 
transitioning from 
incarceration (L.A. 
County launches in 

2021) 

Individuals 
experiencing 

homelessness, chronic 
homelessness or at 

risk of becoming 
homeless 



ECM DHCS Proposed Requirements 
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DHS 

ECM is a new benefit for high-need/high-risk members who 
need long-term health and social needs coordination 

ECM matches the current WPC & HHP in intensity of 
high-touch service coordination efforts. 

WPC & HHP will be “grandfathered” into the new ECM 
benefit.  

ECM will build on WPC and HHP expertise and infrastructure. 



ECM L.A. Care Responsibilities 
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L.A. 
Care 

L.A. Care will directly administer the new ECM benefit. 

L.A. Care will determine service design and 
intensity based on DHCS parameters. 

DHCS will build funding into L.A. Care capitation 
rates. 

L.A. Care will need to ensure providers meet requirements 
through regular auditing and monitoring activities 



In-Lieu-Of Services 
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ILOS definitions and examples from DHCS slides presented on 10/29/2019 
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf  

• Medically appropriate and cost-effective alternatives to State Plan 

services, at the discretion of the State 

• Optional for beneficiaries 

• Authorized and identified in the State’s Medi-Cal managed care plan 

contracts 

• Reimbursable service options, not benefits 

• Some health plan discretion in design and administration 

• Cost-effectiveness monitored at population level, not for individual 

members 

What are “In Lieu of 
Services” (ILOS)? 

https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
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https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf


In-Lieu-Of Services 
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ILOS definitions and examples from DHCS slides presented on 10/29/2019 
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf  

Purpose and Administration of ILOS 

Medi-Cal managed care plans will integrate ILOS into their 
population health management plans – often in combination 
with the new ECM benefit 

Focused on addressing combined medical and social 
determinants of health to avoid higher levels of care 

Ex: ILOS might be provided as a substitute for, or to avoid, 
hospital or nursing facility admissions 

https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/CalAIM/ECM-ILOS-Meeting-112019.pdf


In-Lieu-Of Services: Proposed Options 
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Housing Transition 
Navigation 
Services 

Housing Deposits 
(Move-In 

Assistance) 

Housing Tenancy 
and Sustaining 

Services 

Short-term Post-
Hospitalization 

Housing 

Recuperative Care 
(Medical Respite) 

Respite (for 
caregivers) 

Day Habilitation 
Programs 

Nursing Facility 
Transition/Diversio

n to Assisted 
Living Facilities 

Nursing Facility 
Transition to a 

Home 

Personal Care and 
Homemaker 

Services 

Environmental 
Accessibility 

Adaptions (Home 
Modifications) 

Meals/Medically 
Tailored Meals 

Sobering Centers 



In-Lieu-Of Services 
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Housing Transition  
Navigation Services 

• Tenant screening and housing assessment to find and retain housing 
• Developing housing support plan  
• Benefits advocacy and matching to available rental subsidies 

Housing  
Deposits 

• Move-in supports such as 1-time services or modifications to 
establish a basic household 

• Must be receiving Housing Transition/Navigation services 

Housing Tenancy & 
Sustaining Services 

• Maintaining safe and stable tenancy once housing is secured 
• Education, coaching and dispute resolution with landlords/neighbors 

to prevent eviction and other ongoing support 
• Health and safety visits and annual housing recertification process 

Homelessness and Housing ILOS 



In-Lieu-Of Services 
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Short-term Post-
Hospitalization 

Housing 

• Allows homeless individuals with high medical or BH needs to continue 
proper recovery to prevent unnecessary or institutional readmissions  

Recuperative Care 
(Medical Respite) 

• Short-term residential care for individuals who no longer require 
hospitalization, but who would worsen in an unstable living environment  

• Goal: to coordinate needed physical/MH/SUD services, benefits + 
housing, transportation and other case management 

Day Habilitation 
Programs 

• Assist participant to develop and retain life skills so they can reside 
independently with appropriate supports  

• May include: public transit; conflict resolution; maintaining interpersonal 
relationships; daily living skills; finding housing; managing financial affairs 

Homelessness and Housing ILOS



In-Lieu-Of Services 
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Nursing Facility 
Transition 

 & Diversion 

• Goal: to transition back into “home-like, community setting” and/or prevent 
skilled nursing facility admission 

• Providers include: case management agencies, home health agencies, MCPs 
and ARF/RCFE operators 

Community Transition 
Services/NH 

Transition to Home 

• Provide non-recurring setup expenses for members transitioning from a 
licenses facility to a private residence.   

• Services include: Assess housing needs; coordinate transportation, 
environmental modifications to facilitate successful transition 

Personal Care and 
Homemaker Services 

• For individuals who need assistance with Activities of Daily Living (ADLs) or 
Instrumental Activities of Daily Living (IADLs) 

• Designed to provide additional services “above and beyond” what IHSS (In-
Home Supportive Services) can provide, but IHSS should always be utilized 
first   

Older Adult and Nursing Home/Community Transitions ILOS 



Current State: HHP and WPC-LA Comparison 
CalAIM’s ECM proposal builds off existing programs 
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Health Homes Program 

• HHP is administered by Medi-Cal 
Managed Care Plans (MCPs) such as 
L.A. Care.  

• HHP consists of one program serving 
individuals with a variety of chronic 
conditions and health needs, including 
people with complex health 
conditions, serious mental illness, 
and/or experiencing homelessness, 
among others.   

• Members can stay enrolled in 
HHP for as long as they meet 
eligibility criteria and are 
appropriate for the program. 

 

 

• WPC-LA is administered by the Los 
Angeles County Department of Health 
Services (DHS).  

• The WPC-LA Pilot consists of 16 sub-
programs serving high-risk Medi-Cal 
beneficiaries with justice involvement, 
substance use disorder, serious mental 
illness, high-risk pregnancy, 
experiencing homelessness, or with 
complex health conditions.   

• The eligibility criteria, interventions, and 
referral process differ for each of these 
programs.  In general, WPC-LA programs 
primarily focus on developing a trusting 
relationship with a community health worker 
(CHW) to link WPC enrollees to needed 
services. 

• Some WPC-LA programs are duplicative of 
HHP services, but not all.  

• Some WPC-LA programs are time-limited 
(e.g. 3 month enrollment limit), but not all. 

 

Whole Person Care – Los Angeles  



Current State: HHP and WPC-LA 
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Health Homes 
Program (HHP) Whole Person Care – Los Angeles (WPC-LA) 

L.A. Care 
(MCLA) 

35 CB-CMEs 

5,000+ 
 MCLA Members  
Ever Enrolled* 

28,000+ MCLA Members 
Ever Enrolled / Served 

L.A. County 
DHS:  

Housing for 
Health 

L.A. County DHS:  
Office of 

Diversion & 
Reentry 

L.A. County DHS:  
Population Health 

Management 

L.A. 
County 
DMH 

100+ ICMS, IH, 
CBEST, & 

sobering ctr. 
providers 

County staff & 
contracted jail 
in-reach, ICMS, 

IH providers  

County outreach, 
SUD-ENS, and TOC 

staff 

County 
ISR & 

RBC staff 



WPC-LA 

Homeless   
High-Risk 

Justice-Involved 
High-Risk 

Mental Health 
High-Risk 

Perinatal High-
Risk 

SUD             
High-Risk 

Medical      
High-Risk 

HHP, WPC-LA, & Proposed ECM Populations 

ECM 

High  
Utilizers 

Homeless / 
Chronically 

Homeless/ At Risk 

SMI/SED and SUD 
+ Chronic 

Conditions 

Vulnerable 
Children Justice Involved 

Nursing Facility 
Transition / 
Diversion 
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HHP 

High Utilizers Multiple Chronic 
Conditions SMI 

Homeless/ 
Chronically 
Homeless 



Future State: HHP and WPC-LA and ECM 
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• Members receiving ECM-like services from WPC and HHP at time 
of ECM implementation will be transitioned to ECM services until 
further assessment/reassessment can be completed. 

• During ECM assessment/reassessment, the MCP will assess for 
any new or ongoing ILOS needs that may be appropriate to meet 
through MCP ILOS offerings. 



Looking Ahead 
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Looking Ahead 
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• State will release a revised proposal on ECM and ILOS by March 
• CalAIM is currently a proposal and must go through CMS approval 
• Once approved, changes begin to go into effect January 1, 2021 
• Historically, plan-level impact of Medi-Cal waivers are not 
substantial, but CalAIM has significant implications for Medi-Cal 
managed care plans.  
- Adding ECM & ILOS will affect our overall model of care, 

especially for highest acuity members. 



ECM / ILOS Proposal Overview: 

 CONFIDENTIAL DOCUMENT – FOR DISCUSSION PURPOSES ONLY | 21 

DHCS Proposed Timeline – High Level 



Questions for Clinics 
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• For ECM and ILOS, what kind of resources do you need to 
implement these housing-related activities and services for your 
patients experiencing homelessness? 
- People resources 
- Processes resources 
- Technology resources 

• Given that WPC and HHP clients will be grandfathered into ECM, 
what are concerns and opportunities that you foresee for your clinic 
and patients? 

• How can community clinics collaborate with L.A. Care to serve 
patients experiencing homelessness? 
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Questions?? 



Thank you! 
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• Becky Lee 

• blee3@lacare.org 

 

• Erika Granados 

• egranados@lacare.org 

 

• William Alamo 

• walamo@lacare.org 

 

mailto:blee3@lacare.org
mailto:egranados@lacare.org
mailto:walamo@lacare.org


VI-SPDAT Activity 2/12/20 
HEALTH 
1. In the past six months, how many times have you…  Received health care at an emergency 

department / room? Taken an ambulance to the hospital? Been hospitalized as an in-patient? 
Comments from the group:  
• How long has it been since you’ve been to medical practitioner/emergency room? 
 

2. Are you currently able to take care of basic needs like bathing, changing clothes, using a restroom, 
getting food and clean water and other things like that? 
 

3. Have you ever had to leave an apartment, shelter program, or other place you were staying because 
of your physical health? 
 

4. Do you have any chronic health issues with your liver, kidneys, stomach, lungs or heart? 
Comments from the group:  
• Expand question to reflect number of chronic conditions/vulnerability 
• Directly ask what medical conditions individual may have 
• Refer to older version of VI-SPDAT 
• Add a check list of chronic health conditions/cute conditions 
 

5. If there was space available in a program, housing, or resources that specifically assists people that 
live with HIV or AIDS, would that be of interest to you? 
Comments from the group: 
• Directly ask if individual lives with HIV. 

 
6. Do you have any physical disabilities that would limit the type of housing you could access, or would 

make it hard to live independently because you’d need help? 
Comments from the group: 
• If yes, would like to be connected to in home supportive services (IHSS) or other programs? 
• In the last three months, has your health or mental health prevented you from performing your 

daily activities? 
 

7. When you are sick or not feeling well, do you avoid getting help? 
Comments from the group: 
• When you are sick, not feeling well, is there someone that you go to? 
• Question should be more trauma informed 
• Why have you not been getting help? 
 

8. Are you currently pregnant? 
 

9. Has your drinking or drug use led you to being kicked out of an apartment or program where you 
were staying in the past? 
Comments from the group: 
• Increases stigma around drug use/possibly path to jail and hospital. Wish risk could be 

identified. 
 

10. Will drinking or drug use make it difficult for you to stay housed or afford your housing? 



 
11. Have you ever had trouble maintaining your housing, or been kicked out of an apartment, shelter 

program or other place you were staying, because of: A mental health issue or concern? A past head 
injury? A learning disability, developmental disability, or other impairment? 
Comments from the group: 
• Can survey taker provide input?  
• If respondent has not been to doctor in 10-20 years, how can they answer these questions? 

 
12. Do you have any mental health or brain issues that would make it hard for you to live independently 

because you’d need help? 
 

13. Are there any medications that a doctor said you should be taking that, for whatever reason, you are 
not taking? 

 
14. Are there any medications like painkillers that you don’t take the way the doctor prescribed or 

where you sell the medication? 
Comments from the group: 
• Are you taking any medications that need to be refrigerated? 
 

15. Has your current period of homelessness been caused by an experience of emotional, physical, 
psychological, sexual, or other type of abuse, or by any other trauma you have experienced? 
 

16. Are you currently receiving or have you ever received treatment at a mental health program/clinic? 
If yes, what is the name of the program/clinic? 

 
17. Have you been a patient at any of the following county* hospitals, clinics, or health centers in the 

past 12 months? (*County refers to LA County Department of Health Services. If other, please state 
the name of the specific DHS Health Center.) How many times have you accessed services at the 
DHS site(s) in the last 12 months? 
 

18. Do you think you might have any of the following conditions? Substance abuse disorder, Physical 
disability, Mental health disability, Developmental disability, Chronic physical illness, HIV / AIDS 
Comments from the group: 
• Directly ask if individual lives with HIV 

 
General Comments from the Group: 
I wish questions were phrased in a way that could capture how it impacts their daily life. 
 
I wish the disability & ED access questions were in the Wellness section. This section should be more 
direct due to how it’s weighted in the overall score. 
 
Is there a way to access individuals’ medical history through health information exchanges (HIE)/ 
primary care provider (PCP)? 
 
Make questionnaire more culturally competent and trauma-informed. 
 
Does scoring of Wellness section accurately capture impact of individual’s vulnerability? 
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