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Context 
•  What	  kind	  of	  world	  do	  we	  want	  to	  create	  together?	  	  	  



100k Homes Model  
& Health Care’s Role 





Vulnerability Index 
•  Based	  on	  research	  done	  by	  Dr.	  Jim	  O’Connell	  and	  Dr.	  

Stephen	  Hwang	  out	  of	  Boston’s	  Health	  Care	  for	  the	  
Homeless 	  	  

•  More	  than	  6	  months	  homeless	  AND	  at	  least	  one	  of	  the	  
following:	  
–  End	  Stage	  Renal	  Disease	  	  
–  History	  of	  Cold	  Weather	  Injuries	  
–  HIV+/AIDS	  
–  Liver	  Disease	  or	  Cirrhosis	  
–  Over	  60	  years	  old	  	  
–  Three	  of	  more	  emergency	  room	  visits	  in	  prior	  three	  months	  
–  Three	  or	  more	  ER	  or	  hospitalizaWons	  in	  prior	  year	  
–  Tri-‐morbid	  (mentally	  ill+	  abusing	  substances+	  medical	  problem)	  





Progress  



Illness Burden  

	  
	  

Length	  of	  Homelessness	  	  	  	  
Among	  Total:	  	  	  	  	  	  	  	  	  	  	  	  	  4.8	  years	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
Among	  Vulnerable:	  	  5.7	  years	  

Risk Qualifiers  
Among All & Vulnerable 

	  	  	  
	  
	  

23039	  
N(ALL)	  	  

%	  of	  all	  
with	  risk	  
factor	  

10407	  	  
N(VULN)	  	  

%	  of	  
Vulnera
ble	  with	  
risk	  
factor	  

Frostbite	  	   1499	   6.5%	   1468	   14.1%	  	  

HIV/AIDS	  	   692	   3.0%	   679	   6.5%	  	  

Kidney	  	   912	   4.0%	   879	   8.4%	  	  

Liver	  	   1685	   7.3%	   1648	   15.8%	  	  

ER	  3X+	  in	  3	  Months	  	   2846	   12.4%	   2756	   26.5%	  	  

ER	  or	  InpaSent	  3X	  or	  more	  in	  1	  year	  	   4624	   20.1%	   4474	   43.0%	  	  

Age	  60	  or	  older	  	   2588	   11.2%	   2504	   24.1%	  	  

Tri-‐Morbid	  	   5243	   22.8%	   5102	   49.0%	  	  



Objectives  

	  

•  IdenWfy	  pracWcal	  strategies	  to	  improve	  health	  and	  
end	  homelessness	  while	  decreasing	  unnecessary	  
health	  care	  costs	  	  

•  Evaluate	  the	  impact	  of	  permanent	  supporWve	  
housing	  on	  homelessness,	  health,	  and	  societal	  costs	  
of	  care	  	  

•  Describe	  the	  value	  of	  community	  partnerships	  
among	  healthcare	  and	  social	  service	  providers	  to	  
address	  vulnerable	  individuals’	  health	  and	  social	  
needs	  



Homelessness’s Toll  

	  

Serious	  	  
Health	  	  
CondiSon	  	  
46%	  

Mental	  	  
Health	  
Need	  
45%	  

Substance	  	  
Abuse	  	  
Need	  
57%	  

Health,	  	  
MH	  &	  SA	  	  
Need	  	  
22%	  

	  	  NaSonally:	  
	  	  3%	  of	  people	  incur	  	  
37%	  of	  hospital	  costs!	  





Permanent Supportive Housing’s Impact 

	  

	  	  	  	  	  ReducSons	  in	  Emergency	  Department	  &	  inpaSent	  ~	  60%	  	  
	  
	  	  	  	  	  Increases	  in	  preventaSve	  care	  	  

	  
Maine:	  41%	  decrease	  in	  total	  mental	  health	  costs	  with	  35%	  increase	  

in	  outpaWent	  mental	  health	  services1	  	  
	  

Medicaid	  savings	  range	  from	  	  
$1,130	  to	  $17,625	  	  

per	  member	  per	  year	  
	  

1.	  Mondello,	  M,	  Gass,	  A.,	  McLaughlin,	  T	  &	  Shore,	  N.	  (2007).	  Cost	  of	  homelessness:	  Cost	  analysis	  of	  permanent	  supporWve	  housing.	  	  



Housing is a Resource for Health & Health Care  
 

  
        	  
	  

 

For	  those	  Currently	  Medicaid-‐Eligible,	  PSH	  helps	  to:	  
	  

Reduce	  health	  care	  costs	  	  
Tenants	  engage	  in	  primary	  and	  outpaWent	  care,	  avoiding	  high	  cost	  of	  
hospital-‐based	  and	  long	  term	  care	  (emergency	  rooms,	  inpaWent	  care	  &	  
nursing	  homes)	  

	  

Promote	  healthy	  behaviors	  
Tenants	  self-‐manage:	  eat	  befer	  and	  more	  regularly,	  take	  medicaWon,	  
reduce	  risky	  behavior	  &	  are	  befer	  able	  to	  keep	  appointments	  
	  

Support	  engagement	  in	  health	  care	  
PSH	  service	  providers	  can	  coordinate	  with	  health	  care	  providers	  	  
&	  assist	  tenants	  to	  understand	  the	  treatment	  plan	  
	  
 



National Partners 



Coordination in Action 
	  

	  
	  
	  

COMMUNITY	  &	  	  
PROGRAM	  	  

INTEGRATOR	  &	  
ORIENTATION	  	  

MEDICAL	  HOME	  	  HOUSING	  	   FUNDING	  FOR	  
INTEGRATOR	  	  

Portland,	  OR	  	  
Central	  City	  Concern:	  
RecuperaWve	  Care	  
Program	  	  
FREQUENT	  USE	  

Integrated	  team:	  	  
Lead	  case	  mgr	  =	  SW/
EMT,	  plus	  MD,	  
housing,	  logisWcs	  &	  FT	  
volunteer	  	  
*	  SW	  or	  EMT	  	  

Clinic	  	  
FQHC	  	  

~	  30-‐day	  respite	  w/	  
connecWon	  to	  
Permanent	  
SupporWve	  Housing	  
(PSH)	  	  

Local	  hospitals,	  
CareOregon	  &	  City	  
of	  Portland	  
Housing	  Bureau	  

Philadelphia,	  PA	  	  
Pathways	  to	  Housing	  	  

MulW-‐Disciplinary	  
AsserWve	  Community	  
Treatment	  (ACT)	  	  
*	  RN	  	  

On-‐Site	  
Physician	  from	  
JMC	  	  

Permanent	  
SupporWve	  Housing	  
(PSH)	  	  

ACT:	  Medicaid	  	  
MD:	  Grant	  	  

Bronx,	  NY	  	  
BronxWorks	  
Homeless	  Outreach	  
Team	  	  

Hospital	  Homeless	  
Coordinator	  	  	  
*	  LMSW	  	  

Finding	  FQHCs	  
in	  community	  	  

TransiWonal	  &	  PSH	  	   Local	  Department	  
of	  Homeless	  
Services	  	  

NYC,	  NY	  	  
Hospital	  to	  Home	  	  
FREQUENT	  USE	  

Community-‐Based	  
Care	  Manager	  	  
*	  Community	  Health	  
Worker	  or	  BSW	  	  

Integrated	  care	  
team	  	  

Link	  to	  transiWonal	  
&	  PSH	  	  

New	  York	  State	  
Department	  of	  
Health	  grant	  	  









5 Awesome Ideas 
•  Designate	  (and	  pay	  for)	  project	  manager	  
•  Local	  Limited	  Preference	  from	  Housing	  
Authority	  (NAHRO	  	  has	  endorsed)	  

•  Match	  VASH	  Vouchers	  	  
•  Check	  the	  website	  for	  the	  next	  orientaWon	  call	  
•  Volunteer	  engagement	  

	  
	  



Nuts and Bolts 
•  Monthly	  “All	  Hands	  on	  Deck”	  calls	   	  	  

– Features	  a	  partner	  and	  an	  innovaWon	  	  
– First	  Wednesday	  of	  the	  month	  

•  OrientaWon	  Call	  for	  those	  not	  here	  
•  Registry	  Week	  and	  Boot	  Camp	  –	  

•  Tampa	  
• May	  9	  and	  10,	  2012	  

•  Housing	  Boot	  Camp	  -‐-‐	  local	  

	  
	  



Contact Information 
Linda	  Kaufman	  
Eastern	  US	  Field	  Organizer	  
lkaufman@cmtysoluWons.org	  	  
202-‐425-‐0611	  
	  
For	  health	  informaWon:	  
Catherine	  Craig	  
Ccraig@cmtysoluWons.org	  	  


