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Objectives

• Understand the forces driving the need for collaborative 

care for vulnerable populations and the role of these 

partnerships in successful population health models.

• Understand the structure, function and challenges of 

successful collaboration among community hospitals, 

homeless shelters, community health providers and other 

key stakeholders in caring for vulnerable residents.

• Understand the guidelines for successful implementation of 

a Community Care Team or similar collaborative care 

model. 



A BRIEF HISTORY OF 

COMMUNITY MENTAL HEALTH



Community Mental Health - History

1800s – Many mentally ill imprisoned

1825 – Rev. Louis Dwight – Boston Prison Discipline Society

1833 – MA Legislature  first “State Lunatic Asylum”

1841 – Dorothea Dix 

• Efforts led to opening 30 more state psychiatric hospitals

1880 – 75 Public Psychiatric Hospitals

1880 – Complete census of “Insane Persons”

• 91,000 total

• 41,000 living at home

• 41,000 in hospitals

• 9000 in alms houses

• 400 in jails (0.4%)



Deinstitutionalization

• 1963 JFK: “Reliance on the cold mercy of custodial 
isolation will be supplanted by the open warmth of the 
community concern and capability…”

• $2.7 B funded 789 CMHCs  
over 17 years

• 75% patients discharged from 
state hospitals over 30 years

• Only 4-7% of these actually 
treated by the CMHC



Results of Deinstitutionalization

American Journal of Psychiatry, 2005 

15% of mentally ill were homeless at least once in 1 yr. period

NIMH, 2009

• 25% of street homeless have a serious mental illness

• American Academy of Psychiatry and the Law, 2007

• More mentally ill in prisons than in state hospitals



Spending on Healthcare and Social Services

The only high 

income country 

spending more 

on health care 

than social 

services: housing 

assistance, 

disability benefits, 

employment 

programs, food 

security. 

Commonwealth 

Fund, 2013



Schroeder, S.A.,

“We can do better –

Improving the Health of 

the American People, 

NEJM. 2007.

Drivers of Health Status



Impact of Homelessness on Health

Poor 

health 

Medical 

Bankruptcy

Homelessness

Worsening 

Chronic 

Conditions

Inability to 

Recover

Housing as 

Healthcare

• National Healthcare for the Homeless Fact Sheet Jan10, 2011

• Himmelstein, D.U.,(2009). Medical bankruptcy in the United States, 2007: 

Results of a national study. The American Journal of Medicine, p. 1-6.



Transition to Value-based Care?



BACKGROUND

CRAIG GLOVER, MBA

NORWALK COMMUNITY HEALTH CENTER



Fragmented Care

• Many organizations caring for same patient without 

coordination

• No single point of entry for help

• Duplication of services / Resource drain

• Not meeting community needs/ Gaps in service

• Frequent emergency room visits for primary care 

issues

• Competition between providers



Fragmented Care Cont’d

• Patients move frequently between communities

• Some patients unwilling to access any resources

• Lack of knowledge among providers about other 

resources

• Lack of data sharing among providers



Norwalk Community Health Center

• Federally qualified / community health center

• Opened in 1999

• Approximately 14,000 unique patients

• Approximately 53,000 annual visits

• Services

• Adult medicine|Women’s Health | Pediatrics |Behavioral 

Health | Dental

• Payer Mix

• 60% Medicaid | 30% Uninsured | 6% Medicare | 4% Comm.

• Approximately 18% of patients considered homeless



Norwalk Community Health Center

Mobile Medical Unit
• Integrated medical and behavioral health team

• Staff

• FP APRN| LCSW|Medical Assistant|Elibility/Registration| 

Patient Navigator | Dental Hygienist

• Visits community partners on a regular schedule

• Provides comprehensive medical visits

• Weekly time dedicated to patient review with full 

team

• Provides about 1,000 visits per year



Norwalk Community Health Center

Mobile Medical Unit



COMMUNITY CARE TEAM 
DEVELOPMENT, 

IMPLEMENTATION AND 

SUSTAINABILITY

K. Tait Michael, MD

Western Connecticut Health Network



Community Care Team

A Population Health Strategy: When all else fails, do what is right.

Objective: Provide patient-centered care and improve 

outcomes by developing wrap-around services through care 

planning and multi-agency partnership

Core understanding: Community collaboration is necessary to 

improve health outcomes for high-risk populations



Phase I - Development

• Hospital leadership buy-in

• Review highest ED and inpatient visitors

• Calculate potential cost savings

• Convene CCT Strategic Planning Meeting

• Identify stakeholders – (cast a wide net)

• Send invitation letter

• Develop the imperative

• First meeting – convene shortly after

• Review and pass charter

• Review and distribute ROI

• Hire Navigator or Health Promotion Advocate

• Identify target population



ED Utilization – Norwalk Hospital

40 patients, one year: 

1376 ED visits

765 EMS rides

• Seven of the top ten had primary diagnosis of Alcohol Use 

Disorder accounting for 476 visits

• Alcohol, substance abuse = 66% of total visits

• 35% either homeless or at risk

• Medicaid = payer for 50% of patients, 60% visits

• 43% followed at local community health clinic

• 18% had no primary care provider



Stakeholders
• Community Hospital, representatives from:

• Emergency Department, Psychiatry, Population Health

• Mental health clinics (state run and private)

• Substance abuse treatment centers

• Medical clinics/FQHCs

• Local shelters and soup kitchens

• Faith-based organizations

• Local Health Department

• Department of Human Services

• Department of Housing

• Police Department

• EMS



Invitation



Strategic Planning Meeting – Agenda

• Allow at least 90 minutes

• Review history and identify current need

• Describe CCT structure

• Introduce stakeholders and gauge interest in 
participation

• Review plan for CCT Operation including
• Charter

• ROI

• Target Population

• Goals

• Meeting frequency

• Collect current contact information

• Set a date for the first meeting



Phase II – Implementation

First Meeting

• Review and pass Charter

• Distribute Release of Information

• Review Target population

• Begin discussing patients

• Presentation

• Needs assessment

• Care Plans

• Documentation

• Review next steps



CCT Operation

1. Identify target population

• Homeless or Emergency Department frequent visitor

2. Obtain consent for release of information

3. Research the individual’s history and identify needs:

• Mental health, medical, substance, housing, legal, insurance

4. Present to the team and develop plan for meeting needs: 

• Treatment, housing, insurance, social support, linkage to medical 

and mental health treatment

5. Implement Plan: community outreach or in engagement in ED

6. Track outcomes: housing, linkage to care, acute care utilization



Release of Information



Release of Information – cont.



Needs Assessment

History:

• Reason for presentations

• Medical, psychiatric, substance use, social history

Gaps in services:

• Acute treatment, housing, insurance, linkage to primary care 

or specialty services, wrap-around social services

• Specific Recommendations:

• Medications to use or to avoid

• Contacts to notify: primary care, case manager etc.

• Treatment to initiate: detox, psychiatric, commitment etc.



Outcomes

Statistics we follow:

• Insurance status

• Housing status 

• ED visits

• Inpatient Admissions

• Arrests, legal issues

• Cost data

• Connection to Community Services

Improved 
Health 

Reduced 
Costs



Phase III - Sustainability

• Dedicated Navigator is essential

• Maintain community enthusiasm

• Benefits of collaboration 

• Follow and report outcomes

• Gain traction and expand

• High Risk Navigator

• Peer Recovery Specialist

• Hot-spotter Team



Norwalk CCT Retrospective Review

Service Baseline Year 1 Year 2 Change over 2 

years

ED 1120 623 (-44%) 584 (-6%) -48%

Inpatient days 450 375 (-17%) 281 (-25%) -38%

Year AMV Q1 AMV Q2 AMV Q3 AMV Q4 Annual

2015 1.25 1.19 1.41 1.24 1.273

2016 0.895 0.935 0.985 0.888 0.925

Change -0.30 -0.27 -0.23 -0.30 -0.27

AMV = Average Monthly ED Visit 

Original Population (30 patients)

Tier Two Population (115 patients)



OUTCOMES

JEANNETTE ARCHER-SIMONS

NORWALK OPEN DOOR SHELTER



Activities

• Coordinated assessment

• Weekly meetings to discuss most challenging cases.

• Coordinated management of medical/treatment 

visits.

• Collective effort to monitor and achieve medication 

management goals.

• Provide workshops on health issues (smoking 

cessation, diabetes)

• Deliver assessment required for supportive housing 

applications.



Activities

• Provides access to healthcare in low income/multi-

lingual neighborhood to individuals receiving food 

and other social services but not sheltered.

• Prevents homelessness.

• Adding respite beds to prevent homelessness.

• Leadership works collectively to advocate for 

additional mental health/addiction support in the 

homeless/poverty system.

• Collective impact discussions to change system 

challenges.



Impact

• Health/Mental health:

• Identify issues and services needed.

• Case managers partner to monitor health management.

• Improved behaviors within shelter.

• Reduced aggression.

• Increased willingness to consider a program.

• Sheltered children miss fewer days of school.

• Housing:

• Stabilized clients for housing appointments.

• Increased housing placement.



Impact

• Tools and information
• Case managers have a partner in managing behavioral health 

and health issues.

• Collaborative solutions are developed because of the ongoing 
conversations.

• Slippages are documented and managed before they are out 
of control.

• Community
• Law enforcement makes fewer calls/sees the results in reduced 

street challenges.

• Client are not “raving” on street corners.  Business owners see 
improved community.

• Leaders recognize the community partnership as a process to 
solve a problem.



Outcomes

• Reduced length of stay in shelter by half.

• Lower incident of aggressive/inappropriate 

behaviors.

• Staff are better trained and supported in their work 

to achieve housing goals.

• Managed core health issues – clients feel better.

• Families begin managing healthcare with their 

children.  

• Shelter is viewed as a center for meaningful, problem 

solving services.



Outcomes

• Housed clients:  

• Are more stable.  Less likely to return to homelessness.

• Addiction management begins and there is more willingness 

to consider detox programs.

• Co-occurring mental health support results in stable 

behaviors that affect the success of addiction programs.

• Some clients become employed.

• Builds community for the client – gain independence to 

manage their own well being.



Future Outcome

• Job training program

• Health access on site.

• Healthier low income and homeless community participate in 

job training.

• Fewer missed days of work because of health services for 

adults and children.

• Respite Beds



CASE EXAMPLES

STACI PEETE, LCSW
WESTERN CONNECTICUT HEALTH NETWORK



Client RR

Before CCT

• Untreated Paranoid 

Schizophrenia

• Not connected to 

service providers

• Homeless, living in a park

• 16 ED visits and 4 

inpatient stays in the 

preceding year

After CCT

• Connected to 

outpatient psychiatry

• Taking medications

• Connected to primary 

care, drop-in center and 

shelter

• Obtained Housing, 

October 2015

• 0 ED visits or inpatient 

stays



Client OA

Before CCT

• Became homeless

• Declining physical 

health

• Active substance abuse

• Legal problems

• 22 ED visits and 22 

inpatient days

After CCT

• Completed detox and 

inpatient program

• Improved physical 

health

• Transferred probation to 

Florida

• Moved to Florida with 

family

• No ED visits or inpatient 

stays




