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Introduction
Homeless individuals and those with unstable housing pose a unique challenge for the 
health sector due to the complexity and severity of their health and behavioral health 
issues and the role that non-clinical social issues play in determining health cost and 
quality outcomes. Healthcare payers have traditionally viewed housing as outside their 
purview, at least in part because policy and regulation have systematically discouraged 
allocating publicly funded health resources to directly support housing. Yet for many of 
the individuals with the highest rates of healthcare utilization, lack of stable housing is 
a primary driver of poor health outcomes and high cost. From a broader public-sector 
perspective, the costs of unstable housing and homelessness extend beyond health 
care to include multiple other systems including criminal justice, social services, and 
emergency response. 

Increased coordination and integration of housing and health is gaining momentum 
due to: 

 h coverage expansion that has brought homeless and housing insecure 
individuals into Medicaid in larger numbers than ever before; 

 h payment reforms that are leading health systems to assume additional 
financial risk; 

 h actual and under-discussion changes to Medicaid policy through 1115 
waivers, state requests for Health Home funding through Section 2703 of the 
Affordable Care Act, and other modifications to State Plans; 

 h and growing focus on addressing whole-person needs as a strategy for 
achieving the Triple Aim (reduced per capita cost, improved experience of 
care, and improved population health).1

The health sector has a vital role to play in initiating and expanding health–housing 
integration efforts, and stands to realize substantial financial and population-health 
results. Achieving such results will require a comprehensive approach that is 
strategically phased in over time in order to align resources, services, partners, and 
data to respond to the needs of high-risk individuals.

“From a large county 
health system perspective, 
we either could have 
waited for the whole world 
to change and have more 
Section 8 funding, HUD 
funding, CMS funding, 
but that is not going to 
happen in a time frame 
that is going to meet the 
obvious and glaring issues 
that we are confronted 
with: thousands of 
extremely low-income and 
vulnerable people cycling 
through the system, and 
we can’t do anything for 
them with all of our other 
medical and behavioral 
health tools while they 
are still homeless. We 
are just throwing good 
money after bad, treating 
them repeatedly in the 
emergency room and 
acute hospital beds.”

– Marc Trotz, Director 
of Housing for Health, 
Los Angeles County 
Department of Health 
Services
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Purpose of this paper 
In two prior papers, prepared as part of this Blue Shield of California Foundation 
project, JSI Research & Training Institute (JSI) and partners at the California 
Association of Public Hospitals and Health Systems (CAPH) and the Safety-Net 
Institute proposed a whole-person care (WPC) framework to respond to the challenges 
of addressing vulnerable individuals’ health, behavioral health, and social needs in 
concert rather than in isolation.2,3 The concept of WPC has gained traction both in 
state policy proceedings (e.g., a Whole-Person Care Pilot program is a component of 
California’s 1115 Medicaid waiver proposal) and practical discussions of safety-net 
transformation (e.g., a special session at the CAPH 2014 conference).
 
This paper builds on that prior work by exploring housing and health integration 
as a key interest area among California county stakeholders and focusing the WPC 
framework on a specific population. In order to provide information and ideas that 
compel local leaders from health and other sectors to consider innovative approaches 
to advance housing as a health strategy, this paper includes the following sections:
 

 h Background:
• A range of housing strategies being considered by the health sector 
• Data on the impacts of homelessness on health and the evidence for 

supportive housing as a solution for chronically homeless individuals

 h A framework for developing successful housing–health initiatives:
• Findings organized by Whole-Person Care dimensions
• A phased approach to implementation

 h Case examples of current innovative approaches in California communities: 
• Project 25 in San Diego
• Housing for Health in Los Angeles County 
• Housing 1000 in Santa Clara County

Local efforts exist within a larger policy, regulatory, and economic environment, 
and there are federal and state policy changes that would facilitate adoption of the 
approaches that are discussed herein. For example, California’s 1115 waiver proposal 
submitted in March 2015 includes expanded services and supports for housing as a 
key initiative. This paper is intended to illustrate opportunities for California counties 
to take action integrating housing and health at a local level, independent of state and 
federal policy changes. 

Methodology
Between October 2014 and March 2015, JSI reviewed national peer-reviewed and 
grey literature and conducted in-depth discussions with key informants involved in 
innovative work at the intersection of the health and housing fields. JSI qualitatively 
analyzed the literature and interviews to identify key themes and opportunities to 
advance whole-person care through housing in California, with a focus on a key target 
population of high-utilizing chronically homeless individuals. 
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Background
Housing and health are linked through multiple pathways. Public policy, such as the 
Tenement House Act, has consistently acknowledged that poor-quality housing may 
result in exposure to hazards, toxins, and infectious disease. Housing in high-crime 
buildings or neighborhoods can increase risk of trauma and toxic stress.4,5 Housing 
insecurity resulting in overcrowding and frequent moves has also been associated with 
mental health conditions, substance abuse, and higher rates of chronic and infectious 
disease.6 Growing recognition of the impact of social determinants of health on patterns 
of illness, injury, and health expenditures combined with expanded Medicaid coverage 
through the Affordable Care Act have resulted in a robust interest in better integration 
between health and housing. 

Range of Housing Approaches
Health systems have begun to employ a range of housing strategies to address the 
poor health outcomes and high costs associated with individuals suffering from health 
and/or behavioral health issues coupled with housing insecurity or homelessness. 
Table 1 describes major categories of housing approaches that are relevant for 
individuals whose utilization of multiple systems and health outcomes are influenced 
by their housing status. This is not an exhaustive list of potential approaches, nor 
does it represent a sequential pathway as many homeless individuals cycle repeatedly 
between the street, shelter, and short-term housing.7,8,9 The table does, however, 
illustrate a wide range of short-term and long-term approaches that can incorporate 
both health and housing components in a single initiative.

“This is a perfect time to 
approach the housing 
authorities… Housing 
Authority directors have 
been hearing from HUD 
that they ought to be 
establishing these types 
of preferences and these 
types of partnerships. It 
requires a structure where 
a Housing Authority 
adopts a preference, and 
the healthcare system—
possibly the public 
hospital in partnership 
with a homeless service 
provider—says we are 
going to take highly 
vulnerable chronically 
homeless people who 
are frequent users in our 
hospital system, that 
qualify for your preference, 
and we are going to give 
them lots and lots of 
handholding and support, 
we are going to help them 
find apartments and use 
the vouchers, and we are 
going to do whatever it 
takes to be successful.”

– Carol Wilkins, 
Consultant
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Table 1. A Range of Housing Approaches Being Employed by Health Systems and Counties
Goal Timeframe Examples of health–housing 

integration
Homelessness 
Prevention

Identify individuals and families 
at immediate risk of losing stable 
housing and provide the necessary 
short-term resources to maintain 
their housing

Short-term by design, 
intended to fill a gap 
rather than provide 
permanent support

Hennepin County, MN has a homelessness 
prevention program that provides funds 
and legal assistance to individuals at 
risk of becoming homeless as part of a 
comprehensive approach to reducing 
homelessness.

10

Emergency 
Shelter

Provide a safe, secure, temporary 
place for individuals and families 
to get off the street and, in many 
cases, have access to primary care 
health services

Usually very short 
term (i.e., 1-3 days), 
occasionally up to 90 
days, and in some 
places, for much longer 
periods

Santa Barbara County operates three 
health centers located within homeless 
shelters and has placed public health 
nurses in 13 shelters.

Treatment/
Rehab/Skilled 
Nursing 
Facilities

Create a high-service, controlled 
environment in which individuals 
can stabilize and recover from a 
specific health, mental health, or 
substance abuse condition

Usually short-term, 
dependent upon specific 
treatment goal

Commonwealth Care Alliance (MA) has 
leased and renovated a hospital floor 
and house to provide community-based 
crisis stabilization for individuals with 
serious mental illness (some of whom are 
homeless).

11

Transitional 
Housing

Offer interim housing with some 
built-in services for persons or 
households who are leaving a 
clinical or institutional setting or 
cannot access permanent housing 
due to lack of supply or eligibility

Limited to 24 months 
under federal 
regulations, often 
significantly shorter

New York State’s recently approved 1115 
Medicaid waiver includes a transitional 
supportive housing initiative focused on 
reducing readmissions through services 
focused on stabilization and self-efficacy.

12

Medical 
Respite 
Programs

Provide homeless individuals who 
are leaving the hospital with short-
term housing and on-site medical 
care in order to avoid readmissions

Usually short-term, 
based on recovery from 
surgery or completion of 
treatment plan

Recuperative Care Centers in Southern 
California has placed over 1,500 homeless 
patients referred from hospitals in motel 
rooms and provided on-site medical and 
social services. The daily cost is roughly 
one-tenth the cost of staying in a hospital 
bed.

13

Rapid 
Re-Housing

Connect homeless individuals 
and families with the supports 
and services necessary to get into 
permanent housing quickly

Short-term, generally 
have a goal of getting 
individuals into housing 
within ~30 days

In Lancaster, PA the Shelter to 
Independent Living Program has 
documented success addressing barriers 
to finding and keeping permanent housing 
for clients through assessment/intake, 
financial management, and landlord 
outreach.

14
 

Permanent 
Supportive 
Housing

Provide long-term, stable, 
affordable housing linked to 
case management and services 
designed to meet the needs of 
high-need individuals

Long-term, case 
management and 
service intensity may 
decrease over time with 
increasing stability

The San Francisco Health Plan 
has partnered with the Tenderloin 
Neighborhood Development Corporation to 
renovate a building and provide housing to 
122 chronically ill, high-utilizing homeless 
individuals.

15
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The Chronically Homeless: A Priority Target Population for California Counties
While health systems and payers are experimenting with a range of housing approaches for populations 
whose costs and outcomes are influenced by their housing status, initial interest often lies in housing–
health initiatives for high-utilizing chronically homeless individuals. Economic impact analyses, such as the 
one from Los Angeles County in 
Figure 1, illustrate the financial 
“pain point” that the chronically 
homeless population represents 
across multiple publicly financed 
sectors.  

Los Angeles is not alone. Other 
counties are also focusing on 
chronically homeless individuals 
based on documented high costs 
across sectors, moral and clinical 
imperatives to serve the population 
more effectively, and the potential 
to achieve results in relatively 
short time frames. Based on all 
of the aforementioned factors, 
this paper will focus primarily on 
housing–health initiatives targeting 
chronically homeless individuals. 
However, many of the findings 
apply to collaboration between the 
housing and health sectors for the 
benefit of other housing-insecure 
populations.

Figure 1: Monthly costs of homelessness in Los Angeles by sector and utilization decile 
in 2008 dollars.

Source: Flaming D, Burns P, et al. Where We Sleep: Costs when Homeless and Housed 
in Los Angeles. Economic Roundtable; 2009
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Impact and Evidence
Over 390,000 California residents experience homelessness in a year on average, 
and 27% meet the definition of chronically homeless,a which is the third-highest rate 
nationally.16,17 California’s rates of unemployment, poverty, and foreclosure, as well as 
increasingly high rental housing costs, are cited as contributing to the continual high 
rates of homelessness across the state.18 For homeless individuals, treating immediate 
health crises without addressing the underlying issues has been termed a “band-aid”
approach and almost guarantees regular clinical and hospital visits.18 There is 
voluminous data on the landscape and impact of homelessness; below is a snapshot of 
the issue from a health perspective. 

Health Outcomes
The chronically homeless suffer significantly poorer health outcomes and shortened life 
expectancies. For example, compared with the population average:

 h Homeless individuals die 25-30 years younger (at roughly 50 years old)19

 h Homeless men are 40-50% more likely to die of heart disease20

 h Homeless individuals are 46 times more likely to suffer from tuberculosis21

 h Homeless individuals are four times more likely to suffer from Hepatitis C21 

Poor outcomes are frequently due to a complex interaction of issues including mental 
illness, substance abuse disorders, and chronic diseases such as diabetes. Thirty 
percent of the chronically homeless population in the United States is estimated to 
suffer from at least one form of severe mental illness (SMI), compared with six percent 
of the general population, and half suffer from substance abuse and dependence.22,23 
Poor health outcomes for the homeless are exacerbated by lack of access to food, 
shelter, heat, transportation,  and social supports as well as uncoordinated services, 
limited access to care, and challenges maintaining recommended treatment protocols.24 

Cost Impacts
In 2006, Malcolm Gladwell wrote an influential article in the New Yorker describing 
a Reno, Nevada native he dubbed “Million-dollar Murray.”25 Murray was a homeless 
alcoholic who ended up in ambulances, hospitals, and jails multiple times every month. 
His moniker came from a back-of-the-envelope estimate of his cost to public systems 
over a decade. Gladwell’s thesis was that it “might be cheaper to solve the problem 
than manage it.” Other reporters have discovered individuals in California who incurred 
utilization costs over a million dollars in much less than a decade.26 In reality there 
are hundreds of Murrays across California, the super-utilizers, the top 1%: chronically 
homeless, suffering multiple health conditions, not recovering, and placing an extreme, 
constant strain on health and other public systems. Moreover, there are thousands of 
homeless individuals with health, mental health, and substance use conditions who are 
not super-utilizers but who have significant unmet needs and use significant resources 
(see Figure 1). 

a Federal agencies have agreed upon the following definition for chronically homeless: “either (1) an 
unaccompanied homeless individual with a disabling condition who has been continuously homeless for 
a year or more, OR (2) an unaccompanied individual with a disabling condition who has had at least four 
episodes of homelessness in the past three years.”

“These individuals are 
likely to die on the street, 
25-30 years younger than 
people who are housed – it 
is a health crisis. There 
is an immediate health 
need that hasn’t been fully 
recognized yet in the State 
of California.”

– Sharon Rapport, 
Associate Director, 
California Policy, 
Corporation for Supportive 
Housing 
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Source: Opening Doors: Federal Strategic Plan to Prevent and End 
Homelessness, 2010. 

Figure 2: Cost of Serving the Homeless Declines in Permanent Supportive 
Housing (2005-2008)
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Estimates of the annual public sector costs of 
an “average” high-utilizing homeless individual 
are as high as $150,000 but vary depending on 
population criteria and methodology (e.g., are costs 
to libraries of adding extra staff to respond to the 
needs of homeless individuals included?). Well over 
half of these costs are consistently determined to 
be incurred by health systems.27 For instance, a 
recent study of homelessness in Santa Clara County 
estimated that among the chronically homeless 
population, the most frequent users of public 
and medical services (the top 5%), had average 
annual costs  of over $100,000 per individual.28 
Furthermore, evidence shows that there is no 
regression to the mean: high-cost individuals do 
not become lower cost over time if they remain 
homeless.29 Figure 2 illustrates the relative low cost 
of permanent supportive housing in comparison 
with other services that are used frequently by 
chronically homeless individuals.

Improving Health and Reducing Costs through Permanent Supportive Housing (PSH)
There is no “one size fits all” approach to improving health for homeless and housing-insecure populations. 
Different strategies will be most effective for different people depending on social circumstances (e.g., 
individual or family, educational and employment status, etc.) and health and behavioral health conditions 
(e.g., chronic disease, serious and persistent mental illness, etc.). However, for chronically homeless 
individuals, permanent supportive housingb—rental housing paired with intensive case management 
services and provided in alignment with the principles of Housing Firstc—has an unparalleled evidence 
base for improved health outcomes and reduced utilization of health care and other systems.31 Unlike 
most shelter and other short-term housing efforts, supportive housing focuses on breaking long-term 
cycles of homelessness and addressing underlying physical and behavioral health issues. The United 
States Interagency Council on Homelessness describes supportive housing as, “a proven, effective means 
of reintegrating chronically homeless and other highly vulnerable homeless families and individuals with 
psychiatric disabilities or chronic health challenges into the community by addressing their basic needs for 
housing and providing ongoing support.”30

b The terms “permanent supportive housing” (PSH) and “supportive housing” are generally used interchangeably. “Permanent” 
indicates that the length of stay is determined by the housed individual or family, with no time limitation: Tenants may remain in 
their homes as long as they meet the basic obligations of tenancy.

30
 

c The Housing First approach focuses on getting individuals into stable housing as quickly as possible without requiring achievement 
of “housing readiness.” This is in contrast to approaches that emphasize addressing issues, such as substance abuse, that lead to 
homelessness prior to placement in long-term, non-institutional housing.
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More than 30 recent studies illustrate the potential for PSH to both reduce costs and improve health 
and quality of life for high-need homeless populations.24 Figure 3 shows results from five states. 
Additional evidence includes:

 h The Chicago Housing for Health Partnership found that every 100 chronically homeless 
individuals housed translated annually to 49 fewer hospitalizations, 270 fewer hospital days, 
and 116 fewer visits to emergency departments.32 

 h A 2014 study from Charlotte, North Carolina found that during the first year of supportive 
housing, tenants experienced a 70% reduction in hospital and emergency room use, and 
average annual hospital bills per tenant dropped from $41,542 to $12,472.33

 h Hennepin Health, an Accountable Care Organization in Hennepin County, Minnesota, 
has housed over 200 high-utilizing individuals. Initial data indicates a 79% reduction 
in hospitalization costs and 52% reduction in ER costs and significant net savings after 
accounting for housing and administration costs.34 

Approaches to PSH vary significantly in terms of expected timeframe for participation, type of housing 
provided (e.g., a dedicated and financed building, subsidies for scattered site rentals, etc.), services 
offered, and sources of funding for those services. The following sections outline common elements 
of successful efforts and a framework for advancing PSH for chronically homeless high-utilizing 
populations though integration of housing and health.

-59%
Oregon

-50%
Maine

-79%
Massachusetts

Cost before entry into supportive housing

Cost after entry into supportive housing

-28%
Rhode Island

$45,000

36,000

27,000

18,000

9,000

0
Percentage Change

Figure 3: Cost of Serving the Homeless Declines in Permanent Supportive Housing 
(2005-2008)

-45%
Colorado

Source: Opening Doors: Federal Strategic Plan to Prevent and End 
Homelessness, 2010. 
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Based on our research, we have identified two complementary 
elements of a framework to integrate health and housing 
efforts: the dimensions of whole-person care, and a strategic 
phased approach to scaling up an initiative. Table 3 at the 
end of this section lays out how the two elements can be used 
together to provide guidance for organizing efforts over time 
in order to increase integration and establish high-functioning 
collaboration. The discussion that follows is focused on PSH 
for chronically homeless high-utilizing individuals, but the 
framework and many of the specific findings would be relevant 
for a range of initiatives that involve collaboration between 
health and housing sectors, such as those in Table 1 above.

Target Population: Match resources with 
attainable goals 
In order to develop the most appropriate and effective 
partnerships and portfolio of services, initiatives should adopt 
as specific a target-population definition as possible. Selecting 
a specific target population does not necessarily mean focusing 
on a very small number of people—the target population 
could be every homeless individual or family in the region. 
However, initiative leaders should consider whether existing 
resources are commensurate with the size and complexity 
of the population. As discussed below in the Phases section, 
starting with a narrowly defined population can provide an 
opportunity to prove the concept and build the capacities and 
relationships necessary for larger-scale efforts. Regardless of 
the target population, methods of outreach and enrollment 
should take into account the population’s needs in order to 
maximize participation. Potential criteria for target populations 
include: utilization of services from multiple systems; enrollment 
with a specific health plan; health status (e.g., multiple 
chronic illnesses, serious mental illness, substance abuse, 
disability); and eligibility for public benefits such as Section 8 
vouchers and veterans housing support (see Appendix A for 
descriptions). A number of initiatives also use vulnerability index 
surveys and vulnerability assessment tools to identify high-need 
individuals for program participation.35,36

Dimensions of 
Whole-Person Care 
The six dimensions of whole-
person care provide a useful 
outline for the findings from 
our research on PSH initiatives. 
See Appendix B for detailed 
definitions of the dimensions. 

A Framework for Successful 
Housing–Health Integration

Shared 
Data

Financial
Flexibility

Collaborative 
Leadership

Whole-
Person Care

Figure 4. Dimensions of Whole-Person Care

Target 
Population

Coordination 
of Services 

Across Sectors

Patient-
Centered 

Care
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In addition to providing internal structure to a collaboration, selecting a target population 
allows initiative leaders to publicly state goals about intended outcomes in order to draw 
attention and resources. In Los Angeles, Housing for Health has set a goal of securing 
10,000 housing units linked to the health system. Utah’s Task Force on Homelessness 
set a 10-year goal of ending homelessness in the state and is over 70% of the way 
to that goal after 9 years, with chronic homelessness among veterans having been 
effectively eliminated.37 In both cases, the initiatives have successfully aligned existing 
resources from multiple sectors and agencies and secured new philanthropic funding to 
achieve results for the identified target population.

Collaborative Leadership: Secure high-level commitment to a new approach
It takes influence and commitment to move from siloed “business as usual” to an 
innovative, integrated approach. An effective champion can facilitate a “health in 
all policies” perspective by encouraging multiple sectors to the table to collectively 
identify opportunities for win-win solutions and to build the trust necessary to share 
resources. As mentioned above, Utah has a remarkable track record of reducing 
chronic homelessness. That effort was initiated after the head of the Task Force on 
Homelessness brought together “all of the dogs in the fight” and convinced them, 
“sometimes against their judgment,” to back a supportive housing initiative for 25 
chronically homeless individuals in Salt Lake City. The success of that initiative paved 
the way for the broader effort to house 2,000 individuals.38 There are numerous 
models for leadership, ranging from a single champion to a group of organizations who 
collectively have the capacity and influence to lead. For example, in San Diego, Project 
25 was initiated through a partnership between the United Way, St. Vincent de Paul, and 
the county. In both San Francisco and Los Angeles, Dr. Mitch Katz has been hailed for 
using his leadership position to bring multiple stakeholders together to address housing 
and health in innovative ways. The key is to engage leadership that matches necessary 
influence with motivation to make the integration of health and housing a priority over an 
extended period of time. 

Financial Flexibility: Braid and blend fundingd

In order to be successful, PSH initiatives will need to bring together resources from 
multiple sources and sectors to fund services including case management and care 
coordination, housing subsidies and navigation, and administration of the program. 
Existing resources for clinical and behavioral health services and existing housing 
subsidies can be braided to meet part of the need (see Appendix A for a description of 
potential funding sources). However, given limits on how Medicaid dollars can be spent 
and finite dollars in the public sector available for housing subsidies, more flexible, 
blendable funds are necessary to create a comprehensive, integrated approach to 
housing and health. Health-system-led initiatives have established such flexible funding 
through a few different strategies. In Los Angeles, the Department of Health Services got 
approval from the Board of Supervisors to use a portion of their budget, derived from 
local tax revenue, to fund the Flexible Housing Subsidy Pool. In Minnesota, Hennepin 
Health used reinvestment dollars, derived from health care savings, to rent eight 

d Braiding funds means aligning existing funding streams to pay for something (e.g., services, projects, and 
infrastructure) that could not be supported by any single stream while maintaining accounting for spending 
and outcomes by stream. Blending funds means putting resources in a collective “pool” from which they 
are generally spent based on the judgment of a body that manages that pool without tracking specific 
spending to specific funding sources.

Financial
Flexibility

Collaborative 
Leadership
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housing units for use by patients. Even with those health system resources, additional 
philanthropic grants were necessary to support the range of necessary activity. Santa 
Clara County is also exploring Social Impact Bonds as a method for securing up-front 
private-capital investment tied to prospective savings (see Appendix A for a description 
of Social Impact Bonds). It is likely that initiatives will need to utilize four key funding 
sources—healthcare and behavioral health reimbursements, housing subsidies and 
credits, flexible health system dollars, and philanthropic or hospital community benefit 
grants—in order to have the necessary stability and flexibility. 

A number of our interviewees remarked on the critical need to engage health plans as 
payers given that improvements in health and reduced utilization will result in savings to 
plans. The challenges to health plan investment in housing initiatives are twofold: 
1) Medicaid dollars cannot be used to reimburse housing expenses, and 2) reductions 
in health system utilization are likely to result in rate reductions in future health plan 
rate-setting processes. Inspiring widespread investment in housing initiatives by 
health plans likely requires state and/or federal policy change. Two options include 
allowing plans to include costs of housing initiatives as allowable costs in future 
rate setting and allowing plans to keep/reinvest the savings resulting from housing 
initiative investments. Recent 1115 Medicaid Waiver proposals in California and 
other states include provisions for both of these options. Even absent policy change, 
interviewees acknowledged that plans may still be compelled by the immediate benefit 
of contributing financially to a housing initiative, even if it means using reserve capital, 
to reduce costs for very high-cost members. Given the changing healthcare landscape, 
many interviewees stated the importance of having plans as key stakeholders while a 
housing–health initiative is forming and generating early results. The planning process 
can illuminate potential ways health funds could pay for case management or other 
supportive services and can set the stage for additional potential investment. All three of 
the initiatives profiled in the case examples section below have engaged health plans in 
their housing–health initiatives, and Project 25 has established agreements with plans 
to pay for services for referred patients. 

Shared Data: Tell a population story
Accurate data on health status and service utilization across systems can be a vital tool 
for bringing a complex picture into focus. Data can make the case for housing–health
integration efforts by facilitating the monitoring of progress and savings over time. 
Yet, frequently, homeless individuals interact with multiple systems that each track 
interactions in separate, closed data systems. As a result, it is possible to get an 
aggregate view of cost for each system but difficult to identify duplication of effort, 
understand the total costs associated with individual patients/clients across systems, or 
tell a coherent story about how a defined population is interacting with multiple systems. 

Multiple counties have designed data sharing efforts to focus on high utilizers of 
multiple systems. High utilizers of multiple systems can provide an ideal focal 
population for developing an effective data sharing strategy due to their relatively 
small number, involvement with multiple agencies and providers, and the potential 
savings from better coordination and case management. Adaptable data warehousing 
platforms for integrating data from health and other sectors are under development 
and emerging.39 For example, San Francisco’s Department of Public Health started 

Shared 
Data

Target 
Population
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their Coordinated Case Management System (CCMS) in order to understand and track 
high utilizers across multiple agencies, departments, and sub-programs, and now has 
records for over 600,000 adult patients. Rather than creating a new comprehensive 
data system and requiring multiple agencies to use it, either replacing existing systems 
or functioning in parallel (requiring that data enterers duplicate work), CCMS is set up 
as a warehouse in which data that has already been entered into multiple systems is 
transferred and merged, and information on individuals matched.40 Hennepin Health 
has adopted a similar data warehouse strategy on a much smaller scale, integrating 
data from the four partners of their ACO, with seamless integration with electronic 
medical records.41 The synthesized data from such systems can serve to inform policy 
and decision makers and to guide the implementation of cross-system strategies.

Coordination Across Sectors: Form a housing–health collaborative
The housing and health sectors share many high-level aspirations for the individuals 
they serve (e.g., living in healthy safe environments and overall wellbeing and productivity), 
and evidence of the link between housing and health outcomes is well-documented.42 
Yet the sectors have separate funding streams, professional training, and departmental 
authorities, leading to virtual silos even when activities are focused on the same 
geography and population. There are numerous efforts underway to bridge that divide. 
For example, San Francisco was the first county in the state to create a housing office 
within its health department. 

With regard to PSH, it is clear that strong partnership between the health and housing 
sectors is vital to success. However, as Doug Shoemaker from Mercy Housing put it, 
“We’re confident the numbers can make sense, but it won’t work if we don’t have a 
shared understanding about whom we’re serving, the portal for entry and referral, and 
the timeframe.” Three key components for successful partnerships emerged in our 
research: structured coordination, defined roles, and clear understandings of each 
other’s needs and measures of success.

 h Structured coordination: Health and housing professionals need to be in regular 
contact and conversation in order to develop trust and familiarity and solve 
problems together. Los Angeles DHS has co-located health and housing staff 
in their offices in their recently opened Star Apartments on Skid Row. This 
sort of regular contact will help in developing a shared understanding of the 
needs of chronically homeless individuals and also provide an opportunity to 
troubleshoot issues such as how to identify members of the target population 
while maintaining compliance with HIPAA.

 h Defined roles: Unfortunately, housing organization staff frequently end up 
interfacing about urgent health needs with clients who have been placed in 
housing, and hospital staff are often left trying to figure out where to refer 
homeless patients prior to discharge. Setting up systems so that the needs 
of patients are quickly met by someone with appropriate training is a key 
attribute of successful initiatives in California and other states. 

Shared 
Data

Collaborative 
Leadership

Coordination of 
Services Across 

Sectors

Patient-
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Care

“The healthcare sector 
is primarily focused on 
enrolled patients, the 
client in front of me. The 
housing sector is focused 
on community residents 
and buildings. To the 
extent that health care 
moves towards thinking 
about populations and 
communities, there will be 
a better match with the 
housing sector.”

– Robert Ratner, Housing 
Services Director, Alameda 
County Behavioral Health 
Care Services 
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Table 2. Hypothetical Housing and Health Perspectives

Need Sample Perspectives
Housing Health

Commitment to 
provide services

“I need a long-term commitment 
in order to make this attractive to 
landlords and developers.”

“I want to set an ambitious target for the 
number of units we are going to secure 
in order to be at a scale that justifies 
significant staff and capacity building.”

Point of contact/
trusted troubleshooter

“Who do I call in the middle of 
the night when a resident needs 
support?”

“Who do I call when I need to get 
someone into housing immediately to 
avoid sending them back out to the 
street?”

Agreed upon referral 
process

“I need people who meet certain 
criteria in order to draw down 
resources, and I need to know when 
they will be referred.”

“I need the initiative to be able to focus 
on individuals with the greatest need 
and the highest utilization rates.”

Commitment to pool 
some resources and 
agreement about who 
should get priority

“I’m under pressure because 
homelessness is such a big political 
and financial issue, but I don’t have 
enough funding to house everyone 
who needs it.”

“I’m under pressure because 
homelessness is such a big health and 
financial issue, but I don’t have enough 
funding to provide support services to 
everyone who needs them.”

Data on positive 
outcomes

“I need data demonstrating 
positive health and social impacts 
in order to report to funders that 
their investments are having broad 
impacts.” 

“I need quantitative and qualitative 
data demonstrating that PSH provides 
housing quickly and that people stay 
housed in order to reassure funders 
and decision makers that this is a good 
use of health resources.”

Public agencies may not be equipped to play all roles in an initiative 
successfully, in which case other organizations should be engaged 
as partners. This may be true on the health side, as there may be 
organizations who have capacity and success with the target population 
(such as St. Vincent de Paul in San Diego), or on the housing side 
where there may be an intermediary organization that is better suited 
to identify and secure housing units (such as Brilliant Corners in Los 
Angeles and the San Francisco Bay Area).

 h Understanding needs: For the most part, housing and health need the 
same things from each other but with differences in language and 
specifics. Table 2 provides a composite sketch, based on our research, 
of how leaders in the housing and health sectors may perceive similar 
needs from distinct perspectives.
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Patient-Centered Care: Design support to fit the individual
Individuals who have a history of chronic homelessness will require a range of 
services tailored to their needs in order to successfully secure and maintain housing 
and improve their health (see Table 3). The intensity of need is likely to be highest 
during initial contact, while individuals are often still on the streets, and during 
transition and stabilization periods. Flexibility to provide assistance and guidance 
regardless of the nature of the issue (“whatever it takes”), even if it is not a billable 
encounter, is essential. 

Adequate flexibility to provide coordination poses a significant challenge, yet some 
counties and health systems are finding ways to bridge the gaps. Strategies include 
braiding and blending funding and bringing multiple providers together with clear 
roles and accountability, and in some cases providing a monthly “case rate” for 
services without requiring billing on a per-encounter basis. Housing coordination 
requires a different set of skills and relationships and is essential to ensure availability 
and connection to housing. For instance, responding to the needs of property 
owners by providing a trusted point of contact is critical for increasing landlord 
willingness to rent units for PSH. Table 3 describes the types of person-centered 
services that successful PSH initiatives have delivered, as well as considerations 
for addressing funding challenges. 

“A lot of [our work with 
health plans] to date has 
been educating about 
the service needs for 
chronically homeless, 
complex individuals and 
getting on the same 
page, understanding the 
same acronyms. This 
is a new population for 
them...their approach 
to case management 
doesn’t necessarily work 
for this population ... It 
is a process, and that is 
something to keep in mind 
in bringing supportive 
housing and health care 
together.” 

– Susan Lee, Senior 
Program Manager, 
Corporation for Supportive 
Housing 

Shared 
Data

Patient-
Centered 

Care
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Table 3. Services Necessary for Effective Patient-Centered Care in Supportive Housing
Examples Funding Notes

Clinical Prevention, diagnostic, and treatment services delivered 
by:
• Physicians (PCPs and specialists) 
• Mid-level practitioners (PAs and NPs)
• Licensed Clinical Social Workers (LCSWs)
• Clinical psychologists
• Psychiatrists

Reimbursable through Medi-Cal. 330 health centers are 
well positioned to provide care given prospective payment 
system rates tied to reasonable costs, including costs 
of mobile teams. However, it is difficult to finance visits 
outside of health centers because Medi-Cal does not 
reimburse for services delivered by non-billable providers 
on multi-disciplinary teams and clinicians have difficulty 
providing enough reimbursable patient encounters per day 
to cover costs. 

Behavioral 
Health 
(Substance 
Abuse)

• Screenings
• Brief intervention
• Counseling provided by PCPs, LCSWs, and other 

providers
• Motivational interviewing
• Recovery support groups
• Peer and individual counseling/coaching

Currently, Medi-Cal only covers treatment services for 
substance abuse disorders if services are delivered in 
certified treatment facilities. SAMHSA block grant funding 
can also support these services.

Behavioral 
Health (Mental 
Health)

• Case Management
• Individualized and flexible care plans
• Medication
• Counseling
• 24/7 crisis availability 
• Assistance with housing, employment, and education
• Mobile services including home visits 
• Peer and caregiver support groups

Administrative and financial decisions about the provision 
of mental health services are made at the county level 
leading to wide variety across the state. Community-based 
mental health services for a small number of individuals 
with a diagnosis of Serious Mental Illness and most at risk 
for avoidable hospitalizations are delivered through the 
Full Service Partnership (FSP) model funded through the 
Mental Health Services Act. Counties offer a wide array of 
services depending on diagnosis and severity supported 
from a range of sources (Medi-Cal, MHSA, criminal justice 
funds, etc.)

“Whatever It 
Takes” Care 
Coordination

• Service coordination and linkage between providers
• Training on skills for independent living, including 

budget management, cooking and nutrition, and 
maintenance of living space

• Client outreach
• Engagement with people on the streets and in shelters
• Accompanying clients to appointments
• Crisis intervention and troubleshooting
• Helping clients obtain food, clothing, and household 

items

Federal funds may be available for specific populations 
such as veterans and additional funding may be available 
from globally budgeted or capitated healthcare institutions 
or from philanthropic investments aimed at reducing 
homelessness. Flexibility in Medicaid funding may be 
achieved through state plan amendments that take 
advantage of Section 2703 of the Affordable Care Act, 
which supports care coordination and case management 
services for complex patients.

Housing 
Coordination

• Securing housing subsidies and vouchers
• Referrals to housing agencies
• Paperwork and legal support
• Relationship-building with landlords

These services are best delivered by experienced 
housing organizations working in partnership with a 
health organization/agency. Some of the funding for these 
activities may already exist at those housing organizations, 
but additional flexible funding from globally budgeted or 
capitated healthcare institutions, philanthropy, or hospital 
community benefits will likely be necessary.
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Phase I:
Set the Stage

Phase II:
Demonstrate 

Local 
Effectiveness

Phase III:
Become 

Standard 
Operating 

Procedure

A Phased, Strategic Approach to Implementing a Housing–Health Collaboration
Broad implementation of an integrated housing and health strategy requires a paradigm shift. It can be daunting 
to break with the status quo and envision all the necessary changes: Partnerships and systems need to be 
developed, staff needs to be hired and/or trained, leaders need to be engaged, and funding streams and resources 
need to be identified and, in some cases, braided or blended, in order to bundle necessary services together.  

Review of the literature and discussions with experts and practitioners revealed that building collaboration between 
the health and housing sectors can effectively be organized into three phases. A phased approach can serve both 
to break a complex challenge into manageable pieces and to sequence those pieces in the most effective order.  

The discussion of phases below is focused on initiatives targeting chronically homeless individuals. However, 
the idea of a phased approach and many of the concepts discussed could apply to efforts focused on other 
populations for whom housing status is influencing health outcomes and utilization of health services. 

There are three key questions that should be the focus of activity in this phase: 
Who is the leader with the necessary clout (political and/or financial) to make the 
case for housing as a health strategy for the target population? Who are the core 
group of partners who are willing to work intensively together to implement an 
initiative? Who is currently holding the financial risk and paying for the services for 
the target population?

As discussed earlier in this paper, the evidence for PSH is strong. However, the 
evidence may not be enough to compel immediate action, and there are always 
questions about ways in which local contexts may present unique barriers. An 
initial focus on short-term wins with demonstrable outcomes for specific homeless 
populations may be necessary to build momentum, create fluid and effective 
integration, and to get buy-in from risk holders As Jennifer Loving from Destination: 
Home remarked, “The response to homelessness comes down to a lack of 
ownership and responsibility; no one feels like they can win on it alone.” 

The end goal of health-housing integration efforts is to have a unified approach 
to ensure that homeless individuals with complex health and behavioral health needs 
have access to the most appropriate interventions. Initial targeting of high-utilizing 
populations can focus resources and build capacity necessary for an approach 
that targets a more broadly defined group of homeless and housing insecure 
individuals. In essence, this is about expanding standard care to better respond to 
the needs of the individual rather than having the individual respond to what is 
available through multiple systems. The sentiment was echoed over and over in 
our interviews that integrating housing and health approaches are not about expanding 
charity but rather the efficient use of resources, achieving better outcomes, and the 
core interests of all parties (e.g., homeless individuals, government, and health payers 
and providers who bear risk). 
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Table 4. A Phased Approach to Whole-Person Care in Housing–Health Initiatives
Phase I: Set the Stage Phase II: Demonstrate 

Local Effectiveness
Phase III: Standard Operating Procedure

Target 
Population

• What is the profile of 
homelessness in the 
geography?

• Narrow definition of 
eligibility (agreed upon 
criteria and target numbers 
for initial efforts). 

• Get to scale with enough resources and 
provider capacity to respond to the identified 
need among people in the target population. 

• Broaden eligibility criteria as resources 
permit and as supported by evidence of 
need and likely effectiveness.

Collaborative 
Leadership

• Who is willing to step 
forward to make the case 
and set an ambitious goal?

• Identify core partners and 
communication practices 
(regular meetings, etc.).

• Establish a health–housing partnership that 
formalizes partnerships and communication.

Flexible 
Funding 

• Who holds the risk?
• Outreach to multiple 

funding sources to fill gaps.

• Get commitments from 
public sector to include 
resources (housing 
vouchers, MHSA, etc.); 
incorporate Health 
Home care coordination 
payments as available; 
secure philanthropy or 
Social Impact Bonds to fill 
gaps.

• Secure sustainable, long-term funding from 
health payers, housing agencies, county 
general funds, MHSA, philanthropy, etc. 
to support the range of services, housing 
subsidies, and project administration 
necessary.

Shared Data • How many different 
systems contain data on 
the same people?

• Get retrospective data on 
costs and utilization.

• Establish system for 
capturing information 
about participants; report 
on progress regularly.

• Make real-time updates of status and 
utilization accessible to case managers.

• Maintain data repository that collects 
data from multiple systems that facilitates 
aggregate reporting and prospective 
population health analysis.

Coordinated 
Services

• Who is serving the 
population? Diagram how 
individuals are cared for.

• Where are the gaps or 
duplications for persons 
with complex needs? 

• Convene potential 
collaborators.

• Identify an entity to 
provide intensive case 
management, sometimes 
delivered by organizations 
external to existing health 
systems.

• Identify referral and response system 
between housing and health (e.g., housing 
point of contact in hospital).

• Identify system for care coordination/case 
management funded by health payer(s).

Patient-
Centered 
Care

• Where are members of 
target population getting 
care?

• What training is needed for 
existing staff to effectively 
serve the target population?

• Engage organizations 
and individuals with the 
greatest experience and 
success dealing with target 
population.

• Ensure individualized care plans include the 
range of services necessary.

• Expand clinical workforce and training for 
providers.

Table 4 is organized by the dimensions of whole-person care and provides counties, health systems, and 
housing agencies with key questions to ask during planning and key actions to take across the three phases. 
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Case Examples 
A number of California counties are taking steps to expand supportive housing for 
chronically homeless, high-utilizing individuals. We selected three initiatives to look at 
closely based on their advanced implementation and the range of approaches and project 
scales. The examples are presented through the lens of whole-person care in order to align 
with the framework discussion above, to highlight action steps, and to facilitate comparison 
across initiatives.

I. Project 25 – San Diego
Project 25 is led by St. Vincent de Paul Village and began as a three-year pilot funded 
by the United Way of San Diego County. The pilot project enrolled 35 of the highest-
cost chronically homeless frequent users of multiple systems, and ultimately provided 
housing and wrap-around support services to those individuals. Housed individuals were 
connected to a health home through St. Vincent’s federally qualified health center (FQHC).

An independent study of 28 participants in the first Project 25 cohort found that, factoring 
in the housing and service costs of operating the program, the total net savings were $1.6 
million in year one and $2.1 million in year two.43 The pilot was extended in September 
2014 with a grant from SAMHSA to serve 20 additional individuals. The project is moving 
toward becoming sustainably funded by health payers through a fee-for-service model. In 
April 2014, a Medi-Cal health plan referred and paid for their first patient to receive Project 
25 services; since then, three more health plans have also begun to refer some of their 
highest cost homeless individuals and are in negotiations to pay for program services.

Collaborative Leadership
The pilot was funded primarily by the United Way of San Diego County, with other 
contributions from the County of San Diego Health and Human Services, and the City of 
San Diego. St. Vincent de Paul Village served as the lead agency. 

Target Population/Population Focus
The target population was the highest cost utilizers of multiple systems in San Diego 
County based on initial data from two hospitals, county behavioral health services, county 
jail, and San Diego City EMS/911. The initial list had 71 individuals ranked by cost, 13% 
were deceased by the time outreach began, and Project 25 ended up enrolling and 
housing 35 people.

Patient-Centered Care
Project 25 staff has deep experience working with the target population. As Project Director 
Marc Stevenson put it, he looks to hire people who are “willing to do whatever it takes.” 
The case management provided is truly intensive: staff members are in constant contact 
with clients and support successful stabilization by coordinating healthcare services at 
Saint Vincent’s FQHC and helping clients access alcohol and drug treatment programs. 
Staff also assist clients in accessing benefits using the national best practice SSI/SSDI 
Outreach, Access, and Recovery (SOAR) program; gathering supplies for apartment set-up; 
and supporting basic life skills activities, such as grocery shopping and budgeting.
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Coordination of Services Across Sectors
Project 25 staff interface with multiple St. Vincent’s programs, other community 
organizations, landlords, and county agencies to coordinate services and benefits for 
participants, to help navigate other systems, such as criminal justice, and to ensure 
access to and participation in preventive health care.

Shared Data
Data partners included 22 hospitals, two ambulance systems, the County Behavioral 
Health Agency, the Sheriff’s department, the County public defender, and six shelters. 
Project 25 staff created a database for tracking participants’ usage of public systems 
and program costs. In addition to collecting utilization and cost data for participants, 
Project 25 developed a partnership with the 911 system to receive real-time alerts via 
text or email if a participant accesses emergency department services.

Financial Flexibility
The combination of intensive case management, medical and psychiatric care, and 
permanent housing delivered by Project 25 is not inexpensive: average costs per 
participant have been roughly $30,000 per year. The funding from United Way of San 
Diego County allowed the flexibility to provide the level of intensive case management 
and to develop the partnerships necessary to be successful. Moving forward, Project 
25 is in discussions with health plans to expand referral and payment for enrollees. 
Targeting individuals who have incurred more than $100,000 in annual medical 
expenses means that there is a strong argument for investing the level of resources 
necessary to preserve the programmatic flexibility and level of staff time that Project 25 
has demonstrated effective. Based on data from the initial cohort, and focusing only 
on emergency room and hospital stay costs, the project averaged net savings of over 
$33,000 per participant per year.
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II. Housing for Health – Los Angeles
There are an estimated 50,000 homeless individuals in Los Angeles County, the 
second highest total nationally.17 The county public healthcare system pays for care 
for this population due to its statutory obligation to the uninsured, through coverage 
of individuals enrolled in the county’s health plan (My Health LA), and through 
risk-bearing Medi-Cal contracts with health plans. In response to this cost, the Los 
Angeles County Department of Health Services (DHS) created a Housing for Health 
(HFH) division. HFH has set the goal of rapidly scaling up housing efforts in the 
county to provide 10,000 units of housing. DHS recognized that in order to work 
quickly to secure housing for so many individuals, it would need to be flexible and 
think creatively to address potential logistical and bureaucratic barriers.

Collaborative Leadership
The Housing for Health division was initiated by Dr. Mitch Katz, Director of DHS, 
who got approval from county supervisors to fund the division using departmental 
resources. HFH has made it a priority to engage with leadership from other public 
agencies, healthcare institutions, philanthropy, and community-based organizations 
working on housing.

Target Population/Population Focus
The HFH target population is DHS patients and clients who are homeless with 
complex medical and behavioral health issues, referred by clinicians. The goal is to 
house 2,400 high-utilizing homeless DHS patients by 2017.

Patient-Centered Care
Each housed individual receives intensive case management, with an individualized 
service plan and linkages to health, mental health, and substance use disorder 
services. Services are provided by on-site staff or mobile teams depending on whether 
the individual is housed in scattered-site housing or a multi-unit site. The newly 
opened Star Apartments on Skid Row was financed by DHS and includes 102 units, 
a health center, and HFH offices.44 In order to quickly scale-up case management 
services, DHS uses a vendorizing process to establish Intensive Case Management 
Services Master Agreements with 25 agencies with strong track records with the 
target population. The agreements are very specific about the extremely hands-on 
case management that is required, including connection to health and behavioral 
health services, but also providing a comprehensive support system that includes life-
skills development and crisis management.

Coordination of Services Across Sectors
Patients needing housing are identified and referred for the program at hospitals 
and clinics. HFH formed a Patient Access Committee to educate nurses and 
other staff responsible for hospital discharge about HFH and to maintain regular 
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communication. High-utilizing 
chronically homeless patients are 
referred directly to HFH using a 
simple form and are immediately 
put in the permanent housing pool 
and assigned a case manager. 
Patients leaving the hospital are 
placed in interim housing while 
permanent housing is found. HFH 
has formed strong relationships 
with the major housing agencies 
in LA based on the mix of services 
and rental subsidies that HFH 
brings as well as HFH’s role as 
facilitator and braider of funding 
streams. DHS has contracted 
with Brilliant Corners, a non-profit 
supportive housing agency, to play 
the role of multifunctional housing 
intermediary: searching, securing, 
and maintaining relationships 
with landlords (see Figure 5). 
Once housed, case managers 
ensure that individuals are linked 
to DHS primary care and other 
healthcare services to avoid further 
hospitalizations.
  

Shared Data
Case managers develop Individualized Service Plans (ISPs) for each patient based on 
healthcare needs and utilization patterns and share ISPs through HFH with providers. 
HFH aggregates and reviews data on health outcomes, collected by case managers, 
alongside utilization data to demonstrate the cost savings of the program.

Financial Flexibility
HFH funds PSH from a number of different sources, including allocation from the 
DHS budget, MHSA dollars, philanthropic funding, as well as other creative channels. 
For example, through an agreement with the LA Housing Department, HFH used 
stimulus funds to purchase and renovate 15 properties in South LA. HFH leaders 
knew from the start that available housing vouchers would not cover the number 
of individuals that needed housing. In response, DHS created the Flexible Housing 
Subsidy Pool (FHSP), which is funded from both public and private sources, including 
a $4 million donation from the Hilton foundation. Brilliant Corners operates the FHSP 
as part of their role as intermediary. The FHSP is used to provide rent subsidies 
that facilitate the rapid procurement of rental units that would otherwise have been 
impossible using public resources. 

Figure 5: Promotional materials for LA County’s Housing for Health division’s 
Flexible Housing Subsidy Pool directly addresses property owner concerns.
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III. Housing 1000 – Santa Clara County
Housing 1000 is a campaign to house 1,000 chronically homeless men and women 
in the Santa Clara County.28 In 2014, HUD reported that Santa Clara County had the 
second highest rate of unsheltered homeless in the country.17 Based on a collective 
impact model,45 the pilot project was spearheaded by Destination: Home, which serves 
as the lead organization, or “backbone,” for the initiative. Through partnerships with 
philanthropic organizations, Santa Clara County, the City of San Jose, the Housing 
Authority, other local government agencies, and community partners, Housing 1000 
has been able to successfully house 835 people. For the 103 most costly individuals 
housed, the estimated annual gross cost savings were $42,706.28 Additionally, 70% of 
individuals were connected to a medical home within 90 days of being enrolled and 
were housed within 120 days, and retention in housing was well over 80%. The largest 
barrier to housing individuals is the lack of housing supply in Santa Clara County. 

The Housing 1000 campaign offers encouraging evidence that PSH is a feasible 
solution to end chronic homelessness in Santa Clara County. Housing 1000 also 
increased communication and collaboration between previously siloed parties, 
including public sector health and housing agencies. In response, the county is taking 
over the piloted PSH efforts, and is pursuing a Social Impact Bond model wherein 
investors put up capital to fund PSH and get a return on their investment from the 
county if financial benchmarks are reached.46

Collaborative Leadership
Destination: Home, a public-private partnership, has been the lead facilitator 
of Housing 1000. The project has over 20 formal partners including the county 
housing agency, other county and city agencies, philanthropies, and service-delivery 
organizations.

Target Population/Population focus
The target population for Housing 1000 was 1,000 chronically homeless, vulnerable, 
and often high utilizers of multiple systems in Santa Clara County, identified through a 
survey based on the vulnerability index tool developed by the national 100,000 Homes 
Campaign. Survey results are compiled in Housing 1000’s database, and participants 
are selected based on need as spaces become available.

Patient-Centered Care
Housing 1000 employs an intensive Care Coordination Project through which all 
participants are assigned a case manager who “will be their advocate throughout the 
housing process and beyond…making sure they stay housed and have the necessary 
tools to integrate into their new communities.”47 The Care Coordination Project is led by 
HomeFirst, a non-profit provider of services to the target population.
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Coordination of Services Across Sectors
The agreements among formal partners specify regular communication and meetings 
to coordinate and plan activity and troubleshoot challenges. Partners have also 
designated a lead staff person paid to work on the project and have agreed upon 
metrics to monitor progress and partner activity.

Shared Data
Destination: Home and Santa Clara County worked to ensure that all parties (county 
agencies, the health system, and case managers) were tracking data along the 
same metrics. Outcomes measured included how quickly people were housed, for 
how long they were housed, health outcomes, and utilization of multiple systems. 
Getting all parties to consistently track this data was initially a barrier. Project 
leaders convinced funders to support each agency to have an employee designated 
to managing and sharing data in order to track metrics and to ensure clear 
communication between parties.

Financial Flexibility
Housing 1000 developed a financial strategy focused on multiple funders and flexibility. 
For example, case management services were supported by the City of San Jose, Santa 
Clara County, the eBay Foundation, Applied Materials Foundation, and Destination: 
Home. Housing 1000 also initiated a crowd-funded initiative, Housing One, to provide 
furniture and other basics for newly housed individuals. Given the highly competitive 
housing market in the county, the greatest challenge for Housing 1000 has been the 
affordable housing supply as current prices are well above subsidy allocations. County 
supervisors set aside four million dollars from Measure A (a local tax) to create a 
housing fund, which served as a rental subsidy pool to augment rental subsidies and 
federal vouchers that came through the Housing Authority. Some philanthropic dollars 
have also been added to the pool. Moving forward, the intent is to use Social Impact 
Bond capital to increase competitiveness with private renters and secure rental units. 
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“We provide very 
expensive medications 
to AIDS patients without 
considering the cost.  We 
have a similar treatment 
for people with mental 
illness and substance use. 
We know what will keep 
people alive. But we are 
hesitant to spend the 
money [on housing]. The 
kicker is that investing in 
housing reduces health 
costs.”

– Dr. Josh Bamberger, 
Medical Director for 
Housing and Urban 
Health, San Francisco 
Department of Public 
Health

Conclusion
As healthcare incentives and payments evolve toward paying for value and outcomes, 
there is increased interest in innovative approaches that address the needs of 
the whole person. Healthcare leaders are increasingly moving from recognizing a 
link between health and housing to explicitly developing partnerships and shared 
resources dedicated to addressing housing as part of a comprehensive approach to 
health. While health systems are experimenting with a spectrum of innovations to 
address housing as a critical element of achieving Triple Aim outcomes, a number 
of California counties have focused initial efforts on forging novel partnerships to 
expand permanent supportive housing for chronically homeless individuals. A closer 
look at some of these early efforts has shown that integrating health and housing is 
complex and requires a thoughtful, long-term commitment from multiple players with 
particular attention to securing adequate resources through braiding and blending 
funding. It will be critical to continue to monitor and extract lessons from such efforts 
as the policy environment evolves. In all cases, close collaboration between health 
and housing holds great promise to improve cost and quality outcomes for some of the 
most vulnerable, high-risk individuals while more efficiently allocating public resources 
across multiple systems.
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Appendix A
Potential Funding Sources for Housing–Health Initiatives

Because the public sector bears the majority of the cost burden of caring for the 
homeless population, counties are motivated to invest in a solution for chronic 
homelessness. Aside from bearing the responsibility for the cost of care incurred 
by any uninsured individuals, public systems with public hospitals use local funds 
to finance the non-federal share of the majority of their Medi-Cal payments in place 
of state general funds. Local governments also pay non-healthcare costs, such as 
criminal justice and maintenance of parks or homeless encampments and face 
political pressure to combat chronic homelessness. Public sector funding can come 
from health departments and/or from county general funds, as in the case of both San 
Francisco and Los Angeles where money from the County General Fund has been 
directed towards the Health Department to fund PSH. 

Though they maintain long waitlists for federally funded Housing Choice vouchers 
(often referred to as Section 8 vouchers),e local housing authorities are able to create 
preferences for specific populations, such as the chronically homeless, and direct 
housing vouchers towards those individuals through an expedited process. Currently, 
housing authorities may be especially amenable to creating those preferences 
because vouchers were frozen in April 2013 due to sequestration.48 Since the end of 
sequestration, housing authorities have additional vouchers to distribute and have been 
encouraged to use preferences to do so.

In addition to providing Housing Choice vouchers, the US Department of Housing 
and Urban Development (HUD) has committed to expanding housing assistance and 
services for individuals experiencing chronic homelessness. HUD recently committed 
$1.83 billion to its Continuum of Care Program, which finances communities’ efforts 
to invest resources in PSH and other programs that serve homeless individuals, and 
encourages prioritization of PSH for individuals experiencing chronic homelessness. 
This funding is directed towards accelerating progress on Opening Doors, the nation’s 
first comprehensive strategy to prevent and end homelessness.49 

The Department of Veterans Affairs (VA) has increased programs and funding for homeless 
veterans—in FY 2014, the VA dedicated $1.4 billion to specialized homeless programs. In 
addition, HUD partners with the VA Supportive Housing Program (HUD-VASH) to provide 

e Housing Choice Vouchers are designed to provide rental assistance for the elderly, disabled, and low-
income families. Generally in order to be eligible, a family must make 50% or less of median family 
income of the geography in which they choose to live; local Public Housing Agencies [PHAs] are also 
required to provide 75% of their vouchers to families that earn 30% or less of local median income. 
Generally, voucher recipients are required to pay 30% of their gross income for rent and utilities. PHAs 
have discretion in determining preferences and approving rental units and must assess both recipient 
eligibility and housing suitability annually.   
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treatment services and supportive housing for homeless veterans. This 
partnership allocates Housing Choice vouchers to local public housing agencies in 
order to allow veterans and their families to live in market-rate rental housing while 
the VA provides case management services. Since the program’s inception in 2008, 
approximately 70,000 vouchers have been issued, with almost 13,000 going to 
communities in California.50

Medi-Cal expansion to low-income childless adults under the Affordable Care Act has 
created a new reality for health plans. Homeless high-utilizers may be automatically 
assigned to Medi-Cal managed care plans, with the federal government bearing 
most of the financial risk for the expansion population. Coverage expansion paired 
with the gradual move away from fee-for-service payment models creates significant 
opportunity for payer engagement. As discussed in the Financial Flexibility section 
above, widespread investment in housing initiatives by health plans likely requires 
state and/or federal policy change. However, a given plan may be willing to invest in 
a housing initiative to reduce costs for their highest cost patients. The development 
of partnerships with multiple payers simultaneously can serve to obviate concern that 
the benefits of investment by one payer will accrue to another payer if individuals 
switch plans. For-profit health plans may also have an interest in investing in affordable 
housing through the investment side of their operations in communities in which they 
also provide health coverage and services. For example, UnitedHealth has made over 
$50 million in such investments across the country.51

Medicaid prohibits paying directly for housing; however, Medicaid does give states 
flexibility to adopt optional benefits that can be used to reimburse health and 
behavioral health elements of supportive services.52  Eligibility for these benefits is 
dependent upon “medical necessity” criteria established by each state, which in 
essence limits application to individuals with a serious mental illness diagnoses.52 
As part of the covered mental health services in California, Medi-Cal has a targeted 
case management component, and some mental health service providers are eligible 
for reimbursement for services that connect clients to housing and other benefits.53 
However, in California, definitions of covered benefits and service models have not 
been updated to align with recognized evidence-based practices, and therefore 
counties such as Los Angeles have chosen to fund some aspects of newer program 
models with their own resources, while using Medi-Cal reimbursement to pay only for 
the specific covered services described in the Medicaid state plan.53 California could 
move to update definitions of benefits and service models and successful practices 
in other states. The housing provisions in the State’s 1115 waiver proposal could also 
create significant local flexibility if enacted. 

The Mental Health Services Act (Proposition 63), which passed in 2004, generates 
designated funding for mental health treatment, prevention and early intervention and 
education and training for Californians affected by mental illness.54 The MHSA Housing 
Program offers subsidies to finance the capital costs associated with development, 
acquisition, construction and/or rehabilitation of PSH for individuals with mental 
illness and their families, including homeless individuals.55 MHSA funding can be 
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used flexibly to cover services not covered by Medi-Cal. For example, the Los Angeles 
County Department of Mental Health has used MHSA funds to help pay for services for 
over 1300 PSH units through the creation of a MHSA Housing Trust Fund. The Trust 
Fund provides funding for services in PSH and directs MHSA Housing Program funds 
towards the capital and operating costs of PSH units.53 

Philanthropic and non-profit hospital community benefit contributions can play a major 
role in funding PSH, either through financing specific projects, or by filling in gaps that 
cannot be publicly funded. One prominent example is Los Angeles, which used a large 
philanthropic contribution from the Hilton Foundation to finance its Flexible Housing 
Subsidy Pool. Non-profit hospitals are increasingly being encouraged to move beyond 
charity care in the use of their Community Benefit resources to consider community 
health and community-building investments.56 

New housing developments can include units designated for PSH; however, given 
the complexities of financing low-income housing, a partnership with a housing 
organization with financial expertise is critical. There is also a significant challenge in 
committing to operate on a long enough timeframe to satisfy capital investors. In order 
to secure adequate resources, housing developers generally require a minimum of 
7-10 years of stable, predictable revenue. By contrast, health payers typically forecast 
in 1-2 year increments given the rapidly changing policy landscape and changes 
to patient populations. To reconcile this mismatch of time horizons, a county, with 
financial risk across multiple agencies and regulatory authorities, could play a key role 
in supporting PSH set-asides in housing developments. A county health agency could 
commit to subsidizing units over a long timeframe and then coordinate placements 
(potentially multiple placements within the same unit over the term of the commitment) 
and services.

Social Impact Bonds are emerging funding mechanisms for social reform projects. The 
Social Impact Bond model requires a private investor to provide the capital necessary 
to offer specific services in exchange for full repayment of the initial investment as well 
as an additional return on the investment if the program generates cost savings. Social 
Impact Bonds have been successfully implemented to address criminal recidivism, 
and pilots are being developed to address asthma among children, birth outcomes, 
and diabetes. Because PSH offers such potential for cost-savings, private investors 
may be willing to fund projects through a Social Impact Bond approach. This model is 
currently being explored in Santa Clara County.57 
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Dimension Definition

Collaborative 
Leadership

• Leadership can create a unifying vision for system transformation and must be present at multiple levels 
within the health and human services systems

• Strong leadership can galvanize time, energy, and resources to identify priority populations and share data; 
shape a vision for care that addresses social determinants of health; make a compelling case for financial 
flexibility; and foster and maintain relationships across entities that may not have traditionally collaborated

Target 
Population

• Identification of a target population is a key starting point for the implementation of whole-person care 
• In a narrow approach, service model is targeted to a small high-cost, high-risk sub-population
• In a population approach, the service model is applied to an entire population at the county or sub-county 

level

Patient-
Centered 
Care

• Patient-centered care is care that is tailored to the individual, taking into account the complex constellation 
of social, behavioral, and physical health needs a vulnerable individual has in a consumer-centric manner

• Emerging commonalities across systems to delivering patient-centered care are:
• Multiple providers are working with an individual to develop an individualized care plan that takes into 

account the patient’s goals, motivations, and needs across multiple systems
• Individuals may have a designated care manager or care coordinator to support the implementation of 

the care plan, connect the patient to appropriate services, monitor progress towards care plan goals, and 
adjust interventions as needed

Coordination 
of Care 
Across 
Sectors

• Coordination between multiple providers and agencies serving a single individual is the key goal in a whole-
person care model

• Coordination is achieved through integration and/or collaboration between discrete entities that have distinct 
leaders, goals, budgets, staff

• Integration means that services are delivered by a single organization, at times in a single location most 
appropriate for an individual’s care

Shared Data

• Due to the siloed nature of health, behavioral health, and social service systems, as well as privacy laws 
and concerns, each system typically has its own data system, including information that cannot be shared 
between providers or across sectors

• Four major spheres of data can be shared: eligibility, health, behavioral health (including mental health and 
substance use), and social services (including utilization of county services and community-based social 
services such as housing)

• Shared data across sectors could help in providing whole-person by 1) Targeting high-need individuals with 
specific patient-centered interventions; 2) Allowing for coordinating services in real time across entities: and 
3) Supporting payment reforms and evaluation of whole-person care delivery system reforms 

Financial 
Flexibility

• Public financing for health, behavioral health, public health, and social services are currently siloed funding 
streams

• Financial flexibility can support and enhance whole-person care by allowing providers to spend funds flexibly 
to meet individuals’ needs rather than funding requirements of public payers

• Blended funding and braided funding are the primary mechanisms used to create financial flexibility. 
Blended funding refers to when two agencies at any level (e.g., county, state, federal) agree to jointly fund 
a set of services, and the funds are pooled into a single payment to organizations responsible for delivering 
or contracting for the delivery of services. Braided funding refers to two or more agencies jointly paying for a 
package of services but the funding stream and reporting requirements remain separate.

Appendix B 
Dimensions of Whole-Person Care
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