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Supportive Housing Roundtable Discussion
National Alliance to End Homelessness Conference – Washington DC
July 17, 2006 – 9:30am to 12noon
DRAFT 1
 “Supportive Housing, Hospitals, and Health Status:

What are we learning from research and practice, and how 

we can translate data into policy initiatives.” 
Facilitators: 
Carol Wilkins, Corporation for Supportive Housing



Arturo Valdivia Bendixen, AIDS Foundation of Chicago
Participants:

	Ruth Schwartz
	Shelter Partnership
	Los Angeles, CA

	Amy Rynell
	Heartland Alliance
	Chicago, IL

	Janet Hasz
	IL Supportive Housing Providers Association
	Chicago, IL

	Martha Burt
	Urban Institute
	Washington DC

	Rosalyn Crain
	National Housing Conference
	Washington DC

	Sue Augustus
	Corporation for Supportive Housing
	Chicago, Il

	Mary Cunningham
	National Alliance to End Homelessness
	Washington DC

	Eric Grumdahl
	Hearth Connection
	Minneapolis MN

	Stephanie Giering
	Camillus House
	Miami, FL

	Jacquie Anderson
	Corporation for Supportive Housing 
	Oakland, CA

	Daniel Kidder
	Centers for Disease Control
	Atlanta, GA

	Frederick Maclin
	Chicago Housing for Health Partnership
	Chicago, IL

	Laura Sadowski
	Cook County Bureau of Health, Collaborative Research Unit
	Chicago, IL

	Tracy Hugentober
	Warren Metro Housing
	

	Deborah Groves
	Warren Metro Housing
	

	John Savoia
	City of Boston – Emergency Shelter Com.
	Boston, MA

	Jim Greene
	City of Boston – Emergency Shelter Com.
	Boston, MA


Introduction by facilitators: 
· General sense from Congressional staffers, who are very supportive of needed policy initiatives in supportive housing, is that stories of supportive housing residents are important, but hard data is necessary for future change, esp. across political lines.  They especially need cost-effectiveness and cost-benefit analyses of supportive housing.
· There is particular difficulty in finding a common language among researchers (across fields), providers, and policy makers to formulate policy initiatives.
These conditions call for the development of a shared knowledge base among the supportive housing provider and research community for effective national, state, and local advocacy. The Portland Roundtable (see attached minutes) began to bring the key stakeholders for this effort together. Our DC Roundtable discussion aims to continue to develop the critical elements for future advocacy and practice improvement: common knowledge and a professional network. (A third roundtable will be in held in October in Baltimore as part of the AIDS Housing Research Symposium – see attached announcement paper).  

Below please find a brief record of the presentations and discussions supplemented by information provided in handouts available at the Roundtable.  Presenters’ names, associations, and email addresses are listed.  We hope that this document may serve as a starting point for our future together as advocates for additional supportive housing resources for people who are homeless or at risk of homelessness.

1. The CDC/HUD Housing and Health Study Project
Dan Kidder, Centers for Disease Control – dkidder@cdc.gov
Dan presented a series of PowerPoint slides that described this unique collaboration between CDC and HUD and three cities to demonstrate that housing is a structural factor in disease prevention and the support of health among homeless people living with HIV/AIDS. (See attached Power Point presentation). 

Target Population(s): Adults who are homeless or at imminent risk of homeless and who are living with HIV/AIDS. The project selected 630 participants (210 in each city) in Chicago, Baltimore and Los Angeles.
Intervention:  Two study groups: (1) the intervention group participants receiving   HOPWA housing vouchers for rental assistance that supported them to become stably housed while also receiving customary housing services, including intensive case management in a number of cases; (2) the control group participants receiving customary and usual services in the three cities. Each group is followed over 18 months, with four assessment periods: baseline, 6-month, 12-month, and 18-month. At each assessment period, participants complete questionnaire and provide blood sample to measure their viral load and CD4 cell count.
Key questions / Outcome measures:  (1) How stable housing for homeless people living with HIV/AIDS impacts their disease progression, risks of transmitting HIV, medical care access and use, and their adherence to HIV medication therapies. (2) To examine the cost of housing as an HIV prevention intervention and assess whether the intervention was cost-effective relative to other HIV prevention interventions and other public health interventions. 
Timeline: Baltimore and Chicago completed all data collection in July 2006. Los Angeles is scheduled to complete data collection by December 2006 / January 2007.
Preliminary findings:

Only baseline data is available at this time. Initial baseline findings will be released during the 2006 International AIDS Conference in Toronto.
Notes:
· Full study results will become available during 2007.
2. Chicago Housing for Health Partnership (CHHP)

Laura Sadowski, Collaborative Research Unit – Sadowski@cchil.org
Target population(s): 436 homeless adults living with a chronic medical illness who speak English or Spanish and who were inpatient at three Chicago area hospitals / Half have been randomized into the intervention group and the other half into the control group (intervention: 216 / control: 220)
Intervention:

For the intervention group participants - 

a) Hospital-based, program case managers begin planning respite transitional care between hospital and long-term housing
b) Respite-based transition between hospital discharge and long-term housing placement (duration range: 5 – 90 days), program case managers on site
c) Long-term supportive housing – including 14 intensive case managers
For the usual care participants –

The usual care services of the Chicago Continuum of Care for homeless persons discharged from area hospitals
Key questions the study will address including outcomes or impacts that are being measured:

a) How does the ‘housing first – integrated case management’ CHHP program affect the use of health services, i.e., hospitalizations, emergency room visits, and nursing home days?
b) How does the ‘housing first – integrated case management’ CHHP program affect housing stability – that is, the maintenance of at least 12-months of stable housing differ between those in the intervention CHHP program compared to those in usual care?
c) How does the ‘housing first – integrated case management’ CHHP program affect the quality of life, alcohol and substance use behaviors and severity?
Timeline for the study / when will results be available?

a) September 2003 to May 2006 – enrollment period

b) Tracking and Interviews (baseline at hospital, 3,6,9,12, and 18 months) – to be completed by November 2007
c) Baseline reports and publications will become available over the next 6 months
d) Results and publications will become available in the spring of 2008
Preliminary findings (if available):

 a) Maintained goal of 80% follow-up rate
 b) Emergency room visits – 2/3 reduction
 c) Hospitalizations – 1/3 reduction
 d) Nursing home days – ½ reduction

 e) Mortality rate of 9% with passive surveillance

 f) Incarcerated days – no difference
3. Hearth Connection - Minnesota
Eric Grumdahl – eric@hearthconnection.org
Target Population(s): 700 homeless persons living as part of 275 households with an average length of homelessness of 89 months for singles and 23 months for families
Intervention: Supportive housing with intensive services - scattered site housing units with mobile team of case managers
Key questions / Outcome measures:  Impact of supportive housing with intensive services on increased housing stability, improved physical and behavioral health, improved safety, better quality of life, and high satisfaction with services
Timeline: Final reports will be available in January 2007

Preliminary findings: Qualitative data from interviews with 500 participants shows increased housing stability and physical health abilities  
4. Illinois Supportive Housing Providers Association Project 

Amy Rynell – arynell@heartlandalliance.org
Janet Hasz – supportivehousing@aol.com

Research Entity: Mid-America Institute on Poverty of Heartland Alliance

Principle Investigators: Helen Edwards and Amy Rynell
The Study of Supportive Housing will explore how supportive housing impacts tenants’ reliance on state-funded services.  The study will focus on current supportive housing residents, who are homeless or at risk of homelessness, and/or who have a mental illness, and/or who are formerly incarcerated.  These groups have traditionally utilized expensive emergency and criminal justice at a disproportionately high rate.  Providing them with stable housing and basic services should reduce their use of these other, more expensive, services. 

Using state agency data, the study will track individuals’ reliance on state services for the time period two years before they entered supportive housing, comparing it to their reliance on state services two years after they entered supportive housing.  In addition, interviews with supportive housing residents will provide contextual information about personal experiences and specific life changes to supplement the quantitative service data.
Using this study, the Supportive Housing Providers Association (SHPA) expects to educate legislators, funders, and the general public that supportive housing reduces a person's reliance on expensive state emergency services and is a cost-effective solution for ending chronic homelessness.
The outcomes to be measured are: 

Service Impact: Does living in supportive housing change residents’ use of public crisis services?  Does the degree of need for services change?  

Change in Type of Service Utilization: Does living in supportive housing change the kind of services residents use or how they use these services?  

Cost Avoidance: Are public agencies spending less for people living in supportive housing, compared to public cost in the year(s) before supportive housing? 

Timeline Overview:  

2004: Study design, sample determination

2005: State agency and study participant agreements

2006: Study enrollment, preliminary data collection, pre-supportive housing analysis

2007-2008: Post supportive housing analysis

Release of Results:

3rd Quarter, 2006: Issue first interim report of the demographic snapshot of study participants.

1st Quarter, 2007: Issue second interim report of the pre-supportive housing analysis.

4th Quarter, 2008: Issue final report.

Study Update:

As of June 2006, 351 residents across seven Illinois counties have been enrolled in the study.  Study enrollment will continue through the summer.  In the fall we will begin collecting data from the state agencies.

5.   Frequent Users of Health Care Services - California

Carol Wilkins (reporting) – carol.wilkins@csh.org
What is the Frequent Users of Health Services Initiative?

The Frequent Users of Health Services Initiative is a five-year, $10-million joint project of The California Endowment and the California HealthCare Foundation focused on promoting a more responsive system of care that addresses patients’ needs, improves outcomes, and decreases unnecessary use of emergency rooms and avoidable hospital stays. 

"Frequent users" are often chronically ill, under- or uninsured individuals who repeatedly use emergency rooms and hospitals for medical crises that could be prevented with more appropriate ongoing care. They often have multiple psychosocial risk factors, such as mental illness, alcohol/substance use disorders and homelessness, and they lack social supports, which affects their ability to get continuous, coordinated care and services.  
The Initiative supports innovative approaches that address frequent user patients’ multiple needs—for example, medical, mental health, housing, alcohol, substance abuse—through multidisciplinary care, data sharing, adoption of best practices and engagement of patients in the most appropriate setting. The Foundations created the Initiative to encourage such approaches and stimulate the development of a cost-effective, comprehensive, coordinated delivery system for health and social services.

Six Implementation Projects Up and Running

In October 2004, the Initiative funded five three-year demonstration projects across the state that emphasize integrated, coordinated strategies to meet the health and related needs of the frequent user population. These projects join a project funded in 2003 through the Initiative’s first funding cycle.  The six implementation projects are collaborative partnerships led by:

· Alameda Health Consortium, Alameda County 

· Hospital Council of Northern and Central California, Santa Clara County

· Kaweah Delta Hospital Foundation, Tulare County

· Santa Cruz County Health Services Agency, Santa Cruz County (2003)

· Tarzana Treatment Centers, San Fernando Valley area of Los Angeles County 

· UC Davis Health System, Sacramento County

Findings from the Planning Process

In June 2003, the Initiative funded planning grants in Alameda, Orange, Sacramento, Santa Clara, Sonoma, and Tulare counties to help these communities learn more about their frequent user populations. Findings from these now-concluded projects include the following:

· Common medical diagnoses that led to emergency room (or emergency department, “ED”) visits included pain-related disorders, cellulitis, asthma and other respiratory conditions, epilepsy and convulsions, and psychiatric disorders, including those related to alcohol and substance use.

· Mental illness affected from 30 to 71 percent of the frequent user populations.

· Occurrence of alcohol and other substance use disorders ranged from 30 to 63 percent. 

· Co-occurring mental health and substance use disorders occurred in 13 to 42 percent.

· Homelessness or lack of permanent housing affected from 25 to 58 percent.

Grantees also found that the medical needs of the frequent user population are complicated by their multiple health conditions and lack of a regular source of care. They also noted frequent occurrence of physical disabilities, experience with domestic violence and incarceration, and mental health conditions, such as anxiety and panic disorder, that are disabling but do not meet the eligibility criteria of systems of care that focus on people with the most severe mental illnesses. 

Others Factors That Lead to Frequent ED Use

The planning grantees also documented some of the systems obstacles that contribute to frequent ED use, including: 

· Medical and non-medical care delivery systems that are too complicated for clients who lack health literacy and empowerment, and make it difficult to obtain services that could address needs before they become acute.

· Limited access to primary and specialty care services. 

· A universal shortage of available and affordable transportation to nonemergency settings. 

· Lack of medical respite care after hospital discharge.

Early Results Show Promise

In 2002 (as a pilot project) and 2003, respectively, the Santa Clara and Santa Cruz implementation projects began providing intensive case management and linking clients to appropriate medical and other services.   Early results are encouraging.   

· Preliminary data from both projects show significant decreases in ED visits.  In Santa Clara, the decline in visits was sustained (and even greater) in the second year.

· The Santa Cruz project has cross system data.  Results to date show declines in:

· ED visits, including both a reduction in the number of clients who visit the ED and a reduction in the total number of visits for those clients;

· Hospital inpatient days, including both a reduction in the number of clients with hospitalizations and the total number of inpatient days for those clients;

· Psychiatric inpatient days; and

· Ambulance use, jail bookings and jail days.

Challenges and Opportunities for Policymakers

The Initiative hopes to address critical policy and financing issues that have an impact on the availability and accessibility of effective services for frequent users of health services.  The Initiative will seek to influence state and local policies to achieve the following objectives:

· Reduce categorical barriers to coordinated care for frequent user patients with complex health and social needs.

· Eliminate facility licensing and regulatory barriers to integrated services delivered in a range of settings

· Ensure more adequate and flexible funding for services to meet a range of needs that might otherwise lead to frequent use of hospital services, including interdisciplinary care delivered in lower cost settings.

· Change provider training and practice models to support more interdisciplinary care.

· Designate a single point of responsibility for care for the frequent user population across systems.

· Establish comprehensive and shared data strategies that foster interdisciplinary care while protecting patient privacy.

6. Impact of Permanent Supportive Housing on Chronically Homeless Disabled Adults’ Use of Acute Care Health Services in a Public Hospital - Tia Martinez and Martha Burt

Jacquelyn Anderson (reporting) – Jacquelyn.anderson@csh.org
Target Population: Individuals living on the street or in shelters suffering from two of the following disabilities – substance abuse, mental illness, or HIV/AIDS
Intervention:  Placement in one of two supportive housing programs in San 
Francisco – Canon Kip Community House and The Lyric Hotel.  Both programs used a housing-first placement strategy and a “low demand” approach, in which all services are voluntary and abstinence from drug or alcohol use is not a requirement of residency.

Residents’ Characteristics: The sample included all of the 236 individuals served by the Canon Kip and Lyric between October 1994 and June 1998.
· 72% male

· 54% African-American, 31% white, 8% Latino, 5% Native American, 2% Asian

· Median age was 43

· All participants had been homeless for at least eight months and some for as long as eight years.

· 62% came from shelters, 28% from the streets, 10% from short-term treatment facilities

· 75% had both substance abuse and mental illness diagnosis

Methodology:  Administrative data was used to construct retrospective, longitudinal histories of service use two years prior and two year after being placed in supportive housing for the entire sample (n=236).  A case-control analysis was also conducted that compared a sub-sample of 100 cases that entered the program immediately with a sub-sample of 25 that were randomized to a waiting list and entered the program one year later.   

Data Sources:  Data on residents’ service use was collected from October 1992 to August 2000 from three different administrative data sets.  The San Francisco General Hospital/Community Health Network MIS provided billing records for all general medical and psychiatric inpatient stays and emergency department visits.  The San Francisco Department of Human Services provided demographic and diagnostic information.  Community Substance Abuse Services provided history of drug treatment.  

Other Handouts Presented: Arturo Bendixen made reference to two other handouts in the roundtable packet – the NAHC Housing and HIV/AIDS National Research Summit Fact Sheet and Portland’s Central City Concern Research Report 
Final Discussion:
Concerns that emerged from the follow-up discussion included:
· Need to establish a research/supportive housing information network by email or some other means, and possible future gatherings beyond the October roundtable
· Coherent evidence base necessary for effective advocacy: common, credible set of measures necessary for comparison
· Since baseline data for most of the research projects will be available during 2007, a beginning point for the needed policy initiatives should be an organized collection and dissemination of the baseline data   
· The final of the three roundtable sessions will be part of the upcoming NAHC Research Summit in Baltimore on October 20, 2006 in Baltimore (flyer for the Summit was distributed)
Arturo and Carol closed the roundtable discussion by reporting that they would stay in touch with all the participants to continue to organize the needed network.
The Roundtable was adjourned at 12:05pm
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