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Introductions

Homebase is a San Francisco-based nonprofit technical assistance firm 

dedicated to  addressing homelessness and its root causes.

❖ Subject matter expertise in homelessness and cross-system coordination

❖ Work at the federal, state, and local levels with an emphasis in California

❖ Assist communities to establish systems and programs to help people 
experiencing homelessness achieve housing stability and improve health 
and wellness

Gillian Morshedi

Directing Attorney

Nicole McCray-

Dickerson

Directing Analyst



Today’s Session

✓ The Case for Cross-System Collaboration

✓ Fundamentals of Homeless Response

✓ Opportunities to Partner to Improve 

Housing and Health Care Service Delivery 

and Outcomes



Homelessness and Health 
Disparities



• People experiencing homelessness are at greater risk for 
poor health.

• Increased rates of infectious and acute illnesses (skin diseases,  
TB, pneumonia, asthma); chronic diseases  (diabetes,  
hypertension, HIV/AIDS, cardiovascular  disease); mental 
and/or substance use disorders

• Susceptibility to violence and trauma 

• High proportion  of complex  health needs and co-occurring 
disorders  increases the number, intensity, and scope of 
services needed.

• Homelessness inhibits the long-term, consistent care needed  
for many of these conditions, aggravating the conditions 
and making them more dangerous.

Homelessness and Health Disparities



“People who are homeless have 

higher rates of illness and die on 

average 12 years sooner than the 

general U.S. population.”

Source: National Health Care for the Homeless 

Council Fact Sheet, February 2019 



People experiencing homelessness do not effectively 
access health care, even when enrolled in Medicaid 

or other insurance.

Limited knowledge by 
people and homeless 
assistance providers of:

• Health care resources 
available 

• How to access the health 
care system

Insufficient services and 
resources, including:

• Accessible behavioral 
health services (long wait 
times, lack of walk-in 
options)

• Transportation to get to 
appointments

Disconnect Between Need and Access



Separate systems without sufficiently strong:

❑ Data sharing mechanisms for identifying and 
understanding the needs of shared clients

❑ Cross-system coordination (or even awareness) 
regarding shared clients, resulting in missing 
knowledge about client history and needs and/or 
duplication of efforts

❑ Partnerships between homeless response system 
providers with hospitals and/or managed care 
organizations

Disconnect Between Systems



• Most minority racial and ethnic groups throughout the U.S.:

• are overrepresented among people experiencing 

homelessness compared to the overall population

• experience higher rates of illness and death across a 

wide range of health conditions (diabetes, hypertension, 

obesity, asthma, heart disease) when compared to their 

white counterparts

• Black people are nearly 5x more likely to experience 
homelessness than white people, Hispanic/Latinx nearly 2x 

more likely

• The life expectancy of non-Hispanic/Black Americans is four 

years lower than that of white Americans

Racial Disparities in Housing and Health

Sources: National Alliance to End Homelessness, CDC’s 
Office of Minority Health & Health Equity



Safe, Stable Housing Leads to Better Health 

• Housing is a Key Determinant of Health

• Housing linked with health care and support 

services improves health outcomes and reduces 

health care costs

• reductions in costs for hospitalization, emergency room 

visits, crisis services, shelter, jail, and detox

• higher rates of housing stability and retention; and

• improved health and recovery



Homeless Response 101 for 
Health System Partners



Fundamentals of Homeless Assistance

• Happens at the local, community level

• Diverse funding, including from federal, state, 

county, and/or city governments

• No single entity administers all resources

• Variety of types of assistance 

• Majority of housing assistance is prioritized for 

unsheltered people or those in emergency shelters



What is a Continuum of Care? (CoC)

Umbrella term for the 

group of organizations 

and agencies that 

collectively 

coordinates homeless 

assistance activities 

and resources in a 

community 

A CoC is not a legal entity, but a group or coalition of 
agencies and other stakeholders.

Each designates an entity to apply for federal funds, 
which HUD awards via annual competitive process.

The primary purposes of a CoC is to promote 
community-wide commitment to end homelessness.

HUD requires CoCs to develop certain processes, 
including Coordinated Entry.



Types of Stakeholders in a CoC

nonprofit 
homeless 
assistance 
providers

community
-based 
orgs

faith-
based 
orgs

victim 
service 

providers

local 
gov’ts

public 
housing 
agencies

school 
districts

people with 
lived 

experience

SUD 
treatment 

orgs

mental 
health 

agencies 

local 
businesses

street 
outreach 

teams

EMT/ 
crisis 

response 
teams

hospitals

affordable 
housing 

developers

law 
enforcement 

community 
health 

centers

clinics

social 
service 

providers

population
-specific 

orgs

advocates



Assistance and Services Provided

Emergency 
shelter

Temporary or 
permanent 
housing

Transportation 
assistance

Necessities like 
food

Financial 
support (one-
time or 
ongoing)

Supportive 
services 



Opportunities to Partner



Overview of Partnership Opportunities

• Learn about housing needs of your community and 
how to better identify needs of individual patients

• Learn about resources available to your patients

• Work together to make decisions about new clinics 
(including locations, services needed)

• Participate in Coordinated Entry System 

Build a 
relationship 

with your 
community’s 

CoC

• Co-location: Operate clinics/provide healthcare 
services on-site at shelters or permanent housing sites

• Step-down care: Medical respite/recuperative care 
programs (stand-alone, at shelters or other sites)

• Medically-supported outreach: Fund or staff street or 
“backpack” medicine programs

Form 
strategic 

partnerships 
with individual 

programs 



Additional Partnership Examples

• Medicaid managed care organizations contracting with 
CoCs to:

• Identify and outreach to members 

• Enroll new members

• Be alerted when members’ housing status changes

• Hospitals funding housing as a result of Community 
Health Needs Assessments 

• Emergency departments or health plans partnering with 
CoCs on “frequent utilizer” pilot programs: funding, case 
conferencing/care coordination, measuring outcomes
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Partnership Spotlight: Coordinated Entry

• Process each CoC sets up to ensure 

people experiencing or at risk of 

homelessness are: 

▪ prioritized for resources based on 

severity of need, and 

▪ matched to available resources most 

suited to them. 

• Primary purpose is to allocate housing 

resources equitably and 

appropriately. 

VS
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Key Components of Coordinated Entry

Placement

Referral

Matching

Prioritization

Assessment

System Entry
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Entry, Assessment, Prioritization

System entry

People seeking 
housing or services 
make contact with
the community’s 
homeless response 
system, usually by 
interacting with an 
outreach worker, 
calling 211, or 
showing up at a 
service provider’s 
site.

Assessment

All individuals and 
families who enter 
the system are 
assessed in a 
consistent manner, 
using a uniform 
decision-making 
process and 
standardized 
assessment tools. 

Prioritization

Clients are 
prioritized for 
housing and 
community 
resources based on 
need-based factors 
agreed upon by the 
CoC.
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Matching, Referral, Placement

Matching

As housing resources 
become available, 
people at the top of 
the community’s 
priority list are given a 
choice to accept 
those resources for 
which they are eligible
and which appear to 
meet their needs.

Referral

People matched with 
a resource are 
referred to the 
program holding that 
resource, which 
requires 
communication 
between those who 
made the match 
decision, the person 
being matched, and 
the program providing 
the resource.

Placement

People are placed 
into the program and 
ultimately into housing. 
This usually entails 
ensuring that the 
person is “document 
ready” and often 
requires the person, 
program, and other 
partners to work 
together to address 
various barriers to 
housing placement 
and stability.
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CES Opportunities: System Entry

• Learn basic eligibility requirements

• Know the entry points for your 

community’s system 

• Develop protocols for connecting 

people to CE system

• Serve as an entry point
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CES Opportunities: Assessment and 
Prioritization

• Help review, select, and/or 

develop assessment tool(s) 

• Notify CE system of patients who 

should be assessed

• Administer assessments

• Work with CE system on 

prioritization schemes

• Participate in prioritization 

discussions



28

CES Opportunities: Matching, Referral, 
Placement

• Participate in matching case 

conferences

• Help people understand their 

options 

• Offer support to housing providers

• Help people procure necessary 

documentation

• Provide transportation 

• Follow up with housed people
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CES Opportunities: System Performance 
and Evaluation

• Data quality review and data system improvements

• Metrics development and monitoring

• Data analysis to identify areas for improvement, 

including and especially relating to racial and other 

inequities

• Racial equity analysis of Coordinated Entry System 

operations and system performance metrics
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Key Takeaways

People with complex housing and heath care needs are significantly 
better served when systems of care coordinate.

CoCs and health care providers are critical partners. Communication, 
cross-system education, and collaboration can benefit both systems 
as well as people with housing and health care needs. 

Coordinated Entry offers a variety of opportunities for cross-system 
partnership and improved outcomes.
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Resources

• Handout: Homelessness Response 101 for Health Care Providers 
and Stakeholders

• Homebase webinars on Health Care-Homeless Response System 
Collaboration

• Introduction to Homelessness Response & Coordinated Entry: recording | 
slides

• Health Care Sector Participation in Coordinated Entry: recording | slides

• National Health Care for the Homeless Council

• U.S. Department of Housing and Urban Development Housing and 
Healthcare Coordination and Systems Integration

https://www.homebaseccc.org/_files/ugd/845f26_538e81803b6a47cf845360cfd7b23e2b.pdf
https://www.homebaseccc.org/homebase-webinars
https://youtu.be/75dBe-v4t8k
https://www.homebaseccc.org/_files/ugd/845f26_5d699aea0c164b5da55666219b8f4daa.pdf
https://www.youtube.com/watch?v=mqGELRS1blU
https://www.homebaseccc.org/_files/ugd/845f26_a735f135001044e39fdcf5155e452c0d.pdf
https://nhchc.org/
https://www.hudexchange.info/programs/housing-healthcare/
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New California-specific Resources

• Understanding and Leveraging CalAIM (California’s 

new Medicaid initiative)

• CalAIM Basics

• CalAIM’s Housing-Related Services

• The Housing & Homelessness Incentive Program (HHIP)

• Opportunities for Homeless Systems of Care under HHIP

https://www.homebaseccc.org/_files/ugd/7a8b17_2559da258bb14f5e8566e8a609500c74.pdf
https://www.homebaseccc.org/_files/ugd/7a8b17_99e88fe62eb44585adb2f73044762fe3.pdf
https://www.homebaseccc.org/_files/ugd/7a8b17_bf17b2b0efab48c79b8f3b916fc281ff.pdf
https://www.homebaseccc.org/_files/ugd/7a8b17_f7a46b3e37f745e6a352562d169bc1fe.pdf


Thank You!

Gillian Morshedi
gillian@homebaseccc.org

Nicole McCray-Dickerson
nicole@homebaseccc.org

www.homebaseccc.org

homebaseccc.org/healthcare

mailto:gillian@homebaseccc.org
mailto:nicole@homebaseccc.org
http://www.homebaseccc.org/
https://www.homebaseccc.org/healthcare


Questions? 

Submit your questions through the 
chat feature



October 26th, 3:00pm ET:
Medical respite care: An opportunity to address complex health 
needs
Speakers: 
- Julia Dobbins, National Institute for Medical Respite Care
- Caitlin Synovec, National Institute for Medical Respite Care

November 1st, 12:00pm ET:
Addressing health inequities in homeless populations through 
integrated primary care and behavioral health
Speakers:
- Dr. Pooja Bhalla, Illumination Foundation 
- Dr. Ashish Abraham, Foresight Health Solutions 

Upcoming 
webinars



We want your feedback!

An evaluation survey will be sent 
out after this webinar



Camden Coalition of Healthcare Providers

National Center for Complex Health and Social Needs
An initiative of the Camden Coalition of Healthcare Providers

www.nationalcomplex.care
@natlcomplexcare

800 Cooper St., 7th Floor
Camden, NJ 08102

Thank you!


