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Today’s Webinar 

 Today’s webinar will last approximately 1 hour 

 We have reserved time at the end of the webinar for Q&A. 

 Please pose your questions at any point during the webinar by 
using the Questions function found in the GoToWebinar toolbar. 
We will attempt to answer as many as we can.    

 Due to the high number of participants, you are in “listen only 
mode” 

 Today’s webinar is being recorded and will be posted on 
www.usich.gov 
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Join  the Conversation! 

Use #usich to join the conversation! 
Follow us on Twitter @USICHgov and @NCHVorg 

 

https://twitter.com/search?q=
https://twitter.com/USICHgov
https://twitter.com/NCHVorg
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Webinar Purpose 

 

 

 

 

 

 To provide information on how transitional housing providers can 
incorporate Housing First practices in order to improve outcomes for 
homeless Veterans and help them exit to permanent housing quickly.  

 These practices include low-barrier admission, provision of housing-
focused services, and housing placement services that both meets 
the needs of individual Veterans and targets permanent supportive 
housing resources to those who need it most.  

 To explore clinical perspectives from health care that demonstrate 
how Housing First practices help Veterans achieve greater wellness. 
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Panelists 

 Barbara Poppe, Executive Director, USICH 

 Baylee Crone, Vice President, Operations and Programs and 
Technical Assistance Director, National Coalition for Homeless 
Veterans 

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

 Dr. Tom O’Toole, Director, National Homeless Veterans PACT 
Program 

 Sue Smith, Vice President of Residential and Homeless Services 
for Project H.O.M.E.  
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What is Housing First?  

 Housing First (HF) is a proven method and clinical 
practice to end homelessness. 
 Works for individuals and families 

 Works in many different program models 

 Housing First programs offer:  
 Immediate, low-threshold access to permanent housing 

 No admission requirements for treatment, sobriety, 
program compliance, or income 

 Higher housing retention, lower returns to 
homelessness, and less crisis services/institutions. 
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What does Housing First mean 
for Transitional Housing?  

 Housing First is not just for Permanent Supportive 
Housing (PSH). Transitional Housing also aims to help 
participants live stably and independently. 

 Transitional Housing programs can incorporate 
Housing First into their programs by: 
 Providing low-barrier admission  

 Delivering housing-focused services 

 Helping residents transition to appropriate housing quickly 

 Where participants transition to depends on their 
needs – to PSH or to other affordable housing 
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Housing First: The NCHV 
Perspective  

www.nchv.org 
@NCHVorg 



HOUSING FIRST AND 
HEALTH CARE 
 
 
 

Thomas P. O’Toole, MD 
Director, Homeless PACT Program 
National Center on Homelessness among Veterans 
U.S. Department of Veterans Affairs 



Case Study 

• JM is a 54 year old homeless Veteran who has been living in local 
emergency shelters for the past three years  

 
• He presents to the emergency department after a fall (4th visit in 2 months) 

and was found to have high blood pressure and an elevated blood sugar.   
 
• On presentation to the Homeless PACT clinic, he is found to have 

hypertension, diabetes, hepatitis C, trench foot, along with chronic back and 
shoulder pain.  He also has a history of heavy alcohol use and occasional 
crack cocaine use but denies using anything currently 

 
• He reports he was diagnosed with all of this a few years ago at the local 

free clinic but was never able to take the medications prescribed because 
he lived at the shelter and kept forgetting to take them as prescribed. 

 



Case Study – cont’d 

 The housing coordinator at the H-PACT meets with JM and is able to quickly 
get him into transitional housing at our local grant-per-diem (transitional 
housing) site.  

 
 The RN case manager works with JM weekly to reinforce his medication 

regimen and educates him on how to check his blood sugars and watch for 
signs and symptoms related to his chronic diseases.  

 
 Within 3 months his diabetes, lipids and blood pressure are all at target, 

he is working with the mental health provider on the team for treatment of 
newly diagnosed depression and he has an initial appointment with GI for 
his Hepatitis C.  

 
 He hasn’t gone to the emergency department for care and is interested in 

trying to get a job and a place of his own. 



Case study – cont’d 

• Five months later he presents to clinic looking more disheveled and he 
missed filling his most recent prescriptions, including his antidepressant and 
reports that he started drinking again because his back was hurting and he 
was “tired of it all  and didn’t give a damn anymore”.  

 
• He is afraid he will lose his housing and reports he would have come in 

earlier but was too embarrassed.  He wants help.   

 
 



Background 
 
• Homelessness disproportionately affects Veterans. The average age 

is mid 50s;  10% are OEF/OIF and 8.7% are >62.  
 
• Homeless Veterans have more medical, mental health and 

substance abuse needs, concurrent disorders and chronic disease 
complexity.    Much of their care needs are delayed or deferred 
because of their homelessness.  

 
• More difficult to treat homeless persons in traditional settings: 

transportation, access, provider competencies, fragmented care and 
stigma are all significant barriers 

 
• Age adjusted mortality rate 4.5 time higher; mean age of death is 51 

 
 

 
 

 



Background 
 
• Homeless Veterans end up disproportionately relying on emergency 

departments and hospitalizations for care:  
 
• > 1/3  had at least 1 ED visit in the past year (3x higher than US norm); 12% 

had 4+ visits (30% higher than nonVeteran homeless) 
• 23.3% were hospitalized in the past year - over 2x more likely and at younger 

ages than nonVeteran homeless, Admissions were 36% longer and cost 20% 
more 

• 24.6% couldn’t get care when they needed it  
 

 
• Over 700,000 enrolled Veterans have experienced homelessness since 

2002.  Many continue to be at high-risk for a recurrence. 
 

 



How does the health care system typically respond to 
the care needs of a homeless person? 
                                                                                 Institute of Medicine, 1988 

Health Care and Homelessness 

Treatment of health  
conditions made  

worse 
 by homelessness 

Treatment of Health conditions  
caused by homelessness 

Treatment of  
health conditions  

causing  
homelessness 



Rethinking what homeless health care 
means  
Health seeking behavior as a “treatable moment” 
embedded in a health care episode to engage in 
needed services? 

 
How does health care fit with housing support?  
Are we working in concert with each other? 

 
Can we predict and be there for emerging needs 
once housed? 



Rethinking health care for homeless persons 
within a Housing First context 

Housing-First Oriented Health Care 

Health Care sites as  
“First Stops”  for newly homeless 

The health encounter  
as a “treatable moment”  

for behavior change  
and  

treatment engagement 

Health maintenance and support  
as a means of keeping people in housing 



Key Outcomes  
• 40 VA sites now have or are planning H-PACTs 
• 36.6% reduction in emergency department use (6 month 

pre-post); 1,101 fewer ED visits* 
• 34.1% reduction in hospitalizations; 240 fewer admissions* 

• Annualized systems savings : $5.8-7.2 million  (AHRQ/MEPS cost 
estimates) 

 

• 80.7% moved into stable housing within 6 months of enrollment 
(Providence VA data) 

 

• Significant improvements in chronic disease monitoring and 
management 
 

 
 

* Based on 6 month pre- post- H-PACT enrollment utilization comparisons using PCMM data 

 



Case Study Update 
 
– We met with JM’s social worker and the house manager at his GPD 

site and discussed the situation, including how going off his 
medications was playing a role in his behavior and his appearance.  
They were able to share how some group dynamics with other 
residents may have contributed. 

 
– JM agreed to restart his antidepressants and to accept a substance 

abuse treatment referral.  He started attending group and individual 
meetings and began to make a connection between how his 
drinking was contributing to his physical and mental health needs 
and how sobriety was needed to keep his housing.  

 
– He has now been sober for 3 years, lives in his own apartment and 

works at our H-PACT as a peer mentor.  He went on his first 
vacation in 15 years last summer to visit his brother. 

 



HOUSING FIRST 
 AND HEALTHCARE 
 
 
 

Joshua D. Bamberger, MD, MPH 
Medical Director, Housing and Urban Health 
San Francisco Department of Public Health 
Josh.bamberger@sfdph.org 



Case Study 
• 62 y/o male Veteran with many year history of alcohol, 

cigarette and cocaine addiction. 
• Frequent hospitalizations for exacerbation of emphysema 
• Followed closely by SF DPH primary care for the past 20 

years. 
• With expansion of HPACT in SF, began getting primary 

care at Downtown VA Clinic 
• In 2010 he became homeless after his girlfriend was 

evicted from Housing Authority housing for drug related 
behavior 

• In Feb 2012 he entered Hope House, on of the local GPD 
programs in SF 



Case Study (cont’d) 
• At the time of admission, he reported not having a drink 

for the past 15 days.  Utox negative for cocaine. 
• In April, he exhibited signs of alcohol intoxication and 

tested positive for cocaine on Utox. 
• Entered inpt SA treatment at VAMC for two months but 

was discharged after having two positive Utox for cocaine 
• Returned to Hope House after agreeing to attend 4 day a 

week treatment.   
• Hospitalized for COPD exacerbation 5 times in past year 
• After last hospitalization in Feb., entered Medical Respite 
• Moved into HUD VASH unit from MR 2 weeks ago 

 
 



Number of Homeless Veterans in 5 Communities with 
Greater than 40% reduction 2010-2012 



• Common values and philosophy of practice, 
strong leadership 

• Consistent application of housing first strategy 
• Targeting 
• High level of communication (HIPPA busters) 
• Use of data to inform policy and measure 
success 

 
 

Common aspects of “positive outliers” 



• Addiction and mental illness are life long 
disorders with fluctuating symptoms over time 

• Housing improves outcomes 
• Housing first can be abstinence based 
• Client centered 
• Working across a diversity of programs can 
improve outcomes 

• Moving forward to end homelessness 
 
 

Practicing Housing First 



Overview 

o 24 SRO units for homeless, addicted men who are ready to make a 
commitment to sobriety.  No requirement of sobriety upon admission.12 
of the 24 units are dedicated to Veterans who are homeless. 

o 24-hour staffing 
o Provision of meals 
o Medication management 
o Financial management services available 
o Case management and recovery services 
o Low levels of caseworker to resident ratio (approx. 1:10) 
o Employment, educational and life skills classes 

 

 
 

 
 

St. Elizabeth’s Recovery Residence (SERR) 
 

 
 

 



∗ 65 Veterans discharged: 
 
∗ 42 (65%) moved to independent, supportive or housing 

with family/friends (n=7) 
∗ 11 (17%) long term inpatient hospitalization or substance 

use treatment 
∗ 11 (17%) shelter/homeless or whereabouts unknown 
∗ 1 (2%) deceased 

SERR Outcomes 



Suzanne Smith, VP Residential and Homeless Services 
 suesmith@projecthome.org 
 215-232-7272 ext. 3070 
 

Contact Info 

mailto:suesmith@projecthome.org
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Questions? 

Please submit your questions 
via the Questions function 
found in your GoToWebinar 
toolbar.   
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www.usich.gov/usich_resources 

http://www.usich.gov/usich_resources/fact_sheets/the_housing_first_checklist_a_practical_tool_for_assessing_housing_first_in/
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VA’s National Call Center for  
Homeless Veterans 
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Stay Connected 

Sign up for our newsletter 
www.usich.gov/signup  

& Join USICH  on 

http://www.usich.gov/signup
http://www.facebook.com/pages/US-Interagency-Council-on-Homelessness/161277853932076
https://twitter.com/USICHgov
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