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Abstract

Integrating Healthcare and Social Services for Older People
and People Experiencing Homelessness

by

Chris Rubeo

Doctor of Public Health

University of California, Berkeley

Professor Amanda L. Brewster, Chair

States are increasingly leveraging waivers and other flexibilities in the Medicaid program to
experiment with using Medicaid to fund services to address health-related social needs.
This trend has created new financial incentives for cross-sector collaboration and
integration of care. Better integrated social and medical care is expected to lead to more
effective services, lower costs, and improved outcomes for patient populations that
frequently use high-cost medical services, but is challenging to achieve. This dissertation
examines care integration efforts for two populations that have been the focus of recent
reforms: older people and people experiencing homelessness.

The first study uses qualitative interviews with county aging services leaders in the San
Francisco Bay Area to identify the challenges and opportunities counties face in delivering
services to older people and people with disabilities. The second study uses qualitative
interviews to describe motivations and concerns of healthcare and social services
organizations when integrating social and medical care for people experiencing
homelessness in Los Angeles County. The third study uses participatory methods to explore
street medicine providers’ perspectives on the impact of newly available Medicaid funding
on their service model. Taken together, these studies elevate the voices of providers, payors,
and county leaders to document early lessons and insights from their experiences
delivering integrated services.
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Introduction

Since the early 2000s, healthcare payment reform efforts in the United States have been
guided by the “triple aim” of improving the experience of care, improving the health of
populations, and reducing per capita costs of health care.1 Over that same period, a
preponderance of evidence shows that environments where people live, work, and grow
play a significant role in determining peoples’ life trajectories and health outcomes.2 That
evidence along with a growing consensus that the United States overspends on medical
treatment and underspends on social services3 has led to policy and payment reforms that
redirect healthcare spending towards addressing the social determinants of health.4,5

States are increasingly leveraging waivers and other flexibilities in the Medicaid
program to experiment with using Medicaid to fund services to address peoples’
health-related social needs.6 In a growing number of states, Medicaid has begun to pay for
care management for people who frequently use high-cost healthcare services and, in some
states, Medicaid programs are experimenting with paying for housing-related supports,
nutrition assistance, transportation, employment assistance, personal care assistance, and
other non-medical support services as a substitute for medical care.6 The new availability of
Medicaid funding to pay for health-related social services has created financial incentives
that are driving cross-sector collaboration7 and integration of social and medical care.8,9 But
it has also called into question the appropriate scope and role of healthcare in addressing
social needs10 and has raised concerns about the potential harms of medicalizing social
problems.11

Still, despite those concerns, care integration has become a policy imperative based
on the expectation that it will lead to more effective services, lower costs, and improved
outcomes for patient populations that frequently use high-cost medical services.12

Integration of care is defined as whether people receive services that address their needs
and which are coordinated across all sectors with which they are involved.13 It can occur at
multiple levels in a care system and involve the linking of structures, functions, norms,
interpersonal relationships, and processes among organizations in a health system or
teams within organizations.14 Often, in its most basic form, cross-sector integration
manifests as healthcare organizations screening patients for health-related social needs
and making referrals to local CBOs to address those needs.12 In other cases, organizations
engage in more intensive integration efforts by bringing social and medical services into the
same location or onto the same team15,16 by “building” new capabilities within an
organization or “buying” them through cross-sector partnerships.17

Though promising, social and medical care integration has proven challenging to
achieve.18,19 Screening and referral processes often involve very little true integration of
care or coordination between the referring and receiving agencies, therefore, its impact
may be limited by patients declining assistance, not following through on referrals, or not
qualifying due to narrow eligibility criteria for accessing community resources.20 On the
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other hand, integration efforts that rely on cross-sector partnerships have proven
challenging due to the need to align operations and services across organizations that may
have very different values, priorities, regulations, funding, staffing, and capacity.8,21–23

This dissertation examines care integration efforts for two populations that have
been the focus of recent reforms in California: older people24 and people experiencing
homelessness.25

Research Aims

The first aim is to identify the challenges and opportunities counties in the San Francisco
Bay Area face in delivering services to older people and people with disabilities (Aim 1).
County Adult and Aging Services (AAS) departments play a critical role in caring for older
and disabled adults.26,27 In the Bay Area, rapid growth in the number of people seeking
county AAS services,28 coupled with increased complexity of service needs,29 has placed
tremendous pressure on county AAS to expand capacity. Additionally, recent policy changes
at the federal30 and state level24,31 call for more integrated social and medical services for
older and disabled Californians and present unique challenges and opportunities to county
AAS as they work towards creating a Bay Area where people of all ages and abilities can
thrive.

Second, we describe the motivations and tensions reported by healthcare and
homeless services providers in Los Angeles County who are involved in integrated housing
and health services for people experiencing homelessness (Aim 2). People experiencing
homelessness have high rates of co-occurring physical health, mental health, and substance
use disorders compared to housed people.32,33 The complexity of seeking services from
multiple organizations in separate care systems is a known barrier to care.34,35 To address
that barrier, many organizations that serve unhoused people are taking steps to integrate
care, often by partnering with other organizations within and across sectors.36–38 However,
little is known about the motivations and concerns of healthcare and social services
organizations when integrating social and medical care for people experiencing
homelessness.

Lastly, we explore street medicine providers’ perspectives on the impact of newly
available Medicaid funding on their service model (Aim 3). Street medicine is the practice
of providing integrated medical care and social services to people experiencing unsheltered
homelessness in their own environments, often in locations like encampments, parks, and
under bridges.39 The model is becoming more widely used in Los Angeles County due to the
availability of new Medi-Cal funding and recent state and federal policy changes.40–42

However, little is known about how these changes are impacting street medicine providers
or the services they deliver. Street medicine teams are well-positioned to bridge the gap
between the housing and healthcare sectors, and an improved understanding of how these
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providers are experiencing changes in their payment environments could impact broader
adoption of the model.
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Chapter 1: Bay Area Adult & Aging Services Strategic Planning 2022

Abstract

County Adult and Aging Services (AAS) departments play a critical role in caring for older
and disabled adults. In the Bay Area, rapid growth in the number of people seeking county
AAS services, coupled with increased complexity of service needs, has placed tremendous
pressure on county AAS to expand capacity. Additionally, recent policy changes at the
federal and state levels present unique challenges and opportunities to county AAS as they
work towards creating a Bay Area where people of all ages and abilities can thrive. This
report summarizes key findings from a year-long strategic planning process by the Bay
Area Social Services Consortium Adult Services Committee and makes seven
recommendations for strengthening AAS in the region.

Background

a. California’s population is aging and disability is becoming more common

California is undergoing a historic demographic change. Older adults are the fastest
growing age group in the state. Between 2010 and 2040, the number of adults 60 years or
older will more than double (from 6.1
million to 12.6 million); by contrast, the
overall state population is projected to
increase only 16%. This trend is mirrored in
the Bay Area, where the fastest population
growth is concentrated among the oldest
adults, 75 and older (Figure 1). The number
of adults with disabilities is also increasing:
In California, almost 1 in 4 adults has a
disability, and this number is projected to
grow.43,44 Finally, California is already one of
the most diverse states in the country and
will only become more so in the future.45 All
of these changes will have a significant
impact on county services in the region.
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b. More older adults and people with disabilities will rely on county adult and
aging services for support

County Adult and Aging Services (AAS) play a critical role in caring for socioeconomically
vulnerable older adults and people with disabilities. Current trends indicate that a growing
number of people will rely on county programs for support as they age. Caseloads for
county AAS programs have been growing for decades, particularly In-Home Supportive
Services (IHSS)46 and Adult Protective Services (APS).47 Research from the Public Policy
Institute of California finds that the number of Californians who will have difficulty caring
for themselves will nearly double from 548,700 people in 2012 to 1,010,100 people in
2030.29 It is also becoming more common for older people to be single, childless, or living
alone. Without family close by to support them day-to-day, more older adults and people
with disabilities will rely on county programs for support in the coming years.

As caseloads grow, it is becoming more difficult for counties to ensure that everyone
who qualifies for services can access them. For example, IHSS pays for essential services for
low-income older adults and people with disabilities, including house cleaning, meal
preparation, personal care services, and accompaniment to medical appointments.
However, a 2021 report by the California State Auditor27 found that tens of thousands of
IHSS recipients do not receive the services for which they qualify, and that counties are
unprepared for future program growth. Without planning and investment by the state and
counties, the gap between service eligibility and access will continue to grow. When people
who qualify for IHSS or APS go unserved, the chance they will become injured and need
expensive medical services and long-term nursing home care increases.27

c. The needs of older people are growing more complex

The needs of older people are becoming more complex, and gaps in the county services
available to meet these emerging needs are growing. Increasing numbers of older adults are
experiencing homelessness,48 substance use disorders,49 and untreated behavioral health
needs.50 A growing number of older people also struggle to afford the basics51—healthy
food, safe housing, and reliable transportation—but do not qualify for means-tested
government support through Medi-Cal, California’s Medicaid program. On average, cost of
living for older adults is much higher in the Bay Area than in California as a
whole—$41,275/year or $3,440/ month in the Bay Area compared to $34,008/year or
$2,834/month in California. Affording the cost of living in the Bay Area is especially
challenging for people over 65, who often rely almost entirely on their Social Security
benefits.24 As a result, Bay Area counties are seeing more “property rich, cash poor” older
adults who seek support from the county through programs that have less strict eligibility
requirements than Medi-Cal, indicating a growing need for programs that serve
middle-income older adults.52 There is also a notable shortage of services for older adults
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who are cognitively impaired, particularly those with dementia.53 To respond to changing
needs, county adult and aging services are adapting existing services and creating new
programs.

Jerry’s Experience: Client Vignette, IHSS

For over two decades, Jerry worked construction jobs and lived independently. A back injury left him
unable to work, and his expenses quickly depleted his savings. At the age of 59, Jerry was evicted from his
apartment and started living on the streets of San Francisco. To cope with the difficulties of living on the
street, Jerry started to use heroin and quickly became addicted. Though he had access to some resources
through various services for people experiencing homelessness in San Francisco, Jerry regularly used the
emergency room in order to manage medical situations stemming from his diabetes and hypertension.
Jerry’s substance use disorder and chronic care needs made it hard for him to remain housed. For Jerry and
many others like him, new types of programs are needed to address the range of difficulties making it hard
for him to thrive. The county stepped in to support Jerry during the COVID-19 pandemic. His story
highlights the emerging need for “contract mode” or agency-managed IHSS to support recipients who
struggle to direct their own care. Contract mode IHSS is currently only available in San Francisco, but
multiple directors have expressed the need for similar support in their counties.

d. Emerging policy reforms are directing new attention and energy to issues
impacting older and disabled Californians

Today, counties face the unique opportunities, challenges, and realities of an aging
population. New statewide initiatives such as the California Master Plan for Aging and
California Advancing and Innovating Medi-Cal (CalAIM) provide tremendous opportunities
for innovation in aging services yet also place new demands on an already lean service
system. Meanwhile, the COVID-19 pandemic highlighted the critical shortage of home care
workers (also referred to as “caregivers”) and revealed the vulnerability of older adults to
sudden economic downturns, evidenced by the rise in food insecurity during the
pandemic.54 The Home Safe pilot program—a 2018 to 2021 initiative designed to improve
county capacity to support APS clients who are homeless or at risk of becoming
homeless—has resulted in new partnerships with local homelessness service providers
and new staff expertise and capabilities in housing navigation.55 In the coming years, more
older adults will require assistance with self-care, placing even greater demands on a safety
net already approaching the limits of its capacity.29

e. To create a Bay Area where people of all ages and abilities can thrive, counties
will need to develop new programs and refine how existing ones are delivered

As communities across the state adapt to become more inclusive to people of all ages and
abilities, county governments will play an important role as funders, conveners, and direct
providers of support. Expanding the capacity of county AAS will be necessary to ensure Bay
Area residents have the support they need in the coming years.
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In 2021-22, the Bay Area Social Services Consortium Adult Services Committee
(BASSC-ASC) engaged in a year-long data gathering and strategic planning process in order
to: identify current and emerging needs among older and disabled adults; describe key
accomplishments and challenges in service provision; and develop strategies to expand
service capacity. This report summarizes findings, outlines seven strategies to strengthen
AAS, and describes how Bay Area counties are already taking action to improve the lives of
older adults and people with disabilities in their communities. The seven strategies are:

1. Grow the adult and aging services workforce
2. Adopt new policies, procedures, and approaches to management
3. Build partnerships
4. Integrate services and use a client-centered approach
5. Seek new and more flexible funding
6. Develop equitable and responsive programs and workplaces
7. Educate about ageism

1. Grow the adult and aging services workforce

Key Findings: An expanded workforce is needed to serve the growing population of older and
disabled adults and ensure service access and quality. As counties plan for the future, they seek
staff with new capabilities and expertise, including bilingual staff and staff with skills to
address homelessness, behavioral health, and substance use. However, recruiting and
retaining social workers for AAS is challenging56 due to salary competition, the limited
number of Master of Social Work (MSW) program applicants interested in gerontology,
limited training in gerontology within schools of social work,57 slow and bureaucratic county
hiring processes, and other county-specific issues.

a. A larger workforce is needed to meet the needs of the growing aging
population

County AAS departments operate with a lean workforce and are grappling with how to
serve the growing number of clients. AAS leaders report that if they are unable to hire more
staff, they expect service quality and access will suffer in the coming years as their client
population grows. Although county AAS departments may administer a range of
programs,26 this section of the report focuses primarily on core county programs for which
AAS directors report unique workforce challenges: In-Home Supportive Services, Adult
Protective Services, Public Conservator, and Public Guardian.

“I don’t know that the work is sustainable without the department growing. It just has to grow,
it’s necessary.”
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In-Home Supportive Services (IHSS)

The IHSS program serves more than 591,000 individuals statewide, helping recipients live
independently in their own homes and avoid long-term care arrangements that would be
much more costly to the state.27 Historically, the state’s IHSS caseloads have grown by
approximately 7% each year, from just over 200,000 clients in 1999 to just over 500,000
clients in 2018.46 Bay Area AAS directors report that their departments have grown
considerably over that same period but not enough to keep up with the growth in demand
for IHSS services. From January 2015 through December 2019, the number of recipients
statewide who lacked care grew from 33,000 to more than 40,000 on average each month.27

In addition, although counties must generally make an initial determination of an
applicant’s eligibility for IHSS within 30 days, applicants in 2019 waited more than 72 days
on average.27

IHSS faces two distinct workforce challenges. First, IHSS relies on caregivers to work
with older adults and people with disabilities in their homes. However, there is a statewide
caregiver shortage, which is expected to worsen. Currently, a large share of IHSS caregivers
are family members of IHSS recipients. However, as the number of divorced, single, or
childless older adults increases, IHSS will increasingly rely on non-family professional
caregivers.29 The low wages that counties pay to caregivers also makes recruitment difficult.
In 2021, no county in California paid its IHSS workers a living wage,58 and many IHSS
caregivers had sufficiently low income to qualify for county social services themselves.27

County directors are concerned that the increasing population of older people, changing
family caregiving norms, low wages for IHSS caregivers, and existing caregiver shortage will
make IHSS very difficult to operate in the coming years.

“In IHSS you’ve got the combination of really low wages and hard work. Caregivers are not
being paid living wages. So people are leaving the caregiving field and I don’t blame them, I
would too. Who can survive with the wages that are provided? … Some of our clients have such
severe needs, and there’s no way for us to compensate caregivers for more intense work.
Whether you're having to clean somebody’s body or you’re having to vacuum someone’s house
you get the same amount of pay. There’s just no fair way to compensate people for the work
that they do. And so the number of providers is dwindling.”

In addition, more county social workers are needed to process applications for the
program, guide applicants through the application process, and conduct annual
reassessments. In some counties, large caseloads prevent social workers from offering
clients adequate, timely support, and as a result, a growing number of clients are enrolled
in IHSS but not connected with caregivers. The challenges navigating the IHSS application
process and hiring a caregiver experienced by some clients (e.g., people living in shelters)
compound the problem. As caseloads grow more complex, social workers experience
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decreased bandwidth, focusing attention on clients with the greatest needs, leaving
higher-functioning clients with less support. County directors are concerned that quality
and timeliness of IHSS services will suffer if counties fail to increase the number of IHSS
social worker positions in their AAS departments.

Adult Protective Services (APS)

County APS programs provide a critical safety net to protect older adults and dependent
adults from abuse, neglect, and financial exploitation. County APS staff respond to reports
of abuse and neglect and conduct case investigations. Similar to IHSS, the size and
complexity of APS caseloads are increasing. Santa Clara County, for instance, reports that
since 2013, the overall APS volume of reports and active cases has increased approximately
14% each year.47 Other Bay Area counties report similar growth, yet growth in the APS
workforce has not kept up with increased demand.

Another challenge for APS relates to providing ongoing case management to meet
the growing need for more extensive support. This is particularly true for clients
experiencing homelessness and those with dementia. Given limited state or federal funding,
counties often struggle to offer ongoing case management to APS clients. Many
communities also lack the specific resources that clients need (e.g., memory care, affordable
housing). In response, county AAS directors report efforts to create new programs to
address service gaps within the community (e.g., for case management and other
supportive services).

“An increasing number of our clients are coming in with severe mental health issues,
homelessness, substance use, which requires a lot more intensive work.”

Public Conservators and Public Guardians

In California, Public Conservator and Public Guardian (PC/PG) programs play a critical role
in caring for individuals who do not have capacity to do so themselves. Public conservators
arrange mental health treatment and placement for people who are unable to provide for
their food, clothing, shelter, and treatment needs, as a result of a mental health disorder.59

Public guardians assist adults who are substantially unable to provide for their own basic
needs like food, clothing, and shelter, (e.g., older adults with severe limitations or
individuals with serious cognitive impairments). In over half of California counties, AAS
departments are responsible for administering these two programs.26 Counties do not
receive any targeted state funding to support PC/PG operations, which hinders their ability
to adequately staff these programs. Upcoming implementation of California’s new CARE
Court system60 is expected to increase referrals to PC programs, placing further strain on
their ability to meet client needs.

9

https://www.zotero.org/google-docs/?VQpbzJ
https://www.zotero.org/google-docs/?rJXyTC
https://www.zotero.org/google-docs/?1owpli
https://www.zotero.org/google-docs/?s91dpZ


b. Recruiting and retaining social workers for adult and aging programs has
proven challenging

All counties report facing barriers to recruiting and retaining social workers. Findings from
the BASSC 2021 AAS workforce survey and interviews with county AAS leaders, presented
below, identify the primary recruitment and retention challenges faced by counties, and the
strategies they are using to overcome them.

“I’ve had to do two rounds of recruitment to try to fill a position—8 months—and that really
hurts. It takes a long time to get people in, if you even can.”

Directors experience broad, structural challenges to hiring such as a shortage of social
workers graduating from Bay Area universities with interest or training in gerontology, and
recruitment has become even more difficult as counties seek to hire bilingual social
workers to provide culturally and linguistically appropriate services. In the 2021 survey,
eight of the eleven Bay Area counties noted language proficiency as a recruitment criterion
that was difficult to fulfill.

The low pay social workers in AAS receive relative to other social work specialty
areas is a common issue across counties. For example, in most Bay Area counties,
compensation for social workers with comparable training and experience is higher in
children’s services than in AAS.26 Directors also note that AAS departments compete with
other public sector organizations and private employers, both within their county and in
neighboring counties, to attract social workers. Some directors report hiring and training
staff only to see them move to another department, county, or non-county organization for
higher pay or better benefits.

Other challenges are county-specific. For example, counties with a high cost of living
experience difficulties attracting applicants who are willing to move to their county for
relatively low-paying jobs, or commute from distant, low-cost counties. Counties that
border higher-paying counties lose applicants to counties that offer better pay or benefits.
Rural counties report challenges attracting social workers to live and work in their
communities, citing the distance from Bay Area schools of social work. Finally, slow county
hiring processes can also hinder recruitment efforts.

c. Strategies to expand and strengthen the workforce

County AAS directors highlight the importance of state support for workforce development,
particularly investment in stipend programs and other pipeline programs to make careers
in Adult and Aging Services more compelling to social workers while they are still in
graduate school. Directors note that to be effective, local schools of social work might also

10

https://www.zotero.org/google-docs/?uBD8YD


need to enhance available training in gerontological social work practice. Directors report
developing an array of strategies to expand the AAS workforce and make their positions
more attractive to potential applicants. Key strategies include succession planning,
professional development opportunities, and flexible work arrangements (e.g., telework).
Retention is supported by creating pathways for professional growth (e.g., career ladders),
while recruitment is aided by offering field placements to current students or opportunities
for clinical supervision to recent graduates.

“When they come to the interview people are asking, ‘Do you offer clinical supervision?’
Because it’s so important. A lot of them are coming in halfway through getting their clinical
hours, and so we need to support that. About 80% of the staff we hired in the last three years
came in wanting clinical supervision. It can make or break someone’s decision to come to the
county.”

Counties are working to build new capabilities to serve more older people who are
experiencing homelessness, have behavioral health needs,26 or seek care in a language
other than English. Hiring staff with necessary expertise (e.g., staff who are bilingual or
reflect the demographics of the clients they serve) is another priority for AAS directors.
Serving older people experiencing homelessness represents a new role for AAS
departments.

“One challenge is the growing homeless older adult population and all the issues around that.
We do not have the expertise. We’re not housing experts. We’re not mental health experts. [But]
we’re trying to do better.”

Case Study: The Santa Cruz Design Team

In 2016, Santa Cruz AAS leadership created the Design Team within Santa Cruz County’s Division of Adult
and Long-Term Care in response to a staff survey that found limited trust and lack of communication
between management and line staff. The Design Team works to build trust and improve communication by
facilitating collaborative decision making—bringing staff and leadership together to develop new initiatives
and projects. The Design Team improved staff morale by creating a work environment where staff feel that
their perspectives and experiences are valued.

2. Adopt new policies, procedures, and approaches to management

Key findings: All BASSC-ASC directors report adopting new policies, procedures, and
approaches to management. These changes are designed to improve staff recruitment and
retention or the access, quality, and efficiency of services. Key changes to improve staff
recruitment and retention include implementing flexible work arrangements, offering more
supervisory support and professional development activities, and changing workplace culture
to encourage bottom-up communication from staff. To improve access, quality, or efficiency of
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services, directors are implementing new approaches to performance management,
redesigning how services are provided, and investing in new data / IT infrastructure or other
technology to support meaningful use of data to inform decision-making and practice.

a. Recruitment and retention

The COVID-19 pandemic placed immense strain on local health and social safety net
providers,61 and fundamentally altered the nature of work in the U.S.62,63 To protect
employee health and safety, Bay Area human services agencies instituted new or revised
remote work policies. As the pandemic abates, in order to improve recruitment and
retention, most counties have extended remote work policies to permanently allow staff to
work remotely at least 1-2 days per week.26 Implementing telework and other flexible work
arrangements can require lengthy negotiations with labor unions, investment in
technology, and development of new supervisory practices and organizational workflows;
equitable implementation can also be a challenge, as some adult and aging services can
only be provided in person. However, multiple directors describe flexible work
arrangements as critical to their ability to successfully recruit and retain staff.

“That’s a question staff ask at interviews, ‘Do you offer alternative work schedules? … COVID
has really changed the way people look at work and balance and we need to meet them where
they’re at.”

AAS directors also describe efforts to improve staff retention by strengthening the quality
of supervisory support, offering more professional development opportunities (e.g., “on the
job” field placements for social work degree programs or clinical supervision towards
licensure), and changing workplace culture to encourage more bottom-up communication.
For example, Santa Cruz created the Design Team to allow for greater staff input in
decision-making while Alameda established new processes for regular, bi-directional
communication between leadership and staff. To mitigate impacts of pandemic-related
administrative turnover, several directors report engaging in more purposeful succession
planning.

“We’ve had so many changes in managers and supervisors, I implemented a policy where if you
are leaving your management position, you must write a detailed transition document so the
person coming into your position has a good lay of the land. It’s been a good way to capture
knowledge for new people entering.”

b. Service Improvements
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All county AAS directors describe changing organizational policies, practices, and
management approaches to improve access, quality, and efficiency of services. Key
strategies include redesigning services, implementing new approaches to performance
management, and investing in new data and IT infrastructure or other technology to
support meaningful use of data to inform decision-making and practice. With regard to
service redesign, several counties report cross-training staff from different programs to
facilitate more holistic, client-centered approaches to care. Other counties describe
restructuring their units or redesigning care processes to improve quality and efficiency of
care provided. For example, to improve timeliness of the IHSS intake process, Contra Costa
changed existing workflows, including timing of case assignments and responsibility for
intake assessments.

Multiple counties also emphasize the importance of collecting and meaningfully
using data to identify community needs, guide performance management and performance
improvement efforts, demonstrate program impact, and support advocacy efforts. For
example, Sonoma is one of several counties that use Results-Based Accountability to inform
how they describe, measure, and report on program performance. In San Mateo, use of a
new data analysis and visualization software, PowerBI, is helping the leadership team
rapidly review data on changing community needs and identify where targeted program
improvements might be needed.

Case Study: Transforming In-Home Supportive Services in Contra Costa

In FY 2020/21, Contra Costa’s IHSS intake assessment performance was among the worst in the state. In
2021/22, the Adult & Aging Services leadership team made significant changes to how the program was
administered, including changes to how intake cases were assigned and to staff responsibilities. These
changes resulted in significant improvement in intake performance, from 22.78% of cases with timely
assessment to over 90%.

Case Study: Meals on Wheels San Francisco

Meals on Wheels San Francisco (MOWSF) is a home-delivered meal assistance program that serves over
4,000 people daily, including older adults and people with disabilities in the community. Over a four-year
period, MOWSF shifted from a paper-based client tracking system to a Salesforce-based customer
relationship management platform and staff-facing mobile application. Developing and implementing the
platform was described as resource-intensive but transformative for the organization. The platform is used
to track active clients, inform routing and mapping logistics for drivers, and provide real-time updates on
delivery, client condition monitoring, and visit follow-up. Data from the platform are also used to support
management decision-making, quality improvement efforts, and to demonstrate program impact to
funders.

3. Build partnerships

Key findings: Maintaining strong ties with local organizations, other county departments, and
at the state level is a priority for AAS leaders in the Bay Area. Partnerships keep directors
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informed about changing community needs, allowing them to respond with new programs
and services. Partnerships also enable counties to respond more quickly and effectively to
natural disasters, successfully advocate for new funding or programs to support older and
disabled adults, and better integrate care for the people they serve.

County AAS departments rely on strong ties with community partners to stay informed
about and respond to emerging needs or natural disasters, and to successfully advocate
policy and practice change. Counties responsible for administering local Area Agencies on
Aging (AAAs) often report relying closely on the AAAs to stay connected to key
stakeholders in the community and help advocate for the needs of older adults. Many
counties also describe using advisory boards, councils, or collaboratives to engage
community partners.

a. Area Agencies on Aging

Since the 1970s, AAAs have served as local leaders that plan, coordinate and deliver
services and programs that enable older adults to live at home and in the community with
dignity and independence. AAAs can be private nonprofit organizations or administered by
local government; in most Bay Area counties, the AAA is located within the county AAS
department. In these counties, AAS directors say the AAA plays an important role in
partnership development. In all counties, AAAs provide core services such as congregate
and home delivered meals, transportation, case management, benefits/health insurance
counseling, and family caregiver support programs.64 AAAs also play an important role in
advocating for the needs of older adults, and in many counties, work with community
partners to help identify and address gaps in services.

“AAAs can be purely administrative or they can be very involved. Our AAA takes leadership on
aging issues like getting our county designated age-friendly … Our AAA can be a leader
because our community is involved, we have staff who are driven to carry out a vision, and
elected officials that support that. The key ingredient is having a community that gets
involved.”

b. Community Engagement

Many Bay Area counties also report relying on advisory boards, councils, and collaboratives
to help alleviate the concerns of community members and support community engagement
in the creation of age- and disability-friendly programs and policies. For example,
Alameda’s Age-Friendly Council provides a platform for the county and the community to
come together on issues impacting older adults and was responsible for drafting the
county’s Age-Friendly Workplan. Similarly, Marin’s Aging Action Initiative leveraged a
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strong network of organizations from different sectors to support policy and program
change through advocacy, education, and service innovation.

“The intention of the Age-Friendly Council is for the agency to partner with community-based
organizations to make policies and procedures … focused on the older population.”

c. Emergency Response

Strong partnerships also enable county AAS departments to respond more quickly and
effectively to natural disasters. For example, Marin’s strong ties with partner organizations
in the Aging Action Initiative allowed the county to quickly launch its “Great Plates
Delivered” meal delivery service for older adults during the COVID-19 pandemic: “[During
COVID] we needed to infuse much, much more than we normally had into the system. […]
Delivering groceries is not something we had done before. But there were so many
organizations working together and we were all very well connected. We had good
relations with local organizations, we had worked with each other before. Even if I didn’t
have a contract with them, I knew them from this collaboration.” Several counties report
that recent natural disasters (e.g., wildfires and the COVID-19 pandemic) exposed areas for
improvement in existing emergency preparedness and response systems, particularly by
highlighting the need for appropriate outreach and access to services for individuals with
functional disabilities.

d. Service Integration

Finally, many AAS directors report partnering with other departments or with
organizations outside of their agency to better integrate care. Older and disabled clients of
county services are often served by multiple programs or could benefit from additional
services if they were offered. Integrating services is a key strategy for overcoming system
fragmentation. Care integration and client centeredness are often discussed together by
county directors, who emphasize the need to ensure that services are easy to access,
well-coordinated to support data-sharing and avoid duplication, and responsive to
individual needs. The next section of this report details the steps county AAS directors are
taking to integrate programs.

Case Study: Santa Clara’s Seniors’ Agenda Program

In Santa Clara, the Seniors’ Agenda program helps ensure that the county maintains a leadership role in
meeting the needs of older adults within the community. Dedicated funds for a full-time project manager
allows for focused attention on building relationships needed to enact change. Key accomplishments
include helping all 15 cities in the county join the World Health Organization’s Global Network of
Age-friendly Cities and Communities and participating in the Dementia Friends Initiative.
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Case Study: Napa’s Healthy Aging Population Initiative

The Healthy Aging Population Initiative (HAPI) is a collaborative network of public and nonprofit agencies
serving older adults in Napa. HAPI’s purpose is to assess and identify priorities for older adults in the
community, develop and implement community-appropriate plans and programs for addressing these
priorities, and advocate for age-friendly policies. It facilitates concrete support and inter-agency
information sharing among members. HAPI has helped expand the capacity of AAS services to address
mental health challenges by securing MHSA funding to develop and implement Napa’s Healthy Minds,
Healthy Aging Program, a prevention/early intervention program for older adults who show early signs of
depression or cognitive decline. HAPI members have raised over $2.5 million in grants to support
development of new initiatives, many of which have been sustained by member organizations. HAPI
advocacy efforts have supported community, institutional, and governmental policies to make Napa County
more age- and disability-friendly.

4. Integrate services and use a client-centered approach

Key findings: Integrated services provide a more comprehensive, client-centered experience of
care. County AAS departments are partnering with organizations from a range of service
sectors to integrate services, including housing, other human service departments, behavioral
health, healthcare, and law enforcement. Overarching strategies being implemented in Bay
Area counties to support service integration involve improving care coordination,
cross-training staff or creating blended staff roles, and creating single entry points for care.

County directors report integrating services to provide a more comprehensive,
client-centered experience of care. The three most prevalent strategies for service
integration include providing care coordination, cross-training staff, and creating single
entry points for care. In implementing these strategies, county AAS directors report
partnering with organizations from a range of service sectors to integrate services,
including housing, other human service departments, behavioral health, healthcare, and
law enforcement.

a. Care coordination

Multiple directors report providing care coordination or care management services to older
adults and adults with disabilities to help connect them with needed care. For example,
Sonoma AAS administers three different care management programs focused on helping
eligible clients find and manage services needed to remain safely and independently in
their homes. To help fund these services, several counties are considering or have
developed contracts with healthcare payors. For example, Sonoma is in the process of
developing a community integrated health network that could contract with health plans to
provide care management and other services. In 2022, San Mateo began contracting with
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the local Medicaid managed care plan to provide eligible Medi-Cal beneficiaries with health
and social services case management and other supportive services.

b. Cross-training staff or creating blended staff roles

Several directors report cross-training staff or creating “blended” roles to help reduce silos
in care between different county human services departments. For example, in one of its
offices, Monterey cross-trains frontline staff in AAS and CalWorks Employment Services.
Cross-trained staff have a more comprehensive understanding of different resources
available within-county and are better equipped to direct clients to appropriate services. In
San Mateo, social workers are trained to serve clients in both Medi-Cal IHSS and Enhanced
Care Management (ECM) services, thereby reducing risk of care fragmentation or service
delays for clients eligible for both programs.

c. Creating single entry points for care

Finally, multiple directors report partnering with external organizations to create single
entry points for care. For example, Marin’s One Door initiative aims to provide a “one-stop
shop” to help clients navigate the array of services and supports available to older adults,
adults with disabilities and family caregivers within the county. Services are provided
through the county’s Aging and Disability Resource Connection (ADRC), a joint effort
between county Adult & Aging Services and the Marin Center for Independent Living, and
include enhanced information and assistance, options planning, 90-day short-term service
coordination, and support to help clients living in residential care facilities return to live in
their own homes.

To implement these strategies, directors report partnering with public and private
partners in a range of sectors, particularly housing, behavioral health, healthcare, and law
enforcement.

d. Housing

As the state begins to increase support for older people experiencing homelessness through
programs like Home Safe, AAS departments are increasingly partnering with housing
providers to address needs of older adults experiencing or at risk of homelessness.

“Home Safe funding … has allowed us to partner in a very meaningful way. We have started
working more closely with our Department of Public Health. They identify clients for us who
are the most at risk, enabling us to focus our efforts on transitioning those clients into board
and care facilities.”
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e. Behavioral health

Several AAS departments are working with mental health providers and other partners to
extend their ability to identify and address behavioral health needs in older adults,
particularly dementia. For example, Napa’s Healthy Minds-Healthy Aging Program works to
address mental health and cognitive impairment issues among older adults and their
caregivers,65 while Santa Clara’s “Connections’’ program provides mental health services to
ethnically diverse elder and dependent adults who have been referred to APS and may be
exhibiting signs and symptoms of mental health issues.47 Monterey is exploring the
possibility of piloting a new program modeled after San Bernardino’s Age Wise, which
offers mental health services for high-risk and underserved older adults, including in-home
behavioral health and case management services, counseling services, peer and family
advocacy.

“Mental health services are critical for any age. Three years ago San Bernardino was seeing
what we’re seeing today: a high-risk older adult population with unmet mental health needs
costing the county a lot of money through various services. So they established a unit called
Age Wise. … Age Wise therapists became their support system, their advocates. It was a very
successful approach. I want to bring that to our county.”

f. Healthcare

Multiple directors report efforts to improve coordination of care between county Health
and Human Services departments or with clinics and hospitals in the community. Several
directors also describe partnering to explore feasibility of securing new funding for care
management and other supportive services from healthcare payors. For example, Sonoma
AAS used pilot grant funding to embed a social worker on-site at a local health clinic to
provide depression screening and county service information and referrals to older adults
and is currently exploring the possibility of funding through CalAIM to sustain and expand
the program.

g. Law enforcement

Finally, a few counties report partnering with law enforcement and other county
departments to address increased financial abuse of older adults. For example, San Mateo
partnered with the District Attorney’s Office and the County Counsel’s Office to develop an
Elder Dependent Adult Protection Team (EDAPT) that focuses solely on investigating
financial abuse of older adults.66
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Case Study: Medi-Cal Enhanced Care Management and Community Supports in San Mateo

In 2022, San Mateo’s Adult and Aging Services (AAS) successfully contracted with the county’s Medicaid
managed care plan as a CalAIM Enhanced Care Management (ECM) and Community Supports (CS) provider
of health and social services case management and other supportive services needed to help older adults
and adults with disabilities live safely and independently in the community. Critical success factors included
the ability to co-locate managed care plan and AAS staff to streamline communication and collaborative
ties, and the location of AAS within county health rather than in a separate human services agency, which
allowed for use of social workers to serve both ECM and IHSS beneficiaries. A key lesson learned in early
implementation of ECM and CS is the need for careful attention to how to meaningfully engage and enroll
eligible beneficiaries in services; “cold calls” were described as less effective than more person-centered
forms of outreach and engagement.

Client Story: Charlie Jackson, Sonoma County

Charlie Jackson, 67, is a retired private school teacher who lives alone in rural, wooded West Sonoma
County. He was navigating early symptoms of Parkinson’s disease until a fall in his home caused a
significant change in his disability and mobility. Charlie was struggling to care for himself while living at
home when he first came into contact with Adult Protective Services (APS). Sonoma’s Linkages case
management program played an important role in helping Charlie receive home modifications needed to
stay safely in-home, even though his income made him ineligible for certain means-tested programs.

5. Seek new and more flexible funding

Key findings: Limited federal and state resource support for AAS programs pose challenges to
counties’ ability to effectively serve vulnerable older adults and people with disabilities. Bay
Area counties have responded by seeking new and more flexible sources of funding and
advocating for systems change. Multiple counties have successfully secured grants,
philanthropic funding, and other funds to strengthen local capacity, create new programs to
address existing gaps in care, or extend services to new populations. Increased funding is
critical to counties’ ability to continue meeting needs of older adults and adults with
disabilities in the future.

a. Background on funding of county adult and aging services

In-Home Supportive Services

IHSS is a statewide Medi-Cal program administered by counties under the direction of the
California Department of Social Services. As an entitlement program, all eligible applicants
are guaranteed to receive benefits, and services are jointly funded by California and the
federal government. However, in practice, IHSS applications are often not processed in a
timely manner, resulting in long wait times.27 Many participants also do not receive all
authorized hours, either because of difficulties recruiting and retaining IHSS workers or
because they lack capacity to direct their own care.67 There are also many older adults and
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adults with disabilities who could benefit from IHSS but do not currently qualify. Recent
and upcoming changes to asset limit tests for Medi-Cal eligibility52 are expected to increase
the number of aged, blind, and disabled individuals eligible for IHSS. This Medi-Cal
expansion will help improve the safety net for those newly eligible for IHSS, but it will
exacerbate the caregiver shortage and place further strain on a program already struggling
to meet community demand.

“A lot of clients don’t meet medical criteria for Medi-Cal placement but their income isn’t high
enough to get them a placement in a decent facility, so they’re in a gap where they can’t
manage in the home setting and don’t have people to support them in home but they can’t go
into placement because they can’t afford it.”

b. Other Adult and Aging Services programs

Until recently, federal funding for other AAS programs such as APS and PG/PC/PA has been
limited, with state or local governments bearing most of the cost. Historically, the Older
Americans Act (OAA) has served as the primary source of federal funding for non-clinical
home and community-based services, nutrition assistance for older adults and adults with
disabilities, and for local Area Agencies on Aging. However, between federal Fiscal Year (FY)
2011 and FY 2019, total OAA funding levels remained stagnant ($1.81-$2.06 billion/year).
In FY 2020 and 2021, supplemental funding issued in response to the COVID-19 pandemic
resulted in large but temporary increases in financial support for AAS programs; most of
these increases were not sustained in federal FY 2022.30

In general, limited federal and state resource support for AAS programs pose
challenges to counties’ ability to effectively serve vulnerable older adults and adults with
disabilities. These challenges are only exacerbated by rising caseloads and increased
complexity of needs among older adults and adults with disabilities.

“We need more and better facilities, especially dementia care facilities. That is a really big gap.
It takes a significant amount of staff time to navigate and a lot of times we still don’t have
solutions for people … and these are things we have no money to help to do.”

c. Strategies

Counties have responded to these resource challenges by seeking new and more flexible
sources of funding and advocating for systems change. At the state level, advocacy efforts
have resulted in recent legislative changes that have helped support growth of AAS
programs such as APS. For example, the California Budget Act of 2021 changed the
definition of “elder adult” eligible for APS investigation or services from aged 65+ years to
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age 60+ years; funds appropriated to support this program expansion helped create new
staff positions within APS.

At the local level, Bay Area counties have successfully secured grants, philanthropic
funding, or other funding to strengthen local capacity, create new programs to address
existing gaps in care, or extend services to new populations. For example, in San Francisco,
local advocacy efforts resulted in establishment of the Dignity Fund in 2016, which set
aside county funding specifically for older adults and adults with disabilities and helped
strengthen and improve access to AAS in the community. In 2019, Bay Area counties also
partnered with the California Department of Social Services and with the California Social
Work Education Center to fund and pilot a regional APS MSW stipend program, which in
2022 was expanded statewide to help grow California’s AAS workforce.

Within Medi-Cal, changes introduced via CalAIM, including 2022 Enhanced Care
Management (ECM) and Community Supports (CS) benefits and the upcoming carve-in of
long-term care within Medicaid managed care, raise new possibilities for improving
integration of care and funding non-clinical services68 for older adults and adults with
disabilities. To take advantage of this funding, county AAS departments must develop
contractual agreements with Medicaid managed care plans and meet reporting and claims
requirements, which could require significant and costly systems change, e.g., to develop
needed interorganizational relationships, data sharing infrastructure, and administrative
expertise. In 2021, Sonoma secured grant funding to develop its capacity as a community
integrated health network that could successfully contract with third party payors to
deliver care to older adults and adults with disabilities in the community. In 2022, San
Mateo’s AAS department was one of the first in the state to successfully contract with
Medicaid managed care as an ECM provider.

Case Study: Enhanced Funding for Social Services Through San Francisco’s Dignity Fund

In 2016, San Francisco’s Dignity Fund was established through a voter-approved charter amendment to
enhance funding for social services for older adults and adults with disabilities in the community. Funding
was initially set at a baseline allocation of $38 million and increased by $6 million in FY 2017/18, with
additional $3 million increases planned each year through FY 2026/2027 except in years when the city
experiences a budget deficit. The certainty and flexibility of funding available through the Dignity Fund has
helped stabilize the AAS network in San Francisco and improved equity of services for historically
disadvantaged groups and underserved neighborhoods. Strong community advocacy was critical to passing
the legislation.

Case Study: Developing a Community Integrated Health Network in Sonoma

In 2021, Sonoma’s AAS Division secured funding from the National Council on Aging Network Development
Learning Collaborative to work closely with community partners to develop their capacity as a community
integrated health network (CIHN). A CIHN refers to a network of partners that work together to deliver
services that address health-related social risk factors within a specific geographic area. By creating a single
contracting entity with centralized administrative processes, CIHNs allow smaller organizations to more
effectively compete for contracts with health plans and other payors. Some key lessons in partnership
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development have emerged from Sonoma’s efforts including the importance of: ensuring adequate time and
resources for CIHN development; assessing partners’ readiness to engage in a CIHN; ensuring appropriate
data sharing infrastructure and business capacity (e.g., to develop Business Associate Agreements with
CIHN partners and successfully negotiate with and secure contracts from third-party payors); and the value
of securing funding for a business development manager to serve as a neutral lead in moving CIHN
activities forward.

6. Develop equitable and responsive programs and workplaces

Key Findings: Adult and Aging Services departments in the Bay Area are identifying ways to
provide culturally appropriate and responsive services to increasingly diverse communities
and clients. Directors also report working to ensure an equitable and inclusive workplace for
staff. Important strategies to promote diversity, equity and inclusion (DEI) involve hiring
diverse and multilingual staff, creating equity-focused workplace training and supports,
implementing trauma-informed practices, engaging in community outreach, and using data
to identify and address service gaps.

Older Californians are becoming a more racially and culturally diverse group, mirroring
trends in the overall population. By 2027, almost 1 in 2 Californians over 60 will identify as
a non-white racial or ethnic minority. Similar trends are predicted in the Bay Area. Among
clients served by AAS programs, the proportion of non-white racial/ethnic minorities and
immigrants is high in many counties.

“About 32% of our county population are not born in the United States and there is no majority
ethnic or racial group. We are a diverse county, but our client population is not very diverse. It
pretty much consists of Black and Brown individuals living below the poverty level. We have a
good number of individuals that speak English as their second language as well.”

Among the Bay Area county human services agencies, there is a growing emphasis on
providing culturally appropriate and responsive services, and ensuring an equitable and
inclusive workplace. Key strategies across the Bay Area include hiring a diverse and
multilingual workforce, broader efforts to develop an equitable and inclusive workplace,
outreach and engagement efforts, and using data to identify and address service gaps. In
support of this work, almost all counties are members of the Government Alliance on Race
and Equity (GARE), a national network of government entities working to achieve racial
equity.

Agency strategic plans and other guiding documents increasingly highlight
principles and strategies focused on racial equity. For example, the Santa Cruz County
Human Services Department’s 2021-2022 Annual Report highlights strategies including
analysis of disaggregated data and targeted training and supports focused on racial equity
and inclusion, and notes use of GARE tools in this work. The Alameda County Social Service
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Agency 2019-2024 Strategic Priorities Report notes the use of racial equity tools “designed
to integrate explicit consideration of racial equity in decisions, including policies, practices,
programs, and budgets”, and summarizes activities in a number of areas, including
advocacy, language accessibility, and immigrant services. In San Francisco, the Human
Services Agency’s Office of Diversity, Equity, Inclusion, and Belonging (DEIB) supports
agency efforts to meet the City’s goals for addressing structural and institutional racism in
the services it delivers, and developing an equitable workplace, “by building a culture of
belonging and inclusion for our employees while also supporting policies that minimize
disparities in the workplace”.

a. Promoting DEI in the workplace

Counties are engaged in efforts to ensure hiring, training, and support processes are
equitable and responsive to the needs of staff who are Black, Indigenous, and people of
color (BIPOC). For example, the San Francisco HSA DEIB 2021 Racial Equity Action Plan
Progress Report summarizes progress on workforce related efforts in seven strategic areas
(Hiring and Recruitment, Retention and Promotion, Discipline and Separation, Diverse and
Equitable Leadership, Mobility and Professional Development, Organizational Culture of
Inclusion and Belonging, Boards and Commissions). With respect to hiring, some agencies
have instituted an equity and diversity focus at multiple stages of the process as a
component of their DEI Strategic Plan. Specific strategies include DEI-focused questions in
the application and interview, and blinded review of applications.

“We have an agency commitment to ask DEI questions on all of our recruitments. … At every
stage of the interview process we include at least one question addressing DEI. And our agency
director really pushed to have HR blind the applications, so you can’t see names when you’re
doing the scoring of the supplemental questions, just to address any potential implicit bias
based on somebody’s name or gender.”

DEI training is another common strategy employed to create an equitable and inclusive
workplace. Often this training emphasizes a trauma-informed approach. In some agencies,
employees play an active role in designing the trainings, through participation in
DEI-focused workgroups.

Finally, as mentioned previously, the pandemic highlighted specific equity issues
related to opportunities for remote work, as individuals in lower level classifications were
less likely to be permitted to work from home; individuals in these positions are more likely
to be BIPOC in comparison to managerial positions. A number of counties are updating
their remote work policies with a focus on equity, to provide broader access to flexible
work arrangements.
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“Right now, we, like everybody else, are doing a big DEI review, and what we discovered is it’s
generally the clerical staff who’ve had the burden of coming into the office to do the mail, to do
the scanning. Those are mostly people of color and we’re trying to work around the inequities
of that.”

b. Developing culturally appropriate programs

Bay Area AAS leaders report several strategies they are pursuing to design equitable and
culturally responsive services, including building a workforce that reflects the community
and client population, creating structures and processes to share staff knowledge across the
agency, and using assessments and outreach to identify the needs of specific groups within
the community. Some smaller counties with lower staffing numbers report challenges to
providing accessible services to all racial and ethnic groups. However, even in smaller
counties, hiring strategies are in place to promote community representation and language
access.

“So the huge challenge we have is that when you’re trying to provide equitable services, it can
be really difficult because we don’t have the infrastructure, if you will, that a large county
would.”

In Solano County, Caucus to Advance Racial Equity (CARE) groups were developed to
facilitate discussion and collaboration among staff focused on the needs and priorities of
specific racial and ethnic groups. In addition to providing an opportunity for participants to
share experiences and support, the CARE groups have played a central role in developing
training and tools for staff.

“[CARE Groups] are a way for people to just think and talk, and share what their experiences
have been, what some of the challenges are, what can we do to make a difference. … Out of
some of those groups have come education to help people understand some of the highlights
that we want you to know when you’re caring for this population. ‘Here are some helpful tools,
here are some helpful resources.’ … We developed a resource manual that allows us to reach
the population in a more sensitive way, as well as to access resources in the community for the
population.”

Agencies emphasize the importance of assessing community and client needs to ensure
they appropriately target services to diverse communities. For example, in San Francisco, a
community-wide needs assessment is conducted every four years. Data analytics are
employed to identify areas of the city that could most benefit from services or resources
and the populations affected, so the county can be more targeted in Requests for Proposals
put out to the community.
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In some instances, AAS directors conduct assessments drawing on existing data
from county administrative systems, to track caseload data and examine health disparities
for different groups in the community. Finally, directors note that community outreach and
engagement is often needed to identify service barriers related to race, ethnicity or culture.
For example, one county determined that its pandemic Great Plates program funding
restaurant-provided meals was not being used by Spanish speaking clients, and worked to
address the issue.

7. Educate about ageism

Key Findings: Many county AAS directors are concerned that lower levels of funding for AAS
relative to other county programs, as well as organizational structures and decision-making
processes, may reflect unexamined bias against older people. In order to address potential
biases and strengthen programs and services, AAS divisions and departments are engaging in
educational and advocacy strategies that include public education campaigns and
Age-Friendly initiatives.

The World Health Organization (WHO) defines ageism as: “the stereotypes (how we think),
prejudice (how we feel) and discrimination (how we act) towards others or oneself based
on age.”69 While ageism can be experienced by members of any age group, negative impacts
for older adults are particularly notable: “Ageism is associated with earlier death (by 7.5
years), poorer physical and mental health, and slower recovery from disability in older
age.”69 Ageism experienced by older adults is associated with adverse consequences for
health care, participation in the labor market, and involvement in community life.70

Ageism can be expressed in many ways including through the interactions older
people have with care providers and the framing of news stories. For example, research on
ageism shows that age related bias can be expressed toward older adults seeking
supportive services when people assume older adults are responsible for their
circumstances due to life choices they have made, and they are therefore undeserving of
care. A study of narratives about aging in media and advocacy focused communications
concluded that the biggest issue among the dominant patterns of public understanding of
aging was:

“[T]he common assumption that individuals are exclusively responsible for how they age. This
idealized vision of aging is rarely achievable in the real world, according to experts. When the
media and advocacy organizations fail to link successful aging to policies that actually enable
older adults to remain active and socially engaged, they reinforce the public’s highly
individualistic understandings of the aging process. The result is that people will understand
successful aging to be achieved exclusively through lifestyle choices rather than as affected by
supports, larger social structures, or public policies. Further, when the ideal is not achieved,
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many Americans will assume that the reason for the failure lies in poor individual
decision-making [by older adults].” 71

At the county level, when these kinds of beliefs are prevalent among community members
and government decision makers, they can act as barriers to effective policy and planning,
and contribute to resource disparities for agencies and programs serving older adults.

a. Policy and planning challenges

The structure of the Human Services Agency or integrated Health and Human Services
Agency creates challenges for policy and planning decision making related to AAS in some
counties. For example, agency structure may not provide the AAS director adequate access
to agency leaders who play a critical role in approving policy and planning decisions. This
form of structure may reflect a historical lack of attention and priority given to the needs of
older adults. In contrast, the AAS division or department in some counties is positioned at a
level that ensures participation in relevant executive level meetings and discussions.
Difficulties may also arise where leadership transitions within the agency or among the
county Board of Supervisors lead to a reduction in awareness among decision-makers
regarding the needs of older adults. In these situations, AAS directors are called upon to
provide information to incoming leaders to orient them to AAS programs, services,
resources, and challenges.

b. Resource challenges

At the state level, and in some county Human Service Agencies, there may be limited
understanding of key issues and policies related to AAS funding, including unfunded
mandates.

Directors report working within their counties to strengthen understanding and
advocate for investments in addressing the needs of older people. For example, one director
recalled a conversation with a colleague about California’s FY 2011/2012 realignment of
state program responsibilities and revenues to local governments that reflected the belief
that protective services revenue realignment related to Child Protective Services only,
although APS was included. The director emphasized that even in a supportive collegial
county work environment, accidental omission or inattention to the needs of older people
can occur.

“We are so underfunded in Adult and Aging Services. And finally, in the last year, we started
getting attention because of the Master Plan for Aging … [But] adding new demands without
needed resources is a concern, because we can only do so much. ‘What else is going to be added
to our plate?’ What else will be unfunded or we just have to make it work and stretch?”
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In many counties, there are differences in the level of resources allocated to AAS compared
to other services and programs. For example, children’s services are often a primary focus
for funding decisions. The disparity in social worker compensation between APS and Child
Protective Services is one illustration of the resource “competition” between children’s and
adult services. Finally, some AAS directors perceived health departments in their counties
as frequently prioritized over AAS in funding allocation decisions.

“I think that it’s the kids, or the vulnerability of kids, that always gets the attention over the
vulnerability of adults or people with disabilities. I think that that’s changing, but competition
for having the attention and getting the services that we need has historically and continues to
be a pretty significant challenge.”

c. Strategies to address ageism

To address ageism, counties have begun to develop and participate in educational and
advocacy-focused initiatives, in partnership with community organizations and other
agencies. In San Francisco, the San Francisco Reframing Aging Campaign represents a
“collaborative effort to increase public awareness of ageism, disrupt negative stereotypes of
aging, and connect residents with supportive resources and services,” created through a
partnership between the San Francisco Department of Disability and Adult Services, the
Community Living Campaign, the Metta Fund, and community-based organizations. In
Santa Cruz, the Human Services Department was a sponsor of “We’re Still Here,” an exhibit
at the Santa Cruz Museum of Art & History created by a community group of local seniors,
advocates, and artists. The exhibit, also sponsored by the Community Foundation of Santa
Cruz County, community-based service providers, local businesses, and community
members, included artwork focused on loneliness, solutions to build connection, and words
of wisdom for future generations.

The WHO/AARP Age Friendly initiative is another strategy being used in counties to
change perceptions of older adults and promote services and supports that promote higher
quality of life for all community members.72 For example, Marin is a very active county in
the age-friendly community: “There are 11 municipal jurisdictions in the county; nine out
of 11 of them are actively part of the World Health Organization and AARP’s Global
Network of Age-friendly Cities and Communities. The county voted to become a part of that
network in 2018; we developed an age-friendly plan called Age Forward that was approved
by the board last year. And its intent is to bring the lens of aging to policy and programs
across all our departments.” Similarly, Santa Clara became an age-friendly community in
2018, and worked rapidly to engage cities in the initiative: “We also, in a year and a half,
brought in all of 15 cities in Santa Clara County, to also be designated age-friendly with the
World Health Organization. We then became the first county to have all its cities be
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designated age-friendly, which gives us some common vision, and goal and construct to do
the work together (Santa Clara Case Study: Seniors’ Agenda IV).”

Conclusion

As communities across California adapt to become more inclusive to people of all ages and
abilities, county governments play an important role as funders, conveners, and direct
providers of support. County AAS departments will continue to provide essential services
to socioeconomically vulnerable older and disabled adults. However, current trends
indicate that a growing number of people will rely on county programs for support as they
age, and as caseloads grow, it is becoming more difficult for counties to ensure access to
everyone who qualifies for services. To respond effectively to these challenges and take
advantage of new policy and funding opportunities, it will be necessary to expand the
capacity of Bay Area county AAS departments. This report summarizes current and
emerging needs among older and disabled adults; describes key accomplishments and
challenges in service provision; and outlines emerging strategies to expand and strengthen
services. We hope that the report will serve to inform discussion and collaboration among
county staff and officials, community organizations, and community members, in order to
better support older and disabled adults in our communities.

Appendices

Table A1. Description of study methods

This report incorporates information from an array of sources, including 31 key
informant interviews with Bay Area leaders in Adult and Aging Services, county
administrative data, and publicly available data sets. Interviews were conducted between
March and July 2022. Data were analyzed to highlight current issues in Adult and Aging
Services and to illustrate key accomplishments, challenges, and strategic priorities
identified in this report.

The BASSC research team conducted interviews, analyzed available data, and drafted the
report and case studies. Adult and Aging Services directors developed the case vignettes
to illustrate the experiences of elderly and disabled clients receiving services and
supports. Case studies were reviewed by interview participants for accuracy. BASSC Adult
Services Committee members reviewed and provided input on the full report.
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Chapter 2: Integrating homeless services and medical care in Los Angeles
County: Motivations and tensions.

Background

People experiencing homelessness have high rates of co-occurring physical health, mental
health, and substance use disorders compared to people with stable housing.32,33,73–76

Unhoused people also face complex and intersecting barriers to accessing healthcare and
housing, including competing needs and priorities, poor physical access to services,
challenges contacting services, affordability, and stigma and mistrust of service
providers.34,35,77 The high prevalence of medical and social needs coupled with inaccessible
services contributes to a high and growing mortality rate among the homeless
population.78,79

To make care more accessible, organizations that serve unhoused people are taking
steps to integrate care, often by partnering with other organizations within and across
sectors. Integrated care occurs when people receive services that address their needs and
when services are coordinated across all sectors with which they are involved.13 For
example, care models such as supportive housing,80 medical respite,81 and street
medicine42,82 bring together medical care and social services onto the same care team or
into the same physical location. These models emerged and have grown in use over the past
two decades.

Recent research suggests that integrated social and medical care can lead to
improvements in housing retention for chronically homeless individuals.38,80 These care
models are also presumed to improve health outcomes and be cost effective. However, the
evidence on both health outcomes and cost of care is nascent and mixed.80,81,83 Still, states
are pursuing Medicaid waiver programs that will direct health spending towards
housing-related services for high-cost, high-needs beneficiaries in the hope it will improve
health and reduce Medicaid spending for people who frequently use high-cost medical
services.6

Integrating care across sectors can be challenging due to the need to align
operations and services across organizations that may have very different values, priorities,
regulations, funding, staffing, and capacity.8,22,23 Evidence is emerging about the factors that
motivate organizations to integrate social and medical care and finds that organizations are
responding to community need, institutional pressures, financial incentives, and mission
alignment.17,36,84 However, most of this emerging literature has examined cross-sector
collaboration efforts broadly and has not described the specific dynamics that emerge
between the homeless services and health care sectors.18,19,85,86
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Little is known about the motivations and challenges experienced by healthcare and
homeless services professionals as they integrate care for people experiencing
homelessness, even though their perspectives and experiences are likely to impact the
success of these state and local efforts. Therefore, an in-depth rigorous exploration of
providers’ experiences with care integration, especially their motivations to engage in care
integration and the tensions they experience with those efforts, can serve as a practical
resource for communities seeking to use integration as a strategy to improve health and
housing outcomes for people experiencing homelessness. This study draws on rich,
qualitative data from key informants in Los Angeles County to examine motivations and
tensions associated with integrating medical and social care for people experiencing
homelessness.

Methods

Study Design

We conducted an exploratory case study using a single case design.87 We selected Los
Angeles County as the study site because it offers an environment with many opportunities
to examine our phenomenon of interest (i.e., social and medical care integration for people
experiencing homelessness). Los Angeles County has a high burden of homelessness and a
particularly large and complex services system. This allowed us to explore variation across
preselected stakeholder groups involved in care integration efforts. We chose qualitative
data collection methods to explore the case because care integration is known to be a
complex phenomenon and the evidence gap that needs to be filled requires understanding
nuances in provider experiences and interpersonal relationships.

Study Context

The study took place in Los Angeles County, California. Although only 12% of the nation’s
population lives in the state, Californians make up 30% of the nation's homeless population
and half of the nation's unsheltered population.32 Much of the state's homeless population
lives in Los Angeles County, where in 2023 there were an estimated 75,518 people
experiencing homelessness.88 A 2021 report from the state auditor found that the state’s
approach to addressing homelessness is “disjointed,” and that “at least nine state agencies
administer and oversee 41 different programs that provide funding to mitigate
homelessness, yet no single entity oversees the State’s efforts or is responsible for
developing a statewide strategic plan.”89 Meanwhile, the state and county are making
significant investments in trying to address homelessness,90 and recent Medicaid Section
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1115 waivers in the state have also created new financial incentives for healthcare and
homeless service agencies to integrate care.91

Sample and Data Collection Procedures

Stratified purposeful sampling was used to select key informants92 from four stakeholder
groups that would provide relevant perspectives on the integration of medical and social
care for people experiencing homelessness in Los Angeles County: (1) staff members at
health care provider agencies that have developed programs and services for homeless
patients; (2) homeless services agencies that have integrated medical, behavioral health,
and substance use treatment into their outreach, shelter, and housing services; (3) staff at
Medi-Cal managed care plans that are directly engaged with building health-related social
needs provider networks to deliver CalAIM services; and (4) staff at local government
agencies that fund and oversee traditional homeless services and homeless healthcare
programs. Once initial key informants were identified in each sector, snowball sampling
was used to sample additional interviews within each of the four stakeholder groups.

Forty-two interviews were conducted between October 2022 and September 2023
with a total of 54 key informants from 23 unique organizations across the four stakeholder
groups (Table 1). Some interviews were attended by multiple key informants, and multiple
interviews were conducted with some organizations to include staff from a range of roles
and departments relevant to the study aims. Thirty-four of the interviews were conducted
over Zoom, lasted ~60 minutes each, and were attended by two members of the study team
(one interviewer and one notetaker). Eight additional interviews were conducted in person
during field observations. Data collection concluded when interviews produced no new
information about key themes, suggesting saturation was achieved.

Semi-structured interview guides were developed to focus on the history of
collaboration within and between the homeless services and healthcare sectors, the
perceived value of collaboration and partnerships and their relevance to the organization’s
mission, the interviewee’s personal experience with successful or unsuccessful
cross-organizational work to integrate care, perceived barriers and facilitators to
partnerships, and strategies used to form and sustain partnerships. Questions differed
between guides depending on the interviewee's role and sector. Researchers provided an
explanation of the study and its aims and answered questions before the interviews and
verbal consent was received by all participants. Interviews were recorded and transcribed
using a professional transcription service.
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Table 1. Sample description: key informant characteristics by sector and role

Sample by sector Sample by role

Sector (n=organizations) Organization type (n=key
informants)

Job title* (n=key informants)

Homeless services
(n=8 agencies)

Homeless services provider (n=16)​
Policy advocacy (n=2)​
Funder (n=1)

Director (n=16)​
Senior leader (n=14)​
Manager (n=7)​
Consultant (n=4)​
Associate director (n=2)​
Senior director (n=2)​
CHW / Peer (n=2) ​
Coordinator (n=2)​
Analyst (n=1)​
Case manager (n=1)​
Fellow (n=1)​
Outreach mental health (n=1)​
Specialist (n=1)

Healthcare
(n=10 organizations)

Community health center (n=8)​
Consortia (n=4)​
Academic medical center (n=3)​
Medical group (n=1)​
Funder (n=1)

Government
(n=3 agencies)

County government (n=7)​
Joint powers authority** (n=4)​
City government (n=1)

Medi-Cal managed care plan
(n=2 health plans)

Managed care plan (n=6)

* Job titles are simplified and grouped to protect the identity of key informants. For example, “senior leader” may include such
roles as CEO, CMO, and CIO.
** A Joint Powers Authority permits 2+ public agencies to jointly exercise common powers. Powers and governance are
spelled out by joint powers agreement.​

Data analysis

A team of four trained qualitative researchers (C.R., E.C., and two research assistants T.P.,
M.E.) supported the analysis process using an iterative inductive and deductive approach.93

During data collection, while interviews were being conducted, C.R. produced in-depth
memos for fifteen of the early interviews to identify emerging themes. C.R. produced an
initial codebook based on interview guide domains, and C.R. and E.C. refined the codes
based on a review of the memos. All coders (C.R., T.P., M.E.) conducted iterative double
coding until all coders and the lead author agreed and were confident about the
consistency between coders. The team refined the codebook during this process based on
coder feedback. Then, for all transcripts, the research assistants conducted a first pass and
met with C.R. to discuss code applications and review each transcript. While the team was
engaged in coding and drafting initial findings (C.R.) met with 12 study participants for
member checking interviews to receive feedback on early interpretations of the findings.
Each lasted between 30 and 60 minutes, was recorded and professionally transcribed, and
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added to the data set to be included in coding and analysis. For this article we conducted
analysis specific coding on the integration mechanisms, motivations, and tensions reported
by key informants. Two coders, (C.R., M.E.) sub-coded code excerpts and C.R. reviewed all of
the sub-coded data. We (C.R., M.E., T.P.) met weekly to discuss coding.

Results

Overview

Participating healthcare and homeless services professionals were diverse in role and
sector (Table 1). All study participants were directly involved with efforts within their
organizations to integrate social and medical care for people experiencing homelessness.

Professionals from all four stakeholder groups — healthcare, homeless services,
local government, and managed care plans — recognized the importance of integrated care
and expressed a belief that it made services in both the healthcare and homeless services
fields more accessible and effective. They emphasized that cross-organization and
cross-sector partnerships play an important role in their care integration efforts. As one
homeless services leader explained, "not one person is housed through just one agency, it
just doesn't work that way"​(Director, Homeless Services Agency, ID 27). At the same time,
many also described building new capabilities within their own organizations to address
patient or client needs that were traditionally handled by other sectors. Study participants
from both sectors described using a wide range of approaches to integrate care, including
jointly staffing outreach teams, co-locating services, and other mechanisms that bring
together social and medical supports into the same location or onto the same team.

Medical and homeless services providers described multiple interrelated
motivations for integrating care, including (1) increased institutional pressure to address
the homelessness crisis, (2) growing awareness of the relationship between housing and
health, and (3) funding and policy shifts that support integration of care (Table 2). Despite
having compelling motivations to engage in care integration, healthcare and homeless
services professionals also described tensions associated with care integration efforts
relating to (1) resource scarcity, (2) conflicting goals, (3) conflicting beliefs, and (4)
governance dynamics (Table 3). Despite these tensions, providers were determined to find
ways to better integrate care for their patients and clients. Each motivation and tension is
described in detail in the sections that follow.

Motivation: Increased institutional pressure to address the homelessness crisis

A strong motivation for funders and organizations to integrate social and medical care was
institutional pressure stemming from a growing public awareness of the homelessness
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crisis over the past decade. Healthcare and homeless services leaders report that as the
homeless population in Los Angeles grew, it attracted public and media attention and calls
for elected officials to address the growing crisis, which subsequently increased political
pressure on local government agencies to demonstrate progress moving people off the
streets. As a homeless services funder explained, “The visibility of homelessness took off
[and] downtown LA developed in a way that spread homelessness out. So homelessness
spread, visibility went up, [and] public desire and interest in doing something grew”
(Senior Leader, Funder, ID 14).

Homeless services providers believed that the growth of tent encampments
following a 2018 Ninth Circuit Court decision, Martin v. Boise, which limited the state’s
ability to prohibit sleeping outside, contributed to a public perception that homelessness
was getting worse and that the current approaches were not working. County leaders
expressed concern that if public perception does not improve, they may lose key funding
they rely on to provide services:

“Our primary focus over the next two years really has to be around showing the voters of LA
that their investment is a good one and that the streets still look like this because there's
systemic structural issues, not because those taxpayer dollars aren't being put to good use. We
have to be able to demonstrate some success.” (Senior Leader, Government, ID 45)

The pressure to demonstrate success became heightened when the COVID-19 pandemic
accelerated the growth of encampments. In response, politicians took unprecedented steps
by dedicating significant funding to convert motels into temporary housing and move
people off the streets. Some homeless services providers expressed frustration that, “COVID
put our politicians at front and center, and they're kind of making a lot of our decisions
right now instead of service providers and best practices” (Director, Homeless Services
Agency, ID 27). Healthcare and homeless services providers said that the pandemic resulted
in more collaborative norms within and across the sectors serving people experiencing
homelessness. A community health center leader described how, “being forced to come to
the table because we were dealing with a pandemic changed the landscape from, ‘we
should work together’, to, ‘we have to work together’” (Senior Leader, Community Health
Center, ID 47).

Motivation: Growing awareness of the relationship between housing and health

Along with institutional pressure, healthcare and homeless services providers
acknowledged the widespread adoption of novel practice ideologies that emphasize the
link between housing and health as setting the stage for care integration. Over the past
decade, the Housing First approach and the social determinants of health (SDOH)
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framework became widely accepted by professionals in each field and created a practice
environment in which integrated care was seen as legitimate and necessary.

Housing First is an approach that aims to provide people who are homeless with
housing quickly, with minimal barriers, and without preconditions like demonstrating
sobriety:

“Thirty years ago, we didn't have this thing that we now call Housing First. We didn't have this
kind of unified dominant framework that said, you can't end homelessness without housing
people who consume alcohol or illicit drugs.” (Consultant, Healthcare, ID 10)

As the Housing First approach became seen as a best practice in the mid-2010s, homeless
services professionals report it increased the level of medical acuity of people entering
housing, and therefore the demand for integrated services to help people thrive in housing
also grew.

Similarly, a managed care organization leader described how one of the factors that
drove their health plan to start addressing homelessness was when, “social determinants of
health became something that health plan people talk about instead of just MPHs at health
plans talk about” (Director, Medi-Cal Managed Care Plan, ID 2). Growing acceptance of the
SDOH framework was believed to have expanded the perceived scope and responsibility of
healthcare providers and organizations to include addressing patients’ health-related social
needs like housing.

Providers in both sectors endorsed the view that housing and health are intimately
linked, and said they were motivated to integrate services to make them more effective. For
example, a homeless services leader described how medical care is needed to support the
transition into housing:

“We've always had this challenge … people who are not able to follow through with their
medical care and their psychiatric care [and] struggle to transition into housing. … We are
seeing people die every day because we can't meet their needs, and the institutions have failed
them. … We need a system that funds higher levels of support and care that includes housing,
medical, and meals.” (Director, Homeless Services Agency, ID 16)

A county leader also recalled how addressing patients’ housing needs became seen as
critical to the success of healthcare delivery organizations through the advocacy of county
leaders who, a decade ago, said, “We can't address the healthcare needs of our most
vulnerable patients without getting into the homeless services game” (Director,
Government, ID 52).
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Motivation: Funding and policy shifts that support integration of care

Finally, new funding over the past decade fueled the adoption and growth of integrated care
models. Study participants from all stakeholder groups described how new funding
through county grants, tax revenue, and Medicaid, coupled with recent changes in federal
and state policy, created the right incentives to motivate organizations to launch and
expand integrated care models.

Homeless services professionals discussed a series of grants over the past fifteen
years that successively built the integrated outreach approaches that exist today. For
example, the Integrated Mobile Health Team (IMHT) model was seen as a precursor to the
current Multi-Disciplinary Team approach. Then, the passage of Measure H in 2017, a
¼-cent sales tax that created a revenue stream dedicated to addressing and preventing
homelessness in Los Angeles County, provided an influx of flexible funding for services and
caused homeless services agencies and the departments that fund them to “double or triple
in size.” As one community health center leader recalled,

“Measure H passing was a big turning point ... because then we were able to partner with
[homeless service agencies], and that integration between housing and health really started to
solidify or coalesce.” (Senior Leader, Community Health Center, ID 47)

Over the same time period, a series of state Medi-Cal waivers — Whole Person Care
(WPC), Health Homes (HH), and California Advancing and Innovating Medi-Cal (CalAIM) —
created flexibility to use healthcare spending to address Medi-Cal members' health-related
social needs. The novel introduction of Medicaid funding to pay for care management,
housing navigation, and tenancy supports motivated Medi-Cal managed care plans to begin
contracting with social services providers. As a managed care plan leader described,
“Health Homes ... was the first time the health plan was financially responsible, even if in a
tiny sliver, for housing navigation and tenancy services for people enrolled in Health Homes
who were homeless” (Director, Medi-Cal Managed Care Plan, ID 2). It also motivated
healthcare provider organizations to partner with community-based organizations to
access non-medical support for their patients. As a health center leader noted, “the clinics
who have been able to do really well in this space [with CalAIM] — they've been able to
work directly with the community-based organizations in their area, screen the patients for
SDOH, stratify the patients based on SDOH and clinical factors, and have the appropriate
workforce in place to connect them to community resources” (Director, Community Health
Center, ID 46).

Policy and regulatory changes have also encouraged the growth of integrated care.
Recently, the state of California released new guidance (All Plan Letter 24-001), which
allows street medicine providers to become contracted Medi-Cal providers to deliver
primary care as well as ECM and CS services. Describing the response, one county leader
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said that, “Everybody and their brother now, because of the state APL [All Plan Letter],
wants to do street medicine” (Senior Leader, Government, ID 29).

Table 2. Motivations to Integrate Medical and Social Care

Motivation Description Quote

Increased
institutional
pressure to address
the homelessness
crisis.

The growing number of people
experiencing homelessness and the
visibility of homelessness began
attracting public attention and political
urgency, especially during the COVID-19
pandemic. The new attention put
pressure on funders and service
providers to demonstrate results.

“There was a social awareness of
homelessness as a uniquely Californian
problem and that it was terrible and
growing.” (Director, Medi-Cal Managed Care
Plan, ID 2)

Growing awareness
of the relationship
between housing
and health.

Practice philosophies that emphasize
the link between housing and health
grew in prominence in the medical and
homeless services fields, which
increased the legitimacy of care
integration among providers and
funders. As models like Housing First
and SDOH gained support among
professionals, they offered shared
language, tools, and approaches that
made care integration more possible.

“10 years ago, the director of DHS said, ‘We
can't address the healthcare needs of our
most vulnerable patients without getting
into the homeless services game.’” (Director,
Government, ID 52)

“Yes, there's a lot of important healthcare for
the homeless work that needs to happen and
it is extremely valuable. But ... if I want to
make the best difference to someone's actual
health, I should really focus on their housing
first. Not only, but first.” (Director, Medi-Cal
Managed Care Plan, ID 2)

Funding and policy
shifts that support
integration of care.

It wasn’t until funding became available
to start and expand integrated care
models like street medicine or medical
respite that they became more
commonly used in practice. Measure H
and then Medi-Cal 1115 waiver
programs, in particular, were said to
have played key roles in fueling the
growth of integrated care for people
experiencing homelessness.

“Measure H passing was a big turning point
... because then we were able to partner with
[homeless service agencies], and that
integration between housing and health
really started to solidify or coalesce.” (Senior
Leader, Community Health Center, ID 47)

“Health Homes ... was the first time the health
plan was financially responsible, even if in a
tiny sliver, for housing navigation and
tenancy services for people enrolled in Health
Homes who were homeless.​” (Director,
Medi-Cal Managed Care Plan, ID 2)
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Tension: Resource scarcity

While providers from each sector were highly motivated to integrate care, healthcare
providers felt as if they were becoming increasingly accountable for helping unhoused
patients secure shelter and housing in an environment where those resources were scarce
and mostly not in their control. They expressed frustration that, in their view, the
healthcare sector had not done enough to ensure community-based organizations had the
capacity to receive referrals from healthcare:

“In CalAIM, the investments in social care services almost came as an afterthought. In terms of,
well, if we are bringing all of these folks into case management that are experiencing
significant hardship, but we haven't invested in the social supports out in the community to
provide those additional resources, where do we refer them? All housing organizations are
maxed out right now, food pantries the same thing.” (Senior Leader, Community Health Center,
ID 26)

A county employee, reflecting on the healthcare sector’s growing interest in
referring patients to shelter and housing, explained, “there's just not enough resources. We
just don't have enough interim housing. We don't have enough shelter to be able to give all
the hospitals in LA County a number to refer to when they're discharge planning. We just
don't have enough resources to be able to support that magnitude.” (Manager, Government,
ID 23). The mismatch between available resources and the growing demand for them was
seen as a reason many healthcare providers struggle to understand the homeless services
system. As one managed care leader explained,

“Healthcare people will go like, ‘Well, why don't I just refer to you? You tell me your criteria and
I'll refer people in.’ Whereas housing people say, ‘Yeah, I have resources to serve about 20% of
the people who meet the criteria for federal housing vouchers.’ The fact that we have
underfunded the affordable housing system to that degree is so nuts and that often creates a
fundamental mismatch.” (Director, Medi-Cal Managed Care Plan, ID 2)

Several healthcare and homeless services professionals observed that the lack of
shelter and housing beds could undermine CalAIM’s primary approach to improving
patients’ access to housing. As a managed care plan leader and others pointed out, “housing
navigation itself doesn't help without the housing part” (Director, Medi-Cal Managed Care
Plan, ID 2).
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Tension: Conflicting goals

Because organizations often rely on cross-sector partnerships to integrate care, differing
organizational goals and priorities can cause tension in care integration efforts. This was
especially evident in the case of integrated outreach teams (e.g., street medicine, MDT).
When teams are jointly staffed by a medical agency and a homeless services agency, it can
be the case that the medical staff feel compelled to prioritize the sickest patients, whereas
the staff from the homeless services agency are drawn to working with the most
housing-ready clients. Integrating a team through partnerships can also impact the
efficiency of services. For example, a street medicine provider described these tensions as
follows:

“What happens in street medicine when you partner is that you have very different goals. If
you’re a homeless services agency, you're going to end up seeing people that are most housing
ready, which are not necessarily the people who are the sickest. And so if I hook onto your
team, which is how the multidisciplinary teams work, I'm doing street medicine, you're doing
housing, there's a lot of sitting around for me while you're going through your housing
paperwork and we're not seeing the sickest people. When we first started our street medicine
program, our one team that was partnered with a homeless services agency was seeing about
a quarter of the volume that our other street medicine team was seeing.” (Street Medicine
Provider, Academic Medical Center, ID 7)

However, there was disagreement among providers about the optimal structure of
integrated outreach teams. Some preferred a partnered approach, which could potentially
offer the team access to two organizations' resources and capabilities to support their
work. While, others believed teams should be staffed by a single agency to maximize
oversight and resolve the potential for different organizational priorities to disrupt team
functioning.

Tension: Conflicting beliefs

Individual providers hold a wide range of beliefs about care that do not always align with
partners. They described conflicting beliefs as something that, in some cases, were resolved
over time as partners learned more about how each other's sectors operate. As a homeless
services provider recalled,

“Back when we first started working with nurses, it took us a while to figure out those
relationships because the medical model doesn't love seeing people’s situations in housing. I
remember a nurse coming to [one of our housing sites] and she was like, ‘He can't live here. Do
you see how he's living?’ I was like, ‘I understand that he's not taking care of himself. We have
no ability to tell him he can't live in this apartment. You have no ability to tell him. [But] we
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need to help him [anyway], otherwise he's going to remain not attending to his medical needs.’”
(Senior Leader, Homeless Services Agency, ID 41)

Medical providers discussed seeing a similar tension when starting to work with
homeless services agency partners:

“A fundamental flaw is if they do not share the same fundamental healthcare belief that we
share, whether it's believing in harm reduction, which is giving out needles and syringes for
people to use drugs. ... We believe in engaging with the patients and using motivational
interviewing and other techniques, to offer them psychiatric medications to treat
schizophrenia and bipolar disorder, primarily with medications and we strongly believe in the
idea of giving them long-acting injectable antipsychotics. If they don't believe in treating
psychiatric conditions with medications, then that's going to be a big impasse.” (Street
Medicine Provider, Community Health Center, ID 18)

Although, some providers described resolving their disagreements over time. It was far
more common that providers talked about having to live with or manage challenging
partnerships where providers disagreed on what constitutes appropriate care because
those partnerships were seen as strategically important for their organization or were
required by a funder.

Tension: Governance dynamics

Homeless services and healthcare are managed by different government agencies that have
very different rules and ways of working, creating tension for those trying to bridge the two
sectors. Broadly speaking, a fundamental tension is that healthcare is a government
entitlement for specific populations, meaning anyone who meets certain qualifications (e.g.,
age, income) is entitled to receive services. Whereas housing is not an entitlement:

“Healthcare is the only entitlement besides public school for grades K through 12, ... The fact
that housing is not an entitlement makes things so screwy and it also makes healthcare not
understand housing … and often creates a fundamental mismatch.” (Director, Medi-Cal
Managed Care Plan, ID 2)

Moreover, the governance structure of homeless services in Los Angeles is
particularly complex with both the city and county playing a role. Since many homeless
services provider organizations get funding from multiple sources they experience the
process of negotiating those relationships as a tension: “We need to get government
agencies like DMH and DHS, and Public Health to work together collaboratively instead of
shooting at each other. We work with all of them. But sometimes, I feel like I'm tiptoeing
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between them” (Senior Leader, Homeless Services Agency, ID 39). Frontline providers also
expressed frustration at the apparent lack of coordination between government agencies:

“It would work better if we had one czar, maybe in the country, maybe in the state, that ran all
the programs. There's so many different programs going on that don't add up together. Why do
we have CARE Courts and Home Team? They're doing the same damned thing. Why is it not
just one cohesive project? Why do we have cities and counties doing different things, adding
different services?” (Street Medicine Provider, Community Health Center, ID 18)

Because of CalAIM, managed care plans were becoming more involved in the
homeless services funding ecosystem, which reportedly created confusion and heightened
tensions among other funders. As one funder noted:

“Money is flowing differently … it's [CalAIM] just rewired networks in a way that didn't feel
natural. And some people still look at the county for leadership. They're not looking at
managed care plans for leadership. And I don't know that managed care plans want to be
leaders in this homelessness realm anyway, so it just feels like, okay, well, who's picking up the
mantle? And really nobody is because it doesn't make sense for anyone.” (Manager, Funder, ID
20)

Many service providers wondered if homeless services are compatible with the constraints
that come with paying for services through Medicaid. For example, medical respite (also
called recuperative care) is a service that offers short-term housing to unhoused people so
they have a place to recover after receiving hospital care. Traditionally, it was paid for by
hospitals or the county and would be covered for between 14 days and a year, depending
upon a person's needs. But when it became a covered Medi-Cal service, medical respite
providers found that the hospitals became more reluctant to pay, assuming it would be
covered by the health plans. Meanwhile, providers say that health plans were approving
very few people for medical respite by setting narrow eligibility requirements. Given their
experience so far, providers wonder if medical respite is compatible with managed care:

“Counties do things drastically different than health plans. The counties have some people that
are in the recuperative care [medical respite] beds that have been there over a year. There's no
health plan in the country that is going to pay to house somebody in recuperative care [for that
long]. … [Meanwhile,] the state was allowing the health plans to basically create their own
eligibility criteria and create this long list of eligibility exclusions. It got to the point where they
were authorizing very few people for recuperative care, and yet the hospitals had said, ‘We're
not paying anymore,’ because the plans threw their hat in the ring and said, ‘We're going to
pay.’” (Consultant, Healthcare, ID 43)
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Street medicine providers had similar questions about the compatibility of managed care as
a payor for their services. Street medicine providers pointed out street medicine teams
often act in a public health capacity when they contain outbreaks of communicable diseases
in encampments, which may not be compatible with a system where they would only be
paid to serve people with insurance from a particular health plan.

Finally, managed care leaders and others questioned whether they would be able to
pay for homeless services in a way that was cost neutral, which is one of the requirements
of the state Medicaid waiver:

“When you have the number of homeless members that we have in LA County, providing
housing navigation and tenancy support services and housing deposits to all of them, I can
guarantee you it is not a money saver. … it's going to cost more to do housing navigation and
tenancy supports than what they're costing the system. It doesn't mean we shouldn't do it, but I
think the state just needs to recognize it's going to cost a lot of money to do it. And
unfortunately, I don't think LA County is going to save anybody any money on the homeless
stuff.” (Director, Medi-Cal Managed Care Plan, ID 19)

They believed paying for homeless services through Medi-Cal would not be cost-neutral in
Los Angeles County for two reasons: first, they argued that “there's a huge number of
homeless individuals in LA County that are not costing anybody any money, whether it's
because they die on the street or they just don't go to the hospital when something's
bothering them”; second, they said that, “there are some ERs in LA County that have
extremely cheap rates.”

Table 3. Tensions associated with care integration

Tension Quote Potential approaches to mitigate tension

Resource
scarcity

“In CalAIM, the investments
in social care services almost
came as an afterthought. …
All housing organizations are
maxed out right now, food
pantries the same thing.”
(Senior Leader, Community
Health Center, ID 26)

● Seek collaborative grants: “I feel like it's not fair to ask
a community-based organization to provide or to
reserve X amount of visits or services for [our clinic’s]
patients when we're not also investing in their
infrastructure. So now, as we're writing new grants,
we're directly communicating with partner
organizations who provide these services and sharing
the resources, adding them as a subcontractor.” (Senior
Leader, Community Health Center, ID 26)

● Build shared administrative infrastructure: “We're
looking into creating … hubs where there can be a
shared administrative cost that the plan will pay
actually on top of the cost of the service to help
support billing and contracting … [to] empower the
CBOs … so that we can actually get the community
into the work and fulfill on the promise of CalAIM.”
(Senior Leader, Medi-Cal Managed Care Plan, ID 44)
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Conflicting
goals

“What happens in street
medicine when you partner is
that you have very different
goals. If you’re a homeless
services agency, you're going
to end up seeing people that
are most housing ready,
which are not necessarily the
people who are the sickest.”
(Street Medicine Provider,
Academic Medical Center, ID
7)

● Have regular meetings with partners to align on
shared goals: “When we develop new programs, we
always sit down with all of the stakeholders,
community stakeholders, law enforcement, fire, DMH,
DHS, everybody, and [say] ‘let's get the parameters
right.’ But everybody has to be on board to begin with;
that communication at the beginning is key. And
you've got to keep that communication going.” (Senior
Leader, Homeless Services Agency, ID 39)

● Integrate care under one organizational roof: “There's
different ways to get integration … I saw mergers, and
frankly, I also saw organizations that over time got
frustrated and decided they'd rather keep all the
money themselves rather than partner and
subcontract with one another. And if they could keep
all the money themselves, then they could build their
own internal capacity. So in other words, rather than
partner with another organization that brought in
workers with a different discipline and training, they
created teams of their own workers so they could do
that integration under one organizational roof.”
(Consultant, Healthcare, ID 10)

Conflicting
beliefs

“A fundamental flaw is if they
do not share the same
fundamental healthcare
belief that we share, whether
it's believing in harm
reduction, which is giving out
needles and syringes for
people to use drugs. ... If they
don't believe in treating
psychiatric conditions with
medications, then that's
going to be a big impasse.
(Street Medicine Provider,
Community Health Center, ID
18)”

● Tie the use of particular practice models to funding:
“We've been really lucky that [our funder] has really
adopted harm reduction. … I've done trainings [on
harm reduction] for other organizations and they're
maybe moderately receptive to that, but I think it has
to come from the funding sources as a requirement to
keep their contract. [Our funder] is working on that
right now. You have to believe in harm reduction to get
the contract, and agencies are… their minds are
exploding.” (Director, Homeless Services Agency, ID 16)

● Advocate for patients on a case-by-case basis: “I think
communication is important and coming to the table
to say, ‘Hey, this is our scope, this is our approach. We
recognize there's some tension, or there's some
differences in the way we approach. How can we
reconcile things?’ … You sort of just have to navigate it
as it comes. … Oftentimes, it's a case-by-case advocacy
thing that you do to really ensure that we're staying
true to our philosophy.” (Senior Leader, Community
Health Center, ID 47)

Governance
dynamics

“Whole Person Care was run
out of the counties and
CalAIM isn't. ... And some
people still look at the county
for leadership. They're not
looking at managed care
plans for leadership.”
(Manager, Funder, ID 20)

● Build trust across sectors by forming individual
relationships: “In my previous [homeless services]
roles, I automatically was suspicious of managed care
plans, of anyone who wasn't the county health
department. I was like, ‘You're just looking at your
bottom line,’ especially the hospital. … I was framing it
as us versus them, [but] people matter. Who you talk to
within those agencies can really make a big difference
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about how your perspective changes, and
understanding that, sure, … we're in a capitalist
society, of course money matters, but the people who
you're engaging with, if they care about the same
things you care about, they care about patients, then I
think you can build trust that way and hopefully not
see them as the enemy, but as a partner who you might
not always agree with, but that's okay.” (Manager,
Funder, ID 20)

Discussion

Participants from all four stakeholder groups — healthcare, homeless services, local
government, and managed care plans — reported engagement in care integration activities.
They used a variety of approaches to integrate care, including jointly staffing outreach
teams, co-locating services, and other mechanisms that bring medical care, mental health
care, substance use treatment, and housing support into the same location or into the same
team.

Our study suggests that homeless services and healthcare professionals have
embraced practice ideologies that see social environments and health as closely linked. The
widespread adoption of the Housing First approach in homeless services and the social
determinants of health framework in healthcare created a practice environment where
integrated care is seen as legitimate and necessary by professionals in both fields. As the
number of people experiencing homelessness in Los Angeles County grew and tent
encampments in parks and other public spaces proliferated during the pandemic, it put
pressure on elected officials and homeless services organizations to demonstrate progress
addressing the crisis and has motivated public and private investment in homelessness.
Meanwhile, organizations had already begun responding to changes in their policy and
funding environments that were enabling them to integrate care, especially the passage of
Measure H in 2017 and a series of Medi-Cal waiver programs that brought new funding that
incentivized organizations to launch integrated care models.

Although providers believed that integrated care models were necessary to make
services in each sector more effective, they experienced several tensions associated with
their efforts to start or sustain integrated care. Similar to prior research,22 we found that
resource scarcity in the homeless service system presented a significant barrier to care
integration efforts. In an environment where not everyone who needs housing and shelter
is likely to receive it, providers are in a delicate position where they are forced to
collaborate with one another to access resources, but must also find ways to ensure their
patients or clients are prioritized for limited resources. In other words, they must
demonstrate organizational effectiveness and attract grants and funding in a competitive
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funding environment while also depending on other organizations for key resources that
are perceived as necessary to accomplish their work.

Indeed, we observed that organizations are weighing the tradeoffs between
partnering with others to gain new integrated care capabilities and building them within
their own organizations. This decision, often called a “build or buy” decision, has been
described by other researchers examining the dynamics of cross-sector collaboration.17

Street medicine teams, for example, can be structured as partnerships between healthcare
and homeless services organizations or as a fully integrated team under the management of
a single organization. Providers described tradeoffs with either approach. Partnered teams
could potentially leverage the resources of two separate organizations to the benefit of
their clients, and could serve as a bridge between organizations that have a more extensive
set of capabilities than any one organization does on its own. However, partnered teams
also confront the tension of negotiating organizational priorities and managing how those
priorities shape the work. Whereas, fully integrated teams were described as being easier
to manage and their work could be more easily aligned with the goals and priorities of the
home organization. In either case, providers said they struggle to work with other
professionals who have differing beliefs about what constitutes appropriate care. They said
differing views on the use of practices like harm reduction, conservatorship, long-acting
injectable antipsychotics, and others made it difficult to collaborate with other providers to
effectively integrate care.

Homeless services providers saw the new entrance of managed care into the
homeless services funding ecosystem as disruptive to and in conflict with the traditional
county governance systems. Indeed, many providers observed that healthcare
organizations’ efforts to address their patients’ housing needs clashed with the reality that
access to most shelter and housing resources is controlled by county agencies and
homeless services providers, and therefore is outside of healthcare providers’ direct control
and discretion. Furthermore, homeless services providers point out that they already have
limited resources to meet the needs of their current clients and referral pathways and are
not always able to accommodate or prioritize an increased volume of referrals from
healthcare providers. Since much of the strategy of healthcare organizations has been to
invest in housing navigation and care management, they are worried that their efforts may
be offset by the lack of places to navigate patients to. “Housing navigation,” as many
observed, “doesn't help without the housing part.”

Providers who engaged in integrated services like medical respite and street
medicine wondered if Medi-Cal would allow them to maintain elements of their models that
they believed to be core to their effectiveness. For example, street medicine providers often
play a public health function, which may not be compatible with the need to serve people
based on their insurance. And medical respite providers said that managed care plans have
had much more restrictive criteria than their previous county and hospital funders and
approve shorter lengths of stay, which may not be enough time for people to fully recover
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after hospital care and may make the service less effective. Finally, managed care plan
leaders and others expressed concerns that due to unique conditions in Los Angeles County
— the high cost of services, the lack of housing, and number of unhoused Medi-Cal
members — providing homeless services through Medi-Cal in Los Angeles County may not
be cost neutral, which is a requirement of the state waiver.

Limitations

These findings should be considered in light of several limitations. First, our purposeful
sampling method aimed to identify providers who were already engaged in efforts to link
housing and healthcare services. Therefore, it is well suited to our study aims to understand
the full range of provider experiences with and perspectives on care integration, but may
under-represent the views and perspectives of providers at agencies that have chosen not
to pursue care integration. Second, it is possible that homeless and healthcare services in
Los Angeles County may be meaningfully different from services in other counties (i.e. more
rural counties), and therefore some of the experiences of providers documented in our
study may differ from other county contexts.

Conclusion

Healthcare and homeless services professionals expressed excitement about the influx of
funding from Medicaid to pay for integrated services for people experiencing homelessness.
New Medi-Cal funding through the CalAIM 1115 waiver and HHIP program has enabled
them to extend their services and reach more people experiencing homelessness, and has
allowed them to focus on integrating care for unhoused Medi-Cal members who frequently
use high-cost services. Despite that, the tensions they experience echo previous research
suggesting that Medicaid funding should not be considered a substitute for addressing
upstream structural challenges.5,11 For instance, stakeholders from all sectors believe that
more needs to be done to prevent homelessness, including building more affordable
housing and doing something about rising rents to prevent people from becoming homeless
in the first place. There is only so much that the homeless services system can do in such a
resource-scarce housing landscape, they said, and the lack of affordable housing will almost
certainly place upward limits on the potential benefits that can be achieved through
Medi-Cal investments in housing navigation and care management for unhoused patients.

46

https://www.zotero.org/google-docs/?CTxXpn


Chapter 3: Medi-Cal Reform and the Future of Street Medicine in Los Angeles
County

Background

Street medicine emerged in the United States in the 1990s to extend medical care to people
living on the streets. It aims to offer a critical access point to healthcare for people
experiencing unsheltered homelessness who often have significant barriers to accessing
traditional brick-and-mortar healthcare settings.34,77 For many years, there were only a
handful of street medicine programs. Some of the first were based out of teaching hospitals
on the East Coast, most notably Dr. Jim O’Connell’s work at the Boston Health Care for the
Homeless Program94 and Dr. Jim Withers’s work with Pittsburgh Mercy's Operation Safety
Net.95 In California, a recent statewide survey found that nearly half of street medicine
teams were based at federally qualified health centers (FQHC), while others were
sponsored by hospitals, nonprofit organizations, government entities, academic
institutions, and health plans.42 Street medicine has historically relied on a patchwork of
government contracts, grants, and philanthropic support.42

The few medical providers practicing street medicine in the early days of the model
would typically bring only the supplies they could carry in a backpack to deliver care to
wherever people were living — on the streets, in parks, under bridges — the guiding
mantra being “go to the people.”96,97 In fact, many street medicine providers still practice
with just a backpack today, seeing it as the purest form of street medicine because it allows
them to travel to the hardest-to-reach people. However, the model has become more
complex over the years. Today, many street medicine teams have access to Mobile Medical
Units, which are vans (or, in some cases, even RVs) customized to include exam space and
allow providers to carry considerably more supplies into the field.98 As street-based care
evolved and new approaches emerged, street medicine providers have maintained a
distinction between “street medicine” and “mobile medicine”;98 the mobile medicine model,
they point out, often requires people to leave where they are living and travel to where the
mobile van is parked, which can create a barrier to care and exclude the most vulnerable
patients, whereas street medicine brings care to the person in their own environment. In
practice, many street medicine programs in Los Angeles combine street and mobile
medicine approaches in their day-to-day work and adapt their care models in response to
local needs and available resources, which aligns with the findings of a recent scoping
review by Michael Enish and colleagues;99 it found that although most street medicine
teams share a common definition of the model and philosophical approach, there is
considerable variation in the actual services offered by street medicine teams. Street
medicine expanded into a global movement over the past twenty years,99 but, until recently,
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growth of the model remained slow due to regulatory ambiguity and an unfavorable
payment environment.100

Recent policy and payment changes in California have led to a sudden growth in the
number of street medicine providers. According to the California Street Medicine
Collaborative, based at the University of Southern California (USC), the number of street
medicine programs across the state nearly doubled last year, growing from 26 to 49
programs between August 2022 and August 2023.101 Brett Feldman, director and
co-founder of USC Street Medicine and vice chair of the Street Medicine Institute, expects
growth to continue. He says that many more organizations across the state are in the
process of starting programs.102 The recent growth comes as a response to the availability
of new funding through Medi-Cal as part of the California Advancing and Innovating
Medi-Cal (CalAIM) initiative ECM benefit and the Housing and Homelessness Incentive
Program (HHIP),103 as well as new guidance from the California Department of Health Care
Services (DHCS) that encourages the state’s Medi-Cal managed care plans to contract with
street medicine providers.39,104 CalAIM is an 1115 waiver program that gives the state
flexibility to fund care management and health-related social needs services for qualifying
Medi-Cal members who frequently use high-cost medical services, and HHIP enabled
Medi-Cal managed care plans to earn incentive funds for making investments and progress
in addressing homelessness and keeping people housed.105

Managed care plans in Los Angeles County have responded to CalAIM and HHIP by
making significant financial investments in street medicine providers,106,107 and are
beginning to seek contracts with street medicine providers to deliver CalAIM and primary
care services to unhoused Medi-Cal members. Proponents of street medicine point to its
potential to impact healthcare costs and utilization by reducing emergency room visits,
hospital admissions, and hospital lengths of stay,108 though more rigorous studies of its
effectiveness are needed. At the same time, others have raised concerns about lack of
oversight and regulation and have called for greater standardization of the model.99,109

Street medicine providers have expressed concerns that contracting with managed care
plans could change the care model in ways that make it less effective due to increased
demands for service volume which could disincentivize working with the hardest to reach
patients.102 Further, the success of the state CalAIM initiative is likely to depend, in part, on
whether managed care plans are able to effectively leverage integrated care models like
street medicine to address the medical and social needs of Medi-Cal members who are
experiencing homelessness. However, little is known about how these recent policy and
payment changes are impacting street medicine providers and their programs. We address
this knowledge gap by engaging street medicine providers in Los Angeles County in a
participatory research project to explore their perspectives on the future of street medicine
and the challenges and opportunities they see today. In this paper, we present the findings
from a co-design event we hosted for street medicine providers in Los Angeles County and
share timely and actionable recommendations to support street medicine expansion.
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Methods

Study design

We held a co-design event with street medicine providers from Los Angeles County to
document their experiences with the changes in their practice environment brought on by
recent changes to Medi-Cal, California’s Medicaid program. Los Angeles County is an ideal
study location to study street medicine expansion because it has one of the largest
homeless populations of any city in the United States with an estimated 75,000 people
experiencing homelessness in 202388 70% of whom are experiencing unsheltered
homelessness, which is what street medicine is specifically designed to address.110

Meanwhile, political support for street medicine from leaders in city111 and county112

government, along with unprecedented financial investments from health plans107 and the
state113 are driving the rapid expansion of street medicine in the county, making it an ideal
location to examine how street medicine providers are navigating changes to their practice
environments.

The event served as the main site for data collection for the study, although we also
considered data collected prior to the event (e.g., minutes collected during the event
planning meetings), and after the event (e.g., as part of a member checking process) in our
analysis. Qualitative data including documents, videos, and audio recordings were
produced by street medicine providers through their participation in the event workshops
and were analyzed by the study team using content analysis and memoing. Study findings
were refined iteratively with input from the event participants through a member checking
process.

Study Context

Data are drawn from a gathering of street medicine providers in Los Angeles County held in
September of 2023. The event was co-hosted by the Center for Care Innovations (CCI) in
partnership with the Community Clinic Association of Los Angeles County (CCALAC).
Previous research by our study team found that street medicine is one promising example
of how organizations in Los Angeles County deliver integrated social and medical care to
people experiencing unsheltered homelessness.114 Further, street medicine providers
reported that new policy and funding changes were driving rapid growth in the number of
street medicine teams in the county. Given those findings, the research team believed it was
an opportune moment to gather street medicine providers to help shape the model’s future.

Sampling
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Study participants were sampled from a collaborative of street medicine providers in Los
Angeles County called the LA County Street Medicine Coordination Collaborative.115 The
collaborative has 20 member organizations and is convened by CCALAC monthly to discuss
emerging issues and respond to shared challenges and opportunities. Members are street
medicine providers who work at healthcare, homeless services, or government
organizations. The collaborative provided an ideal sampling frame as our partner CCALAC
noted it is attended by the majority of street medicine organizations in the county, and no
comprehensive list of street medicine providers in the county is publicly available.

Sampling occurred in two stages: First, the study team met with CCALAC staff and
identified six organizations to invite to participate in the event. Teams were selected using a
purposive sampling approach92 to ensure geographic representation from across Los
Angeles County and from the full range of types of organizations that run street medicine
programs (e.g., FQHC, academic medical center, medical groups, county government, city
government). Next, the study team sent an email to a leader at each of the six selected
organizations explaining the purpose of the event and inviting them to participate. All six
organizations responded expressing interest in participating and were invited by the study
team to select up to five of their frontline street medicine providers or direct supervisors of
frontline providers to register for the event. The majority (95%) of people who registered
were direct providers of street medicine (Table A1). The sampling and data collection
process is described in detail in Figure A1.

Event planning

Next, the study team met with each of the six invited street medicine teams for planning
sessions that lasted approximately 30-minutes each. Street medicine providers were asked
to give input on the event activities and focus areas and the study team took notes. After
analyzing the providers’ input, the study team sent a follow-up email to all of the invited
teams proposing that the morning workshop at the event be used to focus broadly on
“generating ideas for how to improve street medicine coordination and care continuity”
and the afternoon workshop be used to focus on “creating space for providers to share their
perspectives on street medicine expansion and shape the future of the model.​” Providers
responded in agreement that those were the right focus areas for the event.

Event description and co-production of data

On Thursday, November 30, 2023, 21 street medicine providers from six street medicine
programs in the county gathered at CCALAC’s offices in downtown Los Angeles. The event
was facilitated by staff from CCI, the study team, and CCALAC. The agenda included two

50

https://www.zotero.org/google-docs/?UFcxED
https://www.zotero.org/google-docs/?toOKZi


co-design activities: A Design Dash workshop in the morning, and an Open Space workshop
in the afternoon.

A Design Dash116 is a human-centered design activity that helps groups come up
with creative solutions quickly and collaboratively. During the workshop, providers were
asked to come up with ideas for how to improve coordination and continuity of care for
people being served by street medicine teams in Los Angeles County. The event participants
were divided into five design teams. Each team was made up of attendees from different
organizations with differing roles and training (e.g., doctors, PAs, nurses, peers). The
diverse makeup of the teams was meant to encourage cross-organization relationship
building and ensure each team would benefit from a range of perspectives as they worked
on the design problem. At the start of the activity, five providers in the room were asked to
play the role of “storytellers,” or someone with firsthand experience of the topic. Each team
then interviewed a storyteller about their experience with care coordination, or lack
thereof, in their work. Next, each team identified pain-points in the story they heard then
brainstormed, prototyped, and tested a solution. At the end of the workshop, each team
wrote a five-minute “pitch” and presented their proposed solution to the group. The goal of
the pitch was to give providers an opportunity to practice generating support for their
ideas. The Design Dash lasted two hours. See Table A2 for detailed activity instructions and
Table A3 for a description of each team’s work.

Open Space117 is a facilitation technique where meeting participants create and
manage the agenda themselves. The theme for the activity was “shaping the future of street
medicine,” and the group identified topics they wanted to prioritize for discussion. At the
start of the workshop, the event participants proposed topics that they would be excited to
discuss with their peers related to the workshop’s theme. A vote was conducted and the
topics with the most votes were selected. Each selected topic was made into a breakout
session and assigned a physical location at the conference space. Event participants
volunteered to host each breakout session. All other participants were encouraged to pick a
breakout session based on their interests. Participants documented their conversations. At
the end of the activity, one person from each breakout session had ten minutes to present a
summary of the topic they discussed to the full group, tell an illustrative story about the
topic, and share any key takeaways or “aha” moments from the breakout session. The Open
Space activity lasted two and a half hours. See Table A4 for detailed activity instructions,
and Table A5 for a summary of each breakout session topic.

Analysis

The study team (C.R., J.H. and I.C.) conducted a first pass at analyzing materials produced
during the design event. Documents (such as posters and worksheets) produced by
participants during the event were analyzed using content analysis. Videos and audio
recordings taken by facilitators during the event were reviewed by the study team using a

51

https://www.zotero.org/google-docs/?ffc8Po
https://www.zotero.org/google-docs/?FiSPKq


memoing approach to identify the key themes. The study team’s summary of participants’
work during the event workshops is presented in Table A4 and Table A6. In addition, the
study team produced a draft of five recommendations based on the event findings.

Member checking

A first pass of the study findings and recommendations was shared with all 21 event
participants with an invitation to provide feedback. Six participants met with the study
team for 30-minute Zoom calls to discuss their feedback. Three participants provided
written feedback by email. The findings in this paper reflect the study team’s notes from the
event planning calls, synthesis of the output of the co-design event, and feedback and
suggestions received by participants during the member checking process.

Results

Street medicine providers who participated in the study come from diverse professional
training and organizational affiliation (Table A1). They said that “street medicine is in a
pivotal moment,” and reported a mixture of trepidation and excitement about the growing
interest in and funding for street medicine. Findings from the co-design event workshops
regarding challenges, opportunities, and recommendations are described in detail below.

Challenges and opportunities

Despite growth in the number of street medicine teams operating in Los Angeles County,
providers reported that most unhoused people in the county still lack access to medical
care. Therefore, they said that organizations launching and expanding teams should
coordinate to cover underserved areas of the county. Although, they noted, it can be more
challenging to serve some parts of the county where homelessness is more spread out due
to the time it takes to find patients.

Providers report challenges recruiting enough staff to keep up with the growing
demand for street medicine services. They said that before the last couple of years,

“…there were lots of big hearts and interest in street medicine but very few jobs. I remember
you’d talk to students about street medicine, for example, but then there’d be no jobs for them
when they graduate. So we were always tempering their excitement.” (Street medicine
provider, ID 5)

Now, as a result of new funding initiatives in California, there are more street medicine jobs
available but an underdeveloped pipeline to onboard and retain a street medicine
workforce. Challenges included developing accurate and clear job descriptions, the need for
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robust onboarding, the need to be “strategic, creative, and assertive” when recruiting, and
the need to establish clear street medicine competencies (e.g., substance abuse, mental and
behavioral health, trauma-informed care, harm reduction, principles of homeless outreach,
and de-escalation techniques).

As the number of street medicine teams grew, they said it created a need for more
coordination and data sharing. For example, providers reported that multiple street
medicine teams from different organizations have been sent by funders and other
stakeholders to offer services to unsheltered people living in MacArthur Park in the
Westlake neighborhood of Los Angeles. Providers who frequent the park are finding that
they are serving the same patients, and there is a need for better coordination. As one
provider reported,

“The need for services in MacArthur Park is high and lots of funders, the council district, and
others send teams there. So, we’re stumbling upon finding out that other teams are there,
which presents challenges because it is a location where things change quickly and people are
coming in and out. We need a way to figure out how to better coordinate.” (Street medicine
provider, ID 14)

Further, they described how street medicine providers rely on formal (e.g., using data
systems) and informal (e.g., phone calls with colleagues) approaches to collaborate. But the
lack of a consistent approach and compatible tools gets in the way of effective collaboration.
Providers say that both formal and informal structures are needed but could be leveraged
more effectively than they are today.

Providers worried that contracting with managed care plans would increase
demands for greater efficiency and volume of services, and emphasized the need to protect
time for trust building with unhoused patients:

“I worry about what the data and reporting is going to look like with these contrats. Part of the
beauty of street medicine is I can care for the patient, and look them in the eye, and spend the
time on the ground with them, and not have to think about the nine things I have to put in the
chart. Now, I’ll have to think about the health plan reimbursing me or not.” (Street medicine
provider, ID 14)

For example, they worry that the incentive structure of managed care may lead teams to
provide more services in shelters, where it is easier to see a large volume of patients in a
shorter amount of time than it would be to provide a similar amount of care on the street:

“It will effectively kill street medicine in Los Angeles if they [managed care plans] pay the same
to see someone in the drop-in center as they will on the street. If the health plan contracts
incentivize seeing ten patients in a drop-in clinic because it’s really easy, but you can only see
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three on the street, then you are disincentivizing street medicine.” (Street medicine provider, ID
4)

Still, many are seeking contracts with managed care plans to deliver CalAIM ECM
and CS services and primary care for people on the streets. They expressed optimism that
contracting with managed care plans would expand access to specialty care and other
medically necessary services. However, they noted that since street medicine teams are
based at different types of organizations, Medi-Cal reimbursement is likely to impact each
differently. They emphasized the need for street medicine providers to develop a “unified
response” to negotiate a contracting arrangement with the managed care plans that doesn't
advantage one type of organization at the expense of another. For example, they said that
health plans would need to set equitable and sustainable rates, providers would need to be
able to see patients on the street regardless of provider assignment, and they would need
support developing additional infrastructure and capacity to handle referrals.

Finally, providers argued that county leaders should do more to leverage street
medicine as an entry point into housing. Because they build trust with patients on the
street and have team members who can assist unhoused people with their housing and
medical needs, they believe that street medicine could serve as an effective bridge between
healthcare and housing. Although, to play that role, they said they need access to
low-barrier housing, including medical respite, rehab, or motels for their patients, and they
believed street medicine providers should continue to provide care to their patients in
transitional and permanent housing including motels. As one street medicine provider put
it, their team should be able to say to patients, “Here’s housing for you in the interim while
we are waiting for permanent housing.” Further, providers argued that they need to be able
to offer patients “long-term care planning” because “when a patient with complex needs
gets housing, they will need ongoing support.” (Street medicine provider, ID 4)

Recommendations

Street medicine providers agreed on five recommendations for ways to address challenges
and opportunities they see in the street medicine landscape concerning (1) geographic
service gaps, (2) coordination and data sharing, (3) trust building with patients, (4) access
to housing, and (5) access to specialty care and other medically necessary services. Each
recommendation is described in detail in Table 1. The wording of each recommendation
was reviewed, edited, and agreed upon by the street medicine providers who attended the
event.
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Table 1. Recommendations regarding the future of street medicine

Recommendation Description

1. Improve access and
address geographic
service gaps

The availability of new funding through Medi-Cal and recent changes in state
and federal guidance are driving the growth of street medicine teams in Los
Angeles County. But even though the number of programs has grown, access
remains an issue. Providers report that some areas, including Skid Row and
MacArthur Park, are now being served by multiple teams, while other areas
have little to no street medicine coverage. Providers say there is a need to
extend street medicine coverage to underserved parts of the county.

2. Coordinate care and
increase data sharing

As more organizations start street medicine programs, growth has been
concentrated in a limited number of areas where providers are increasingly
encountering each other in the field and finding that they are serving the same
unhoused patients. Providers say that better coordination and data sharing
between teams is needed to avoid duplication of services in areas being served
by multiple teams. As teams expand, they are looking to hire more medical
providers and community health workers to keep up with growth. However,
street medicine providers report that an underdeveloped pipeline to onboard
and retain a street medicine workforce is hindering growth.

3. Protect time for trust
building

Many people living on the streets are hesitant to seek care, often because of
prior negative experiences with health professionals. Street medicine
providers say building strong, trusting relationships with people takes time
and is often a necessary step before a person will agree to receive billable
medical care. A critical component of street medicine is getting someone
comfortable enough to agree to become a patient, which hasn’t traditionally
been billable work, resulting in unfunded time. Providers anticipate that
contracting with managed care plans may increase demands for efficiency and
volume of services, and they emphasize the need to protect time for trust and
relationship building.

4. Create more
connections to housing

For street medicine to serve as an effective link to housing for some of the most
medically vulnerable people on the streets, street medicine teams say they
need timely access to temporary housing for their patients, such as medical
respite, rehab, and motels. Providers currently rely on the Los Angeles County
Coordinated Entry System (CES) — a network that aligns homeless services in
the county and manages referrals to and prioritization for a limited supply of
available housing resources — to find temporary shelter and housing for their
patients. However, long wait times for accessing shelter and housing resources
through CES have led many teams to develop relationships with shelters
outside of the CES system to speed up the process for patients with the most
urgent needs. They also face systemic barriers that prevent them from directly
referring patients to housing through CES. Because of these barriers they often
rely on other agencies to refer their patients to housing resources, which slows
down an already slow process. Street medicine providers argue that they are
well-positioned to guide patients to the appropriate level of ongoing care to
ensure successful housing outcomes and access to a primary medical home.
And providers see a need to offer continued medical support to patients as
they transition from the street to shelters and other forms of temporary
housing. But they say to make that possible, better integration of street
medicine teams into CES is needed.
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5. Expand access to
specialty care and other
medically necessary
services

Street medicine providers in Los Angeles describe gaps in services for
pregnant people and people with mental illnesses who are living on the
streets. They also stress the need for more access to specialty services,
including orthopedics, cardiology, nephrology, rheumatology, dental care, and
vision care. Providers say they need a mechanism to get the people they
encounter on the streets into specialists quickly and with minimal
bureaucracy. Recently, the state of California released new guidance (APL
24-001), which may offer a path to expanded access for people experiencing
homelessness by allowing street medicine providers to become contracted
Medi-Cal providers. Providers and managed care plans in Los Angeles are still
working on implementing the new guidance. Providers say they are eager to
work with the managed care plans to extend specialty care and other medically
necessary services to people experiencing homelessness.

Discussion

This study describes the perspectives of street medicine providers on the impact of new
Medi-Cal funding and state and federal policy changes on the street medicine landscape in
Los Angeles County. Street medicine providers say the new attention and resources have
been a mixed blessing. They are grateful for the additional funding that is enabling them to
bring more care to people on the streets and hopeful that they will soon be able to offer
specialty care — including orthopedics, cardiology, nephrology, rheumatology, dental care,
and vision care — which has been largely inaccessible to homeless people who often have
significant barriers to accessing traditional brick-and-mortar health care settings. But they
also say that the rapid growth has led to new challenges, such as a more crowded service
environment and duplication of services. Providers report that people living in the most
frequented encampments sometimes get seen by as many as four separate street medicine
teams from different organizations, which can be confusing for patients and is an inefficient
use of limited resources. While some parts of the county are being served by multiple
teams, other areas have a very limited street medicine presence, leaving many people
experiencing homelessness without accessible medical care. Thus, we find that
coordination is needed both to improve the efficiency of care in highly served areas and to
fill gaps in care for underserved parts of the county.

Street medicine providers are concerned that Medi-Cal contracting may introduce
new pressures for service volume and efficiency. They also anticipate that new or expanded
reporting requirements could increase the administrative burden and take time away from
patient care on the streets. As street medicine becomes a more formal part of the
mainstream medical system, providers say that there is a need to preserve the values118 that
have made street medicine distinct, including its focus on the dignity and humanity of
people living on the streets, taking time to build trusting relationships with unsheltered
patients, and its commitment to providing care in the patient's environment.42,102 Similar to
prior research,99 we find that street medicine providers share a very similar set of values
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that guide their work, despite considerable variation in the particular services offered
across different teams. Our study indicates that providers perceive some dissonance
between the culture of street medicine practice and the culture of mainstream medicine
and managed care in particular. Therefore, stakeholders interested in engaging with street
medicine teams should be attentive to those values, identity, and practice culture.

Street medicine providers are eager to tap into the resources they could gain from
closer ties with managed care; however, they are also deeply concerned with maintaining a
practice model that is true to the value of bringing care to the hardest-to-reach people
experiencing homelessness. Historically, street medicine has been disconnected from many
of the systems that could support better coordination between street-based care and
brick-and-mortar medical and housing resources. For example, providers say they have
struggled to gain access to the Homeless Management Information System (HMIS) and face
administrative barriers to referring people directly to housing services through the Los
Angeles County Coordinated Entry System (CES). Similarly, they reported facing barriers to
accessing specialty medical services through the managed care plan’s sub-contracted
specialty networks. Connecting street medicine teams to these critical re-housing and
specialty medical services could potentially leverage street medicine as a bridging service
between street-based care and other critical care systems that serve people experiencing
unsheltered homelessness.

Limitations

These findings should be considered in light of several limitations. First, how study
participants engage in a social research setting like a co-design workshop is likely to be
influenced by social pressures and biases. For example, social desirability bias, or the desire
to be seen in a positive light, may have discouraged the discussion of important but
controversial topics. Or, recency bias, may have led to the discussion of issues that are
current but not as important as other issues, because they happen to be top of mind and
easiest to recall on the day of the co-design event. However, comparing the study team’s
meeting notes from our one-on-one event planning calls three months before the event to
the event data, we see almost total agreement between the topics mentioned on our
planning calls and the topics we observed being discussed at the event. With the exception
of one: the impact of street sweeps on street medicine patients was mentioned in the
planning calls but was a minor part of the overall event discussion. Thus, providers may
have avoided discussing street sweeps at the event due to its highly political nature.
Further, because we spent months planning the event and we asked providers to think
about the types of topics they would like to discuss far in advance of the event, we believe
recency bias is unlikely to have significantly impacted the data co-production. Finally, we
used an established street medicine collaborative as the sampling frame, which may have
biased the sample towards more well-established street medicine programs from large and
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relatively well-resourced institutions, which may be more visible and well-connected
organizations. The study findings, therefore, may not reflect the perspectives of street
medicine providers at smaller organizations or from newer and less well-connected street
medicine programs. However, by seeking a diverse sample by sector and organization type,
we believe we were able to account for a wide range of perspectives and experiences, and
the findings are likely to be reflective of the perspectives of the majority of street medicine
providers in Los Angeles County.

Conclusion

We found that the street medicine landscape in Los Angeles County is changing quickly, and
street medicine providers are responding by calling for the preservation of the model’s core
elements even as they seek contracts with the Medi-Cal managed care plans that will pull
the model from the margins into the medical mainstream. Street medicine providers are
excited and cautious about the changes. They are grateful for the new resources and
attention that are allowing them to deliver more care to people on the streets, and they are
aware that in the coming years, they may see changes to the model as they adapt to being a
part of the managed care ecosystem such as greater standardization and more reporting
requirements. They are hopeful that the lessons they have learned about how to deliver
compassionate care to people experiencing homelessness can contribute to redesigning the
traditional care system so that medical care, wherever it’s delivered — on the streets, in
shelters, or in clinics and hospitals — reflects the unique needs, preferences, and priorities
of people experiencing homelessness.

Tables

Table A1. Event participants

Participant ID Organization Type Role* Training**

ID 1 Academic medical center Director Clinical (MD)

ID 2 Academic medical center Director Clinical (RN)

ID 3 Academic medical center Mental health provider Clinical (LMFT)

ID 4 Academic medical center Director Clinical (PA)

ID 5 Academic medical center Director Clinical (PA)

ID 6 Academic medical center Director Clinical (MD)

ID 7 Academic medical center Community Health Worker Non-clinical

ID 8 Academic medical center Senior leader Clinical (MD)
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ID 9 City government Supervisor Non-clinical (MPH)

ID 10 County government Director Non-clinical (BA)

ID 11 Federally qualified health center Coordinator Clinical (MA)

ID 12 Federally qualified health center Director Clinical (RN)

ID 13 Federally qualified health center Physician Assistant Clinical (PA)

ID 14 Federally qualified health center Chief officer Clinical (NP)

ID 15 Federally qualified health center Registered Nurse Clinical (RN)

ID 16 Federally qualified health center Coordinator Non-clinical (BA)

ID 17 Federally qualified health center Director Clinical (MD)

ID 18 Federally qualified health center Director Clinical (DO)

ID 19 Federally qualified health center Physician assistant Clinical (PA)

ID 20 Medical group Chief officer Clinical (MD)

ID 21 Medical group Chief officer Non-clinical (MBA)

* Job titles are simplified to protect participant identities.
** The vast majority of participants are direct service providers as a large part of their role, although some of the titles
(chief officer, director, supervisor, etc.) reflect that they also serve in a management role at their organizations.

Table A2. Design Dash Workshop Instructions

Phase Steps Time

Intro to Design
Dash

Draw a picture of yourself on a sticky note.
Add your name.

3 min

Get to know
your team

Brainstorm associations you have with the topic (one idea per sticky
note).
Introduce yourself to your team — name, organization, and role — and
share at least three associations you have with the topic.
As you introduce yourself, place your sticky notes up on a piece of
poster paper.

5 min

Pick a role Pick a role for the activity — storyteller, interviewer, artist, or
notetaker.

2 min

Observe a new
perspective

Storyteller switch tables.
Interviewer asks the storyteller about their experience with the topic.
Artist and notetaker document the conversation.

10 min

Clarify Each person asks one clarifying question. 5 min

Define your
challenge

On a piece of poster paper, in big clear writing, define your challenge:
○ We talked to...

10 min
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○ They told us... (summarize)
○ Challenge and pain points (list)
○ Summarize “the problem” (1 – 3 sentences)

Brainstorm Use sticky notes. One idea per sticky note. 5 min

Ask for
feedback

Invite the Storyteller back to give you feedback on your ideas.
Identify the three most exciting ideas.

5 min

Draw idea &
build a
prototype

Team picks one idea out of the Storyteller’s three favorites.
Draw a storyboard and build a prototype.

15 min

Test your
prototype

Pair up with another team.
Each team has 5 minutes to share their idea and 5 minutes to receive
feedback.

20 min

Refine your
idea and
develop a
pitch

Refine your idea based on their feedback.
Develop a pitch using the value-based messaging model

○ Value, Problem, Solution, Action

10 min

Share your
idea

Pitch your idea to the full group (~3 min each, with ~2 min of
feedback)

30 min

Table A3. Design Dash Activity, Ideas to Improve Street Medicine Care Coordination  

Team Topic  Description 
Team 1  Maternal health  Problem: There is a gap in services for pregnant people on the streets. Street

medicine providers say they lack the “teams and care systems” to meet the
needs of high-risk OB patients experiencing homelessness. Solution: Develop
multidisciplinary teams to staff new facilities and outreach to provide specialty
care at all stages of pregnancy. 
 

Team 2  Social
connections &
relationships 

Problem: Human connection should be central to the practice of medicine.
However, street medicine providers say that “care systems are not set up to
honor our human need for connection and relationships.” Lack of
communication and coordination can even cause harm to patients and lead to
conflict between providers. Solution: Focus on the need for human connection
and building relationships. Make time for developing relationships with
colleagues and patients to ensure relationships are not just transactional.  
 

Team 3  Mental health  Problem: There is a gap in care for people with mental illness on the streets.
The issue is both access and service design. Today, mental health services in
Los Angeles are neither “accessible” nor “engaging” and are not designed to
meet homeless people “where they are.” Solution: Develop a process to
co-design and test multiple solutions to improve accessibility to and
engagement with mental health care, with the end goal to find a model to
scale. 

60



 

Team 4  Breaking down
silos 

Problem: Patients deserve coordinated healthcare that prioritizes health over
business interests. However, today, care can be siloed or duplicated. For
example, in MacArthur Park, there are multiple street medicine teams
providing overlapping services, which impacts continuity, creates confusion for
patients, and negatively affects health. Solution: Focus on addressing the lack
of communication among the teams. Establish collaborative case conferencing
and a shared document that will open the space for collaboration, decrease
service duplication, and demonstrate joint community commitment to health. 
 

Team 5  Formal vs.
informal
collaboration 

Problem: Care systems should be collaborative. However, street medicine
providers rely on formal [e.g., data systems] and informal [e.g., phone
numbers] structures to collaborate. The lack of a consistent approach and
compatible tools gets in the way of effective collaboration. Providers say that
both formal and informal structures are needed but could be leveraged more
effectively than they are today. Solution: Focus on improving both structures of
collaboration in two high-opportunity moments in the care process: (1) At the
point of care at onset of meeting a person and building trust, get information
from the person AND from the formal structured data systems (HMIS/
LANES); (2) Given the person’s needs, determine the most appropriate method
to collaborate (e.g., “visit vs. warm handoff vs. email/call”)
 

Source: Author’s transcription from the event posters and recordings of the event.  

 

Table A4. Open Space Workshop Instructions

Phase Steps Time

Identify topics
to discuss

Start with an individual reflection. What topics would you like to
discuss? Write down a few topic ideas.
As a table, share your ideas with one another and narrow down to
three favorites.
Write your table’s three favorite topics on sticky notes and give them to
the facilitators. (one idea per sticky note)
As a group, we will decide on three to five conversation topics based on
each table’s suggestions.
Facilitators will ask for 1 or 2 volunteers to lead each breakout
conversation.

20 min

Start breakout
sessions

Join a breakout room.
Discuss the topic.
Remember, the only rule is the “rule of two feet,” which means go
wherever you feel like you can contribute or learn.
At the end of the activity, we will ask each group to share:

○ A definition/summary of the topic
○ A story about the topic
○ Key takeaways

If you have time, you can also come up with some questions or prompts
for the full group to get their input on the topic.

70 min
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BREAK 15 min

Presentations Each group will have ~10 minutes to:
○ Summarize the topic you discussed in your group
○ Share at least one illustrative story about the topic
○ Share “aha!” moments and key takeaways

Others will have the opportunity to add ideas, share reactions, and ask
follow-up questions after each group’s presentation.

45 min

Table A5: Open Space Activity, Selected Topics and Descriptions 
  Selected topics

(# of votes received) 

Description 

1  Collaboration, communication,
and coordination between
street teams in MacArthur Park
(25 votes) 
 

Multiple street medicine teams from different organizations have
been sent by funders and other stakeholders to offer services in
MacArthur Park. Providers are finding that they are serving the same
patients, and there is a need for better coordination. The Open Space
group designed a pilot project to coordinate the teams coming to the
park. The plan includes (1) a community needs and gaps assessment,
(2) coordination of “the three Ss,” scope, staffing, and schedules, and a
dedicated person/agency to handle administrative support, (3)
presenting a united front to patients by branding the project (i.e.,
“MacPark Health”), agreeing on messaging, and forming MOUs across
the participating organizations, (4) an information sharing approach
that respects patient privacy and monthly case conferencing to
discuss complex patients and manage provider panels.   

2  Breaking down the LA Care
“Field Medicine” funding
proposal to create a united
response. (22 votes) 
 

LA Care proposed a payment model to cover “Field Medicine” in late
2023 and shared the proposal with street medicine providers for
feedback. The Open Space group discussed the details of the proposal
and developed an outline of their preferred changes. Since street
medicine teams are based at different types of organizations (e.g.,
hospitals, clinics, medical groups, county), Medi-Cal reimbursement is
likely to impact each differently. The group emphasized the need to
develop a “unified response” that doesn't advantage one type of
organization at the expense of another. Key issues include (1) setting
equitable and sustainable rates, (2) seeing patients on the street
regardless of provider assignment, and (3) the need for additional
infrastructure and capacity to handle referrals. 

3  Recruiting and sustaining the
workforce and increasing the
quantity and diversity of
specialty care disciplines. (14
votes) 
 

Before the last couple of years, there was a lot of interest in street
medicine but very few jobs. Now, there are lots of jobs, especially in
Los Angeles, but an underdeveloped pipeline to onboard and retain a
street medicine workforce. Challenges include (1) developing
accurate and clear job descriptions, (2) the need for robust
onboarding, (3) the need to be “strategic, creative, and assertive”
when recruiting, (4) establishing clear street medicine competencies,
(5) professional development opportunities, (6) creating a
trauma-informed work environment, (7) taking people away from
billable hours to support ongoing training and retention. 
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4  Linking housing and street
medicine. (12 votes) 
 
 
 
 

The group came to three assertions about housing and street
medicine: (1) street medicine providers need access to low-barrier
housing, including medical respite/recuperative care, rehab, or
motels; (2) street medicine providers should continue to provide care
to their patients in transitional and permanent housing including
motels, at least in the short term (an idea, they admit, might be
controversial among street medicine providers); (3) street medicine
providers have a key role in guiding patients to the appropriate level
of ongoing care to ensure successful housing outcomes and successful
access to a primary medical home. Key takeaways: street medicine
teams want to be able to say, “Here’s housing for you in the interim
while we are waiting for permanent housing [...] and we need
long-term care planning because when a patient with complex needs
gets housing, they will need ongoing support.” 

Source: Author’s transcription from the event posters and recordings of the event. 

Figures

Figure A1. Sampling and Data Collection Procedures

Phase Co-production process

1. Sampling
Study participants (n=21 street medicine providers, n=6

organizations) were selected from members of a street medicine
workgroup hosted by CCALAC. Purposive sampling was used to ensure
geographic representation from across LA County and representation
from the full range of types of organizations that run street medicine

programs.

Community partner provided
input that guided the sampling
process.

Study team and community
partner jointly selected and
invited teams to the co-design
event.

↓

2. Event planning
The study team invited the leaders from each of the six selected street

medicine programs to join 30 minute zoom calls to discuss their
interest in the event and identify the topics and activities they believe

would be most impactful related to Medi-Cal’s impact on the street
medicine landscape in LA County. All six committed to sending street

medicine team members to the event. Meeting notes were analyzed by
the study team and used to plan the event activities.

Street medicine providers
suggested topics for the
co-design event.

Study team used provider input
to design event activities.

↓

3. Event facilitation & data co-production
During the event two different participatory methods were used to

engage street medicine providers as co-researchers: (1) Design Dash,
and (2) Open Space. First, the study team led a Design Dash workshop
in which participants were asked to identify challenges related to care

coordination and design possible solutions. The Design Dash lasted
two hours. Second, the study team facilitated an Open Space

Street medicine providers
produced data through their
participation in the event
workshops.

Data include videos, recordings,
and documents created by
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workshop, which is a facilitation approach that allows participants to
vote on any topic they would like to discuss and self-select into

participant-led learning sessions. The theme of the Open Space was
“the future of street medicine.” The Open Space workshop lasted two

and a half hours.

event participants.

↓

5. Analysis
The study team (C.R., J.H. and I.C.) conducted a first pass at analyzing

materials produced during the design event. Documents (such as
posters and worksheets) produced by participants during the event
were analyzed using content analysis. Videos and audio recordings

taken by facilitators during the event were reviewed by the study team
using a memoing approach to identify the key themes. The study

team’s summary of participants’ work during the event workshops is
presented in tables A3 and A5. We wrote five recommendations based

on our analysis of the workshop materials.

Study team analyzed workshop
data and produced tables
summarizing the findings.

Study team drafted five
recommendations based on
data collected during the event.

↓

5. Member checking
A first pass of the study findings and recommendations was shared

with all 21 event participants with an invitation to provide feedback.
Six participants met with the study team for 30-minute calls to discuss

their feedback. Three participants provided written feedback. The
findings in this paper reflect the study team’s initial synthesis of the

output of the co-design event, and incorporates all of the feedback and
suggestions received by participants during the member checking

process.

Study team shared a draft of
the workshop findings and
recommendations with event
participants.

Event participants provided
input and feedback.

Study team incorporated input
and produced study findings.
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Conclusion

Integrating social and medical care has the potential to make services for older people,
people with disabilities, and people experiencing homelessness more accessible, impactful,
and cost effective.12,15,80,119 However, the theorized benefits of integrated social and medical
care have been challenging to achieve in practice.18,19,21–23 This dissertation explores the
perspectives of county leaders, healthcare payors, and frontline providers on care
integration for older and disabled people in the San Francisco Bay Area and people
experiencing homelessness in Los Angeles County.

The first aim of this dissertation is to identify the challenges and opportunities that
San Francisco Bay Area counties face in delivering services to older people and people with
disabilities. We conducted 31 key informant interviews with Bay Area leaders in Adult and
Aging Services and reviewed county administrative data, and publicly available data sets.
We found that demand for county Adult and Aging services is growing, outpacing growth in
funding, staffing, and service capacity. Further, we found that client and family needs are
becoming more complex, demanding new workforce capabilities and program offerings.
County leaders reported a need to (1) grow the adult and aging services workforce; (2)
adopt new policies, procedures, and approaches to management; (3) build partnerships;
(4) integrate services and use a client-centered approach; (5) seek new and more flexible
funding; (6) develop equitable and responsive programs and workplaces; and (7) educate
about ageism. Overall, our results suggest that quality and access to services can be
expected to decline without expanded Adult and Aging services capacity, and that efforts to
integrate social and medical care will likely play an important role in improving service
quality and access in the coming years.

The second aim of this dissertation is to describe the motivations and tensions
reported by healthcare and homeless services providers in Los Angeles County who are
involved in integrated housing and health services for people experiencing homelessness.
We conducted 54 interviews with professionals from the homeless services and healthcare
sectors whose work directly involves integrating social and medical care for people
experiencing homelessness in Los Angeles County: 19 staff at homeless services agencies,
17 staff at healthcare provider organizations, 12 staff at local government agencies, and 6
staff at Medi-Cal managed care plans. Qualitative interviews were transcribed, coded, and
analyzed using an iterative inductive and deductive approach. We find that medical and
homeless services providers described multiple motivations for integrating care, including
(1) increased institutional pressure to address the homelessness crisis, (2) growing
awareness of the relationship between housing and health, and (3) funding and policy
shifts that support integration of care. They also described tensions associated with care
integration efforts relating to (1) resource scarcity (2) conflicting goals, (3) conflicting
beliefs, and (4) governance dynamics. These results underscore that few organizations have
the services and capabilities necessary to meet the full range of care needs of people

65

https://www.zotero.org/google-docs/?7MfBuo
https://www.zotero.org/google-docs/?SJrOPD


experiencing homelessness, and organizations are pursuing care integration often through
cross-sector partnerships. It is also clear from our findings that key informants believe that
the lack of affordable housing will place upward limits on the potential benefits that can be
achieved through Medi-Cal investments in housing navigation and care management for
unhoused patients.

The third and final aim of this dissertation is to explore street medicine providers’
perspectives on the impact of newly available Medicaid funding on their service model. We
held a co-design event attended by 21 street medicine providers from healthcare,
government, and private nonprofit organizations in Los Angeles County. Qualitative data
including documents, videos, and audio recordings were produced by providers through
their participation in the event workshops. Data were analyzed by the study team using
content analysis and memoing, and study findings were written with ongoing input from
the event participants through an iterative member checking process. We found that street
medicine providers reported a mixture of trepidation and excitement about the growing
interest in and funding for street medicine. They made five recommendations for ways to
address the challenges and opportunities they see in the street medicine landscape
concerning (1) geographic service gaps, (2) coordination and data sharing, (3) trust
building with patients, (4) access to housing, and (5) access to specialty care and other
medically necessary services. These findings highlight how Medi-Cal funding and new state
and federal guidance is changing the street medicine service landscape in Los Angeles
County, and describe the potential to leverage this new funding to improve access to
medical care and housing for people experiencing unsheltered homelessness.

Taken together, these studies suggest that diverse stakeholders including county
leaders, payors, and providers of healthcare and social services see social and medical care
integration as an important strategy for improving care access and effectiveness. Further,
this research also suggests that Medicaid investment in health-related social needs services,
while important, is not a substitute for investments in basic resources like housing supply
that operate as underlying drivers of the social problems like homelessness120 or
addressing the caregiver shortage to ensure people have the support to safely age in
place.121 Finally, these studies provide early evidence that organizations that provide
health-related social services are changing how their services and organizations are
structured to position themselves to secure healthcare contracts as a new source of badly
needed revenue. Thus, these papers illustrate the importance of considering the impacts of
Medicaid policy changes on other sectors of care, such as the traditional homeless services
system and county adult and aging services.

These findings should be considered in light of several limitations. First, all three
dissertation studies take place in major metropolitan areas in California. Therefore, the
findings may not be representative of the dynamics of social and medical care integration in
more rural settings. Second, California has gone further than many other states in using
Medicaid funding to pay for health-related social needs services, and even among other
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states that have implemented similar Medicaid waivers, there is considerable variation in
how those waivers are designed. Thus, findings in California may have limited
generalizability to other state integration efforts.

Future research should build on these findings by exploring the impact of Medicaid
financing on social services that are covered by healthcare payors. In particular, research
should explore possible changes in service eligibility, access, scope, duration, desirability,
and effectiveness of reimbursable social services. Such research would contribute to our
understanding of the suitability and feasibility of delivering narrowly targeted social
service interventions under a Medicaid payment regime. Additionally, future research
should study the strategies organizations use to manage or resolve the tensions associated
with care integration that we and others have identified. Finally, future research should
explore mergers, acquisitions, and consolidations among social services agencies that
deliver health-related social needs services, the use of strategic alliances by CBOs to secure
competitive advantages in healthcare contracting, and the entrance of national for-profit
organizations seeking Medicaid contracts to deliver health-related social needs services.

In conclusion, this dissertation explores social and medical care integration for older
and disabled people in the San Francisco Bay Area and people experiencing homelessness
in Los Angeles County, California. We find that in both cases, demographic changes are
straining the capacity of highly fragmented services systems. We elevate the voices of
professionals who fund, oversee, and deliver services who say they see a need for more
integrated care to improve service access and quality.
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