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SECTION 1 FINAL REPORT
The National Health Care for the Homeless Council entered into a cooperative agreement with the
Centers for Medicare & Medicaid Services as part of the Health Care Innovation Awards Round 2 (HCIA2)
to develop a standardized model of care for medical respite programs and to assess program impa ct,
health system costs and savings, and payment methodologies.
The project entitled Medical Respite Care for People Experiencing Homelessness ended August 31, 2017.
The contents of this report are solely the responsibility of the authors and do not necessarily represent
the official views of the Department of Health and Human Services or any of its agencies.

SECTION 2 ACCOMPLISHMENTS AND LESSONS LEARNED
This project established a standardized program model for medical respite programs that incorporates
evidence-based practices such as self-management goal setting and transitional care. This model can be
implemented by programs with varying degrees of staffing and resources and can be used as a baseline
for payers looking to understand the kinds of services that should be considered when investing in a
medical respite care service package.
Development and Implementation of a Standardized Program Model
Patient-centered care
Patients with low socio-economic status often leave hospitals feeling powerless due to a misalignment
of patient and care team goals and socioeconomic constraints affecting their ability to perform
recommended behaviors. Patients consequently feel a loss of self-efficacy resulting from their failure to
perform recommended behaviors. 1 This program model prioritizes patient needs and preferences and
focuses on a collaborative patient-provider relationship to support self-management goals. To improve
patient-centered care, project sites were asked to do the following:
 Assist patients in developing self-management goals and integrate them into care plans
 Utilize evidence-based approaches such as motivational interviewing to help enrollees
overcome barriers to achieving their self-management goals
 Address systemic barriers to accessing housing and other resources needed for long term
stability though case management services
Additionally, project sites were scored using patient responses from two exit surveys (see Appendix C
and D) that addressed whether or not patient preferences were accounted for during their stay and
whether or not patients received all the information they needed to manage their health.
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Care coordination/care transition services
Often people experiencing homelessness have multiple and complex health care issues that are
managed collectively by different providers. Additionally, when individuals experiencing homelessness
are seen at hospitals, their regular providers may not be notified of any treatments, new medications,
and lab tests that resulted from the visit. With multiple providers, individuals experiencing
homelessness may have difficulty managing appointments and following various provider instructions.
To improve care coordination, including care transitions, project sites were asked to do the following:
 Work with each patient to establish a primary care provider (if one has not already been
established) and help patients understand the role of the primary care provider
 Assist patients referred from hospitals in going to a follow up appointment with their primary
care provider within 30 days of hospital discharge
 Obtain patient consent to share information with their health care providers and send a
transition record with specified elements to established primary care providers
 Work with patients to increase skills and resources to better navigate the health care system
independently
Preventive health care services
This program model integrated two preventive health services: Tobacco cessation support and influenza
vaccinations. The decision to offer tobacco cessation support services was based on studies that found
individuals experiencing homelessness have double the odds of being a smoker than their housed
counterparts but with similar desires to quit. 2 The decision to include influenza vaccinations was based
on the increased risk of exposure to communicable diseases such as influenza and high rates of
respiratory illness among this population. 3 As part of this program model project sites were asked to do
the following:
 Assess each enrollee for tobacco use; for individuals who self-reported tobacco use, offer
tobacco cessation support (either prescription, patch, support group, counseling, or hotline)


Assess each enrollee for current influenza vaccination (during the months of October through
February). For individuals who did not have a current vaccination; offer a vaccination either on
site or at a partnering clinic.

Project Activities
Selection of project sites
Prior to submitting an application for HCIA2, the Council sent out a call for partnerships to identify and
engage medical respite programs located in Medicaid expansion states that were willing to implement
this standardized model and test its impact. Medical respite programs were asked to describe the
resources they needed to implement the model of care, provide projections for the number of
individuals who will be served in their program during the first year of the project period, and submit
letters of support from their primary referral hospitals stating that they would share hospital data for
enrollees. Nearly half of the medical respite programs in the country responded to the call. The Council
selected five projects using a scoring system that took into account factors such as services already in
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place, resources needed to implement the model of care, volume of patients to be served, and funding
requests.


Circle the City, Phoenix, AZ is 50-bed “stand-alone” medical respite facility established in 2012.
The facility includes a dedicated 8-bed women’s unit, an onsite clinic with two private exam
rooms, shared living and dining spaces for patients, a physical therapy room, a chapel, and a
salon. The organization received federally qualified health center status in 2015. CTC currently
contracts with six managed care organizations (MCOs).



Edward Thomas House, Seattle, WA, is a 34-bed medical respite program established in 1996. It
is stationed on the 7th floor of a residential high rise owned by Seattle Housing Authority located
across the street from Harborview Medical Center. The program is a collaborative project
between Health Care for the Homeless Network (HCHN) and Harborview Medical Center's
Pioneer Square Clinic. It currently contracts with four MCOs.



Columbus House is a multi-service agency working to end homelessness in New Haven, CT. Its
12-bed medical respite program was established in 2013 and is located on the top floor of its
homeless emergency center. Columbus House partners with visiting nurse associations to
deliver clinical care while using its own staff to provide supportive services. The program is
primarily supported by a State grant.



Central City Concern’s Recuperative Care Program was established in 2005 and offers 35 medical
respite beds located in co-located, master-leased apartment units. Program participants receive
clinical care at the organization’s Old Town Clinic, a federally qualified health center. An
embedded recuperative care team visits program participants on a daily basis. CCC partners
with several health plans and systems which supports costs that are not billable through the Old
Town Clinic.



Hennepin County Health Care for the Homeless (HCH) and Catholic Charities of St. Paul and
Minneapolis operate medical respite programs at two sites. A third site operated by Catholic
Charities opened in January 2017 and therefore was not included in this HCIA2 project. The
Hennepin County Health Care for the Homeless - Medical Respite Program is a 20-bed program
located at a Salvation Army homeless emergency shelter. The HCH operates a Federally
Qualified Health Center which is co-located at the shelter where program participants receive
clinical care. Other supportive services are provided by shelter staff. Catholic Charities operates
a 95-bed transitional housing facility that is available to individuals needing health supported
housing; 10 of these beds are designated for medical respite care. Nursing staff is located onsite
to provide care coordination and education, and case management services are also available.
Catholic Charities recently added a new position, full-time licensed behavioral health provider,
to support increasing mental and chemical health needs (a model that has been successful in the
new program). Once program participants are medically cleared, they may be eligible to
continue in Catholic Charities’ transitional housing program (up to two years). Hennepin County
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is a business partner with Hennepin Health ACO. Catholic Charities receives funding from
multiple sources including Hennepin Health ACO and Hennepin County to support operations.
Program planning/monthly meetings of the project team
Upon notice of award approval, the Project Director notified program leads at the five project sites and
coordinated monthly planning meetings. Early meetings focused on the project overview, hiring HCIA2
staff, data sharing policies, project budgets, HCIA2 invoicing, developing the project implementation
guide, and developing self-monitoring metrics. As we ended the planning phase and entered to
implementation phase, meeting time was used to make improvements to the implementation guide and
data collection tool, share successes and challenges, and discuss and interpret findings from selfmonitoring reports.
Lesson learned – The project would have benefited from having more representation from HCIA2funded direct service workers at monthly meetings. Representation at team meetings generally
consisted of program administrators and data managers who relayed information to direct service staff
as needed. Without participating in meeting discussions, direct service staff members were often
unaware of some of the context that may have led to small changes in program design. Additionally,
because the project sites had most of the services in place at some capacity, those who didn’t
participate in meetings were not well-equipped to respond to inquiries from CMS independent
evaluators about how the project impacted service delivery.
Workforce development
Reflecting lessons from the previous round HCIA, the project invested in data capacity. Each site was
asked to hire a data manager to ensure that all needed data were collected and reported on a timely
basis and to assist in any site specific IRB applications. The data managers became the de facto liaison
between the staff implementing program activities and the Project Director. They also helped to refine
tools and metrics to ensure a better fit with actual practice. Early in the process, the data managers had
separate meetings to discuss opportunities to improve staff and patient utilization of tools and to
improve reporting for the project. Data managers were very successful in ensuring that they organized,
checked, and forwarded all relevant data to which they had access. Importantly, these included data
from the study hospitals. This regular flow of data allowed the project to compile and submit timely
quarterly reports.
The project did not set other staffing requirements for implementation of the program model. Since
HCIA2 funding aimed to supplement the existing workforce, we wanted to be flexible and defer to
efficiency rather than rigidity. We believe that certain elements of the program model can be carried out
by a number of different professionals. For example, patient support to meet self-management goals
were provided by a number of professionals including physicians, nurses, social workers, case managers,
and patient navigators. A list of staff employed by HCIA2 funds can be found in Appendix A.
During the project period a number of staff changes were made by project sites as roles and
responsibilities were shifted and/or to improve project implementation. At Circle the City, the project
shifted responsibilities from a physician assistant to a medical director at the beginning of Year 2. At
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Columbus House, the patient navigator position was vacated at the end of Year 2 and the site planned to
employ a nurse to better manage the delivery of clinical care; however, the nurse position was never
filled. At Edward Thomas House, a third mental health specialist was employed temporarily to support
enrollment. At Central City Concern, an RN case manager was recruited in Year 2 to improve care
coordination. At Hennepin County HCH/Catholic Charities, a public health nurse was employed briefly in
Year 1 and replaced with a licensed clinical social worker.
Lesson learned – The project may have benefited from hiring project managers. Some of the data
managers ended up assuming many project management responsibilities at their project sites. Having a
formal project management position may have helped other staff understand the role of the project and
be held accountable for reporting requirements and addressing project areas that were suffering.
Trainings
The Project Director coordinated four trainings via webinar on the following topics: patient-centered
care, self-management goal setting, motivational interviewing, and research enrollment and retention.
All HCIA2-funded staff members were required to participate in the live webinars or listen to the
webinar recordings and complete a pre- and post-test as proof of participation. Other staff members at
project sites were welcome to sit in on the webinars as well.
Lesson learned – The project would have benefited from having a separate recorded webinar describing
the program model and project aims. This information was relayed during early monthly meetings of the
team. However, new HCIA2 staff as well as other nonHCIA2-funded staff did not have the benefit of
these early conversations.
Project tools and metrics
Project sites received tools to help carry out program activities and track milestones. The project
provided a self-management goal setting form (origin unknown) which was adapted to include pre- and
post-confidence rating scales. Staff were instructed to work with enrollees to develop at least one selfmanagement goal and to ask the enrollees to rate their confidence in meeting their goal when they first
develop the goal and then again at the end of their stay at the medical respite program. We
hypothesized that confidence ratings would increase during the enrollees’ stays as they worked with
program staff to address barriers to meeting their goals. The self-management support tool is included
in Appendix B.
To assess patient experience with transitional care, staff members at project sites asked enrollees to
complete an adapted version of the Care Transition Measure – 3 (CTM-3) survey upon exiting the
medical respite program. Survey questions assess whether or not medical respite providers took the
patients’ preferences into account when deciding their health needs after leaving the program, patients’
understanding of things they were responsible for in managing their own health, and patients’
understanding of the purpose for taking each of their medications. The CTM-3 survey is included in
Appendix C.
Upon leaving the medical respite program, enrollees were also asked to complete an adapted version of
the 5-item Consumer Assessment of Healthcare Providers and Systems – Health Literacy (CAHPS-HL)
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survey to assess how well health information is communicated to them by medical respite care
providers. The survey assesses: 1) whether or not providers gave patients all the information they
wanted about their health, 2) whether or not providers encouraged patients to talk about health
questions or concerns, 3) whether or not providers asked patients how they were going to follow selfcare instructions, 4) whether or not they understood any test results that were received, and 5) how
often instructions for taking medications were easy to understand. The CAHPS-HL survey is included in
Appendix D.
Projects were also given a template to provide patients leaving their programs with important health
information, appointment dates, and contact information for providers. The template was tailored using
CMS guidance on Care Transition Record with Specified Elements Received by Discharged Patients. Each
project site designated one or more staff members to discuss the content of the Patient Information
Form with enrollees. A copy of the form was signed by the staff member and retained in patient records.
The Patient Information Form is included in Appendix E.
An Implementation Guide was created to provide sites with clear instructions for documenting other
program level activities. The Implementation Guide was updated as data collection tools were refined.
The Implementation Guide is included as a supplement to this report.
Lesson learned – The confidence ratings for the self-management tools were not reliable. Data managers
frequently shared concerns about ratings being influenced by the following factors:





Patients may have provided a higher rating based on what they thought the staff person wanted
or a lower rating if they disliked the staff person.
Patients often gave lower ratings closer to their medical respite discharge date.
The second confidence rating may be lower than the first rating because the patient did not
realize how much effort it would take to manage their health.
The absence of resources influenced ratings (i.e., zero confidence at discharge when their selfmanagement goal was to get housed and no housing options were available to them).

Lesson learned – The CTM-3 and the CAHPS-HL surveys were adjusted to be conducted at a medical
respite program rather than after a hospital visit. While we adjusted the language to account for the
change of setting, the language should have been adjusted to account for timing. The original surveys
were intended to be delivered by phone or mail after being discharged from the hospital. Because of the
transient nature of our patient population, we would have received very few surveys with this approach.
As such, we asked the patients to complete the surveys while at the medical respite program prior to
being discharged. Language such as “When I left the program…” and “During my stay…” left pat ients
confused and concerned that they were being asked to leave sooner than planned. At Columbus House
where the clinical care was provided by a partnering visiting nurse association, the questions added
another layer of confusion because some of the patients did not perceive the care being provided by
visiting nurses as part of the medical respite program. To address the confusion, staff members were
asked to explain the intent of the questions to the patients.

FINAL 11/27/2017

9

Lesson learned – The medical respite data collection tool was amended several times after issues or new
suggestions were raised. Each time the tool was amended, the Implementation Guide had to be updated
and we had to make sure that all data managers were using the most recent version. All of the updates
to the data collection tool created additional burden for the data managers who had to communicate
changes to medical respite staff. The two-phase launch helped to minimize frustrations for the Phase 2
sites since they worked from the final amended tool.
Two-phase launch
The project was launched in two phases as suggested by CMS personnel during a pre-award negotiation
meeting. The intention was to take advantage of lessons learned from the first phase of the launch and
to reduce CMS spending.
Phase one sites (Phoenix, New Haven, and Seattle) were expected to launch on March 1, 2015. Phoenix
and New Haven launched on time; however, Seattle’s launch was delayed until August 17, 2015 when
we received approval by the Washington State IRB. Phase 2 sites (Portland and Minneapolis) were
expected to launch on September 1, 2015. However, to make up for low enrollment, Portland agreed to
launch early (June 8, 2015). Minneapolis launched on September 21, 2015 after a short delay in getting
approval from the County Board.
Lessons learned – While the two-phase launch benefited the Phase 2 sites, our enrollment numbers
ultimately suffered from it.
Site visits
The Project Director conducted site visits during the first and second year of the award. The purpose of
the first series of sites visits was to provide an overview of the project to staff at Phase 2 sites and to
conduct chart audits at Phase 1 sites. A member of the Brandeis Research Team (contracted researchers
conducting the internal HCIA2 analysis) accompanied the Project Director on each site visit to learn
more about the work of the medical respite programs and ask questions to support their analysis. The
purpose of the second series of site visits was to conduct chart audits at all project sites and to discuss
payment models.
Lesson learned – The site visits were scheduled for a half-day which felt rushed and limited the number
of charts that could be audited at each site. It would have been beneficial to have a full day or two halfday visits.
Data Agreements and IRB Approvals
A substantial amount of time was spent in working with hospitals, State Medicaid agencies, and IRBs to
get data agreements in place. Hospital data was collected quarterly in order to assess trends in hospital
utilization. While we had IRB approval for the entire study, some hospitals required their own IRB
approvals before data sharing. We established data sharing agreements with five hospitals/health
systems (a primary referral source at each site). The five hospital/hospital systems sharing data for this
report included:


Yale New Haven Hospital
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Providence Health & Services
Hennepin County Public Health Department
Harborview Medical Center
Dignity Health Arizona

We received commitments from four State Medicaid Agencies (Oregon, Minnesota, Connecticut,
Washington) and one Academic Institution (Arizona) to access State Medicaid data. However, as of this
report, we have data for only three states (Arizona, Connecticut, Oregon).
To facilitate data sharing with State Medicaid agencies, the Project Director reached out to the State
Medicaid Directors in Oregon, Washington, Arizona, and Connecticut to share information about the
project and request a meeting to discuss the process for collecting State data. Contact was not made
with the Minnesota State Medicaid agency during this early phase in our project because we anticipated
that we would access State data through our partners at Hennepin County Public Health.
The Project Director received enthusiastic responses from the State Medicaid Directors in Connecticut,
Oregon, and Washington. All three State Medicaid Directors delegated our requests to the appropriate
divisions to help facilitate the process. In Arizona, we anticipated that we would have trouble entering
into a data agreement with the State. As such, we partnered with Arizona State University, Center for
Health Information Research (CHiR) to access the data. CHiR serves as the storehouse and primary
research entity for Arizona Medicaid data.
Later in our study, we were informed that the position at Hennepin County Public Health responsible for
pulling State data for us was being eliminated. We were asked to access the data directly through the
State. To enter into a data agreement with the State, we had to get IRB approval and find a “sponsor” at
the State who could benefit from the findings of our study and serve as a liaison. While we ultimately
achieved both, we did not execute the data agreement in time for inclusion of Minnesota data in this
report.
Washington State Medicaid data are also excluded from this report due to delays in processing our
request. However, we continue to have commitment from the State to provide us with the data.
IRBs overseeing this project:








Migrant Clinicians Network IRB
Brandeis University IRB
Center for Health Information Research IRB (Arizona State University)
Dignity Health IRB (Arizona)
Providence Health & Services IRB (Oregon)
Minnesota Department of Human Services IRB
Washington State IRB

Lesson learned – Nearly half of the hospitals that submitted letters of agreement to share hospital data
did not follow through with their commitment. One reason was turnover in hospital staff between the
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time the letter of agreement was written and the HCIA2 notification of award. Multiple attempts to
contact new staff were futile. In one instance, a hospital submitted reports early in the project and later
began to provide incomplete data and eventually no data at all. Despite these challenges, we were still
able to get data from at least one primary referral source for each medical respite program.
Lesson learned – State Medicaid data have been difficult to access in two states. We experienced
challenges ranging from rigorous IRB applications, unexpected costs, finding a State sponsor, and new
insurance requirements. It may be beneficial for CMS to work with future awardees to walk them
through requirements that may come up when establishing data agreements with State Medicaid
agencies and to offer supplemental grant funds to support unanticipated costs related to these data
requests.
Lesson learned – Having a central or main IRB does not limit the number of IRB approvals that will be
needed. Future rules related to “centralized IRBs” may help ease this burden for future research.

Baseline Participant Data
Enrollment and demographics
This project enrolled 1378 unique individuals after excluding 3 individuals who withdrew (1436 when
taking into account re-enrollments). The majority of enrollees were male (78.1%) and between the ages
of 26-64 (90.9%). Because projects were located in Medicaid expansion states, nearly all enrollees were
insured (98.8%) with the majority of enrollees covered by Medicaid (83.5%).

Table 1: Enrollment per site
Project site

Re-enrolled

Withdrawals

17
4
31
3
3

0
1
2
0
0

Total
1381
58
*Total count excludes individuals who withdrew from the project

3

Circle the City
Columbus House
Central City Concern
Edward Thomas House
Hennepin County
HCH/Catholic Charities

Unique enrollees
409
129
416
252
175

Table 2: Participant demographics, aggregate across sites
n=1378
Gender
Male
1076
Female
302
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1436

Percent (%)
78.1%
21.9%

12

Age (years)
19-25
26
26-64
1253
65-74
89
75+
10
Table 3: Participant insurance status, aggregate across sites *
Insurance
n=1378
Medicaid
1151
Medicare
46
Dual Medicaid/Medicare 159
Uninsured
16
Private plan
2
Unknown
4
*Project sites were not required to report VA benefits

1.9%
90.9%
6.5%
0.7%
Percent (%)
83.5%
3.3%
11.5%
1.2%
0.1%
0.3%

Comorbidities
To get a better picture of our patient population, we looked at the number of comorbidities reported in
State Medicaid claims data (available only from Arizona, Connecticut, and Oregon). Chart 1 below
illustrates the number of diagnoses reported for each enrollee with at least 365 days between their first
and last claim. Diagnoses were grouped into HCUP level 2 categories and each diagnosis was only
counted once for each enrollee. For example, if Hepatitis C was reported 50 times and influenza was
reported once for an enrollee, these would appear as 2 unique diagnoses for that enrollee. As expected,
enrollees had a significant number of comorbidities reported in claims data. Of the 402 individuals that
met the search criteria, 374 (93%) had 5 or more diagnoses reported.
Chart 1: Number of HCUP level 2 diagnoses categories per patient

Note: To remove the bias created by patients with fewer days of available data, only those patients with at least
365 days between their first and last claim were included. Patients with no HCUP level 2 categorizable diagnosis
were also excluded to reduce the bias of missing data.
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A separate analysis shed light on the types of health conditions that were reported for our patient
population. Again, we used available Medicaid claims data to aggregate diagnoses using HCUP level 2
categories. All available claims occurring in the 24 months surrounding a patient’s first medical respite
stay were included. Only patients who had at least one HCUP level 2 categorizable diagnosis were
included in the analysis. These data represent 489 unique patients, 43,537 claims and 161,916 primary
and secondary diagnoses.
The most commonly reported diagnosis codes fell into fairly ambiguous HCUP categories (factors
influencing health care, behavioral health screenings, and a miscellaneous category for symptoms, signs,
and ill-defined conditions). Given the prevalence of classification codes that fall into these HCUP
categories, future analyses may benefit from exploring a different grouping system for this population.
Looking at the other categories, we found that over half of the enrollees were diagnosed with a nervous
system disorder (56%), substance-related disorder (55%), connective tissue disease (54%), and/or heart
disease (53%) during the 24-months surrounding their medical respite stay.
Chart 2: Top diagnoses grouped by HCUP level 2 categories

To further explore the behavioral health needs of our patient population, HCUP diagnoses categories
were used to identify individuals who were diagnosed with mental health and/or substance use
disorders. To remove the bias of missing data, only patients with at least 365 days between their first
and last Medicaid claim were included. Also, only patients with at least one diagnosis were included in
the analysis. Of these 538 individuals who met the search criteria, 367 individuals (68%) were diagnosed
with a mental health and/or a substance use disorder. Nearly half, 242 (45%) had both mental health
and substance use disorders reported in their claims data. Allowing counting in multiple categories, 261
patients (49%) had a mental health diagnosis, 348 patients (65%) had a substance use diagnosis.
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Table 4: Co-occurring mental health and substance use disorders reported in Medicaid claims data

Utilization and need for medical respite care
In all, enrollees spent 68,340 days receiving medical respite care during the project period. Of those
days, 49,790 (73%) were medically necessary. The average length of stay was about 50 days (38 days
median, or 36 days median when only accounting for medically necessary days). Individual lengths of
stay varied substantially from 1 day to 318 days.
Table 5: Days in medical respite programs, aggregate across sites
Medically necessary respite
days
n=1,007
Total days
49,790
Mean (days)
49.4
Median (days)
36.0
Minimum (days)
0
Maximum (days)
316
# enrollees with irregular
discharges
358
# enrollees that have not been
discharged on the last day of the
study
21
# of episodes
1386
# of unduplicated enrollees
1386

Medical respite program length
of stay
n=1,377
68,340
49.6
38.0
1
318
0

9
1386
1386

Note: Project sites may allow patients to stay beyond what is medically necessary to accommodate special
circumstances such as availability of housing.
Note: Medical clearance (or medical discharge) date was defined as the date on which, in the opinion of the clinical
director of the respite program, the patient is able to leave the medical respite program and return to the setting
where he or she was living prior to hospital admission without suffering adverse health consequences related to the
admitting condition.
Note: Individuals who had an irregular discharge were not included in the count for medically necessary respite
days. An individual may have an irregular discharge if s/he leaves against medical advice, without notice, or is
administratively discharged for violating program rules.
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Chart 3: Number of unique program participants receiving medical respite care each
month, aggregate across sites
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2015, Minneapolis launched on September 21, 2015

Reasons for medical respite program admission
Data managers were required to submit the reasons enrollees needed medical respite care. Specific
guidance on how to classify those reasons was not provided. As such, responses varied a great degree
and required some subjectivity in order to categorize responses into a common classification system.
HCUP level 2 categories were used to group responses. Additional categories were added to highlight
common reasons for program admission that would have been buried in ambiguous HCUP categories.
These included medication management, pre/and or post-surgical care, physical therapy, and
palliative/end of life care.
Table 6 lists the reasons for medical respite program admission aggregated across all five sites. The most
common reason for needing medical respite care was open wounds (no-infection specified), followed by
skin and subcutaneous tissue infections. However, some sites reported specific procedures of which
medication management, physical therapy, and pre and/or post-surgical care were the most commonly
reported. These are likely to be underreported since many responses focused on diagnoses rather than
procedures or activities.
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Table 6: Reasons for medical respite care program admission, aggregate across sites

Injury or Poisoning
Open wounds (wound care, no infection specified)
Fractures
Other injuries and conditions due to external causes
Intracranial injury
Diseases of skin and subcutaneous tissue
Skin and subcutaneous tissue infections
Chronic ulcer of skin
Diseases of the circulatory system
Diseases of the heart
Hypertension
Cerebrovascular disease
Diseases of veins and lymphatics
Diseases of the respiratory system
Respiratory Infections
Chronic obstructive pulmonary disease and bronchiectasis
Respiratory failure; insufficiency; arrest
Asthma
Endocrine, nutritional, and metabolic diseases
Diabetes mellitus
Nutritional deficiencies
Mental, behavioral and neurodevelopmental disorders
Certain infectious and parasitic diseases
Diseases of the nervous system
Neoplasms
Diseases of the digestive system
Diseases of the musculoskeletal system and connective tissue
Diseases of the genitourinary system
Factors influencing health status and contact with health services
Symptoms, signs, and ill-defined conditions and factors influencing
health status
Diseases of the blood and blood-forming organs and certain disorders
involving the immune mechanism
Medication management
IV Therapy
Physical therapy
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Number of
% of
admissions
% of
respite
with conditions, admissions,
condition
n=2171
n=1441
434
19.99%
30.12%
306
81
25
8
181
8.34%
12.56%
168
9
132
6.08%
9.16%
68
26
16
13
106
4.88%
7.36%
47
34
9
8
63
2.91%
4.37%
54
5
54
2.49%
3.75%
46
2.12%
3.19%
45
2.07%
3.12%
42
1.93%
2.91%
37
1.70%
2.57%
37
1.70%
2.57%
24
1.11%
1.67%
23
1.06%
1.60%
18

0.83%

1.25%

4
336
55
315

0.18%
15.48%
2.53%
14.51%

0.28%
23.32%
3.82%
21.86%
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Pain management
Palliative care
Pre and/or Post Surgery or Procedure
Unknown

73
3
139
3

3.36%
0.14%
6.40%
0.14%

5.07%
0.21%
9.65%
0.21%

Evaluation
Program Milestones
Exit Surveys
Project sites faced challenges in getting program participants to complete exit surveys. Many patients
chose not to complete the survey or they left before staff had a chance to ask them to complete the
survey. Project sites discussed response rates during monthly meetings and developed strategies to
improve those rates. Response rates are included in the tables below along with scores to each of the
survey questions. Survey questions can be found in Appendix C and D.
Of the surveys that were submitted, average scores indicate that all five project sites were successful in
taking into account patient preferences and providing them with needed information that was easily
understood.
Table 7: Responses to CTM-3 surveys
CTM - 3
Number of enrollees who answered Queston 1 (N)
Percent who answered Question
Average Score Question 1
Number of enrollees who answered Question 2 (N)
Percent who answered Question
Average Score Question 2
Number of enrollees who answered Question 3 (N)
Percent who answered Question
Average Score Question 3

AZ
213
51%
3.36
298
71%
3.53
295
70%
3.58

CT
64
49%
3.08
65
50%
3.22
62
48%
3.37

OR
307
69%
3.34
325
73%
3.39
319
72%
3.48

WA
89
35%
3.39
90
35%
3.51
87
34%
3.61

MN
89
49%
3.03
90
49%
3.13
88
48%
3.19

Score key: 1 = Strongly Disagree, 2 = Disagree, 3 = Agree, 4 = Strongly Agree
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Table 8: Responses to CAHPS-HL surveys
CAHPS-HL
Number of enrollees who answered Queston 1 (N)
Percent who answered Question
Average Score Question 1
Number of enrollees who answered Question 2 (N)
Percent who answered Question
Average Score Question 2
Number of enrollees who answered Question 3 (N)
Percent who answered Question
Average Score Question 3
Number of enrollees who answered Question 4 (N)
Percent who answered Question
Average Score Question 4
Number of enrollees who answered Question 5 (N)
Percent who answered Question
Average Score Question 5

AZ
304
72%
3.55
307
73%
3.53
245
58%
2.96
214
51%
3.49
295
70%
3.78

CT
67
52%
3.39
66
51%
3.12
67
52%
3.07
46
35%
3.57
64
49%
3.59

OR
332
75%
3.48
335
76%
3.41
335
76%
3.22
213
48%
3.36
328
74%
3.55

WA
93
36%
3.73
94
37%
3.64
92
36%
3.39
76
30%
3.46
94
37%
3.69

MN
91
50%
3.8
91
50%
3.64
90
49%
3.59
60
33%
3.6
90
49%
3.78

Score Key: 1 = Never, 2 = Sometimes, 3 = Usually, 4 = Always

Benefits and Housing
Project sites assisted program participants in accessing key benefits (Medicaid, SSI, food stamps) and
housing. In general, most program participants who were eligible for Medicaid and food stamps were
already connected to those benefits before they were admitted into the medical respite program. As
such, project sites focused most of their advocacy and case management services around SSI benefits
and housing. Appendix F includes detailed graphs that illustrate the benefits enrollees were already
receiving, applications for benefits that were submitted, and which benefits were approved during the
enrollees’ stay.
Project sites were extremely successful in helping program participants access housing (defined as a
place other than the street or shelter). Housing rates are particularly astounding when you take into
account affordable housing shortages nationally and housing emergencies declared in two of the States
where project sites are based (Washington and Oregon). Circle the City was most successful in that 92%
of enrollees were discharged from the program into a housing situation; this is followed by Columbus
House (78%), Hennepin County/Catholic Charities (74%), Central City Concern (70%), and Edward
Thomas House (57%). Appendix G includes detailed graphs that illustrate housing placements for each
project site.
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Follow-up Appointments
Project sites helped enrollees find primary care providers and schedule follow-up appointments. Of
enrollees who were discharged from hospitals to the medical respite program, 92% attended a followup appointment within 30 days of hospital discharge.
Chart 4: Percentage of study enrollees with follow-up appointments within 7 and 30 days after
hospital discharge

Note: Phoenix and New Haven sites started enrolling patients on March 1, 2015; Portland started enrolling on June
8, 2015; Seattle began enrolling on Aug 17, 2015; Minneapolis began enrolling on Sept. 21, 2015.
Note: Monthly denominator counts are approximate as there is a window of eligibility rather than one specific day.
Note: 5 of 8 "March 2015" follow-up appointments from Arizona took place before March 2015, but patients were
not enrolled in the study until March 2015, so the first study month was credited with those successes.
Note: 8 of 26 "August 2015" follow-up appointments from Seattle took place before August 2015, but patients
were not enrolled in the study until August 2015, so the first study month was credited with those successes.
Note: Each medical respite admission is counted separately, even if it is the same patient entering again; 22
patients had >1 medical respite admissions in this dataset.
Note: Denominator includes patients with documented discharge from hospital and documentation regarding
follow-up appointments; cumulative denominator across all sites as of May 2017 = 855.

Tobacco Cessation
The majority of enrollees participating in medical respite programs self-reported tobacco use – Arizona
(60%), Connecticut (69%), Oregon (69%), Washington (78%), Minnesota (71%). Academic research
looking at trends in tobacco use among homeless populations found similar rates of tobacco use. 4,5,6,7
Given the high-prevalence of tobacco attributable mortality among the homeless population, it is
important to increase opportunities for members of this population to engage in smoking cessation
supports and services. 8 Nearly all enrollees who reported tobacco use were offered tobacco cessation
support (95%-100%). Of those, at least a quarter of the population expressed interest in tobacco
cessation support: Arizona (34%), Connecticut (24%), Oregon (29%), Washington (34%), and Minnesota
(54%). A range of tobacco cessation interventions were used across sites including: nicotine
replacement therapies, prescription medication, support groups, and counseling. While most enrollees
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who wanted tobacco cessation support received an intervention, some enrollees did not receive an
intervention because they either left the program without notice or changed their mind.
Influenza vaccinations
Enrollees participating in programs during the months of October through February were offered
influenza vaccinations. Over half either received a vaccination during their medical stay or had already
been vaccinated – Arizona (81%), Connecticut (71%), Oregon (56%), Washington (61%), Minnesota
(74%). These rates compare favorably to nationally representative data from the 2009 Health Center
Patient Survey in which only 35% of homeless health center patients reported having received an
influenza vaccination in the past year. 9
Discussion of Hospital Claims Data
In order for a medical respite program to be eligible to participate in the study, their primary referral
hospital(s)/hospital system(s) had to agree to share data including hospital claims, diagnoses,
procedures, costs, and Medicaid reimbursements for enrollees on a quarterly basis. Hospital data was
intended to help project administrators gain insight into local trends in advance of receiving State
Medicaid data which was collected less frequently. The five following hospitals/hospital systems
reported data regularly: Yale New Haven Hospital, Hennepin County Public Health, Dignity Health,
Providence Health, and Harborview Medical Center.
Methodology for evaluating hospital data
Hospital utilization data were standardized for each first-time respite admission to align the 12 months
occurring pre-respite admission and the 12 months occurring post-respite discharge. The denominators
included all first-time respite enrollees with at least one utilization record (either in the pre- or postmonths). The denominators for the post-respite months were adjusted for as many months post-respite
each enrollee had, up to 12. For example, if a participant left the respite program eight (8) months prior
to a data pull and had at least one utilization on record, they would be included in the 12 pre-respite
monthly denominators and eight of the post-respite denominators. The numerators included all
utilization counts. This same approach was used to analyze ED visits and observational stays.
The analysis of hospital data was included in regular quarterly reports. In general, these hospital data
paint an incomplete picture. First, without complete hospital records, utilization both before and after a
respite stay are underestimated. Second, we lacked the ability to determine whether or not an enrollee
with no encounters reported during the study period had data missing or truly had no encounters, i.e.,
“true zeros.” Therefore, we took the conservative approach and did not include them in our
denominators, resulting in higher monthly rates. We currently lack the ability to gauge how large this
bias is, but it most likely underestimates the impact of respite care.
These gaps in data contributed to the wide variation in results by site. Other possible contributing
factors are the differences in the severity in populations served, variation in quality of aggregated data,
and programmatic variations in implementation of the respite service package.
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In general, Medicaid data were thought to be more comprehensive than hospital data and provide a
more complete picture of health care utilization and costs. Therefore, in this report we limit findings to
those from Medicaid claims data that were available.
Program Impact – Analysis of Medicaid Claims Data
Data agreements were established with each State Medicaid Agency where a project site was located,
with the exception of Arizona. In Arizona, the project partnered with Arizona State University, Center for
Health Information Research to access State Medicaid data for enrollees. Medicaid data for all sites
were requested twice during the CMS project period. The first request was submitted in September
2016 and the second request was submitted in March 2017. Data sets were intended to be
comprehensive and included inpatient and outpatient claims, diagnoses, procedures, lab and pharmacy
claims, and Medicaid and Medicare reimbursements. State data sets were sent directly to the Project
Director. A limited data set was sent to researchers at Brandeis University for analysis. The project was
able to collect data from three of the five states (Arizona, Connecticut, and Oregon) prior to the close of
the CMS project period. It is possible that Medicaid data from the other two states (Minnesota and
Washington) will be collected after the project period and included in a future analysis.
For three of the measures, we used multiple regression models. These models controlled for age, sex,
and number of secondary diagnoses, i.e., a proxy for severity.
Average CMS reimbursement per enrollee
Overall, we found the combined Medicaid and Medicare reimbursement per enrollee per month
changed from $1,865 in the 12 months pre-respite admission to $1,365 in the 12 months post-respite
discharge, a 27% reduction. There was high variation among the sites: Arizona saw a significant
reduction of 58% ($2,220 to $930; t=6.35, p<0.001); Connecticut found a non-significant 29% reduction
($3,383 to $2,399; t=1.29, p>0.05); and Oregon data showed a siginificant increase of 37% ($1,066 to
$1,463; t=2.17, p<0.05). The unexpected finding that reimbursement went up in Oregon might be
explained by increased service-seeking based on the case management support provided as part of the
respite program. Additionally, Oregon’s program has been piloting chronic disease, end-of-life and
palliative care-oriented service delivery models, resulting in an increasing number of planned
hospitalizations. As a result of established successful resource brokerage and vectors to treatment
levels, Oregon’s program has been utilized by stakeholders to bridge a subset of clients to a higher level
of care.

Table 9: Total CMS reimbursement before and after medical respite stay

Aggregate
Medicaid payment per
enrollee per month
Medicare payment per
enrollee per month
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Number
of
enrollees
in the
analysis

Total
savings in a
year

Prerespite
program

Postrespite
program

$1,656.61

$1,259.56

24.0% -

733

$3,492,392

$208.74

$105.37

49.5% -

733

$909,280

Reduction

T value
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Combined Medicaid
and Medicare per
enrollee per month

Arizona
Medicaid payment per
enrollee per month
Medicare payment per
enrollee per month
Combined Medicaid
and Medicare per
enrollee per month

Connecticut
Medicaid payment per
enrollee per month
Medicare payment per
enrollee per month
Combined Medicaid
and Medicare per
enrollee per month

Oregon

$1,865

Prerespite
program

$1,365

Postrespite
program

$2,063

$897

$157

$33

$2,220

$930

Prerespite
program

Postrespite
program

26.8% -

733

$4,401,674

Number
of
enrollees
in the
analysis

Total
savings in a
year

56.5% 5.89***

309

$4,322,182

78.9% 2.20*

309

$458,992

58.1% 6.35***

309

$4,781,173

T value

Number
of
enrollees
in the
analysis

Total
savings in a
year

19.5% 1.0872

99

$594,113

Reduction

Reduction

T value

$2,570

$2,070

$813

$329

59.5% 0.762

99

$575,078

$3,383

$2,399

29.1% 1.291

99

$1,169,190

Number
of
enrollees
in the
analysis

Total
savings in a
year

Prerespite
program

Postrespite
program

Reduction

T value

Medicaid payment per
enrollee per month

$992

$1,357

-36.8% -2.013*

325

$1,423,902

Medicare payment per
enrollee per month

$74

$106

-43.2% -0.8273

325

-$124,790
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Combined Medicaid
and Medicare per
enrollee per month

$1,066

$1,463

-37.2% -2.17*

325

$1,548,690

* P-value is less than 0.05
** P-value is less than 0.01
*** P-value is less than 0.001

Costs and cost-offsets for medical respite
We collected expenditure information from the sites, which allowed us to estimate a financial and an
economic cost per patient night. The Arizona, Connecticut, and Oregon sites spent $2,059,647,
$434,791, and $776,023, respectively, on study enrollees in FY16. The variation among sites is due to
both the numbers served, as well as the staffing mix and number. Comparing these financial
expenditures with the change in Medicaid and Medicare reimbursements for this same study cohort, we
find that the annual ratio of respite expenditures-to-CMS savings as the following: 232% in Arizona,
269% in Connecticut, and minus-200% in Oregon. In the aggregate, then, CMS saved 135% of the annual,
financial value of providing respite to study enrollees at these three sites. This is remarkable since there
are additional benefits accrued by individual respite study enrollees, and other stakeholders also gained
benefits.
Index lengths of stay—descriptors and comparisons
The index length of stay (LOS) was defined as any hospitalization with a discharge five or fewer days
before a medical respite admission. We applied a multivariate regression model to a base of 355 index
hospitalizations and 695 earlier hospitalization (i.e., during months “minus-12” to “minus-4”, inclusive,
before the respite admission), and found the index LOS were 0.85 (p=47) longer than for the earlier
hospitalizations; however, the finding was not statistically significant. Oregon was the only site to have a
significant result (index LOS were 2.9 days longer, p<0.001). Our initial hypothesis was that the index
LOS would be shorter, as a hospital would be able to discharge earlier given the additional support for
patient recovery via medical respite. Nevertheless, there are a few reasons to explain a finding in the
opposite direction. First, there may be higher acuity or severity of illness for which our model does not
account. Second, there may have been a selection bias in that only longer stays provide sufficient time
and salience for the hospital to initiate referral to medical respite. Finally, if there were delays in the
respite admission process, hospitals may have delayed their discharge.
Table 10: LOS of hospitalizations before medical respite admit compared to index hospitalization
(multivariate regression)
Aggregate
Length of stay
Index hospitalization
Number of secondary
diagnosis
Age (years)
Male
Constant

FINAL 11/27/2017

Coef.
0.85

Std. Err.
z
1.17
0.72

P>z
0.47

[95% Conf.
-1.45

1.04
0.06
-4.81
2.81

0.40
0.08
1.84
4.78

0.009
0.448
0.009
0.556

0.26
-0.09
-8.43
-6.55

2.62
0.76
-2.61
0.59

Interval]
3.14
1.81
0.21
-1.20
12.17

24

Arizona
Length of stay
Index hospitalization
Number of secondary diagnosis
Age
Male
Constant

Coef.
2.06
1.70
0.12
-6.72
1.89

Std. Err.
2.87
0.90
0.20
5.39
12.03

z
0.72
1.88
0.61
-1.25
0.16

P>z
0.472
0.06
0.544
0.212
0.875

[95% Conf.
-3.56
-0.07
-0.27
-17.28
-21.69

Interval]
7.69
3.47
0.51
3.83
25.46

Std. Err.
1.09
0.42
0.07
1.57
4.61

z
0.77
1.32
0.12
-1.21
0.62

P>z
0.44
0.188
0.905
0.228
0.537

[95% Conf.
-1.29
-0.27
-0.13
-4.98
-6.19

Interval]
2.97
1.39
0.15
1.19
11.88

Std. Err.
0.83
0.28
0.04
0.94
2.77

z
3.49
4.89
-1.56
-2.23
0.26

P>z
0.000
0.000
0.120
0.025
0.798

[95% Conf.
1.27
0.82
-0.15
-3.94
-4.72

Interval]
4.54
1.91
0.02
-0.26
6.13

Connecticut
Length of stay
Index hospitalization
Number of secondary diagnosis
Age
Male
Constant

Coef.
0.84
0.56
0.01
-1.90
2.85

Oregon
Length of stay
Index hospitalization
Number of secondary diagnosis
Age
Male
Constant

Coef.
2.90
1.36
-0.07
-2.10
0.71

Average hospital lengths of stay.
Using a multivariate regression model, we found on average, eligible patients had 3.12 (p=0.003) days’
shorter LOS when comparing pre-respite and post-respite utilization. While all three sites showed a
decrease in average post-respite hospital LOS, Arizona had the only statistically significant results, i.e.,
5.07 days fewer (p=0.03).
Table 11: Change in average LOS in pre- vs. post-respite hospital admissions
Aggregate
LOS

Coef. Std. Err.

Post period
Number of secondary diagnosis
Age

-3.12
1.25
0.06

1.06
0.36
0.10

Male

-4.23

2.32
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z

P>z

2.95 0.003
3.47 0.001
0.64 0.52
1.82 0.068

[95% Conf.

Interval]

-5.19
0.54
-0.13

-1.05
1.96
0.25

-8.78

0.31
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Constant

1.21

5.75

Arizona
LOS

Coef. Std. Err.

Post period
Number of secondary diagnosis
Age

-5.07
1.93
0.08

2.34
0.73
0.23

Male
Constant

-6.91
3.69

5.96
13.24

Connecticut
LOS

Coef. Std. Err.

Post period
Number of secondary diagnosis
Age

-0.03
0.67
0.14

1.30
0.60
0.10

Male

-2.38

2.31

Constant

-4.68

6.97

0.21 0.833

z

P>z

2.16 0.03
2.66 0.008
0.34 0.733
1.16 0.247
0.28 0.78

z
0.02
1.11
1.33
1.03
0.67

P>z

-10.05

[95% Conf.

12.48

Interval]

-9.67
0.51
-0.37

-0.48
3.36
0.53

-18.59
-22.26

4.78
29.64

[95% Conf.

Interval]

0.984
0.265
0.184

-2.57
-0.51
-0.07

2.51
1.85
0.34

0.303

-6.92

2.15

0.501

-18.34

8.97

Oregon
Length of stay

Coef. Std. Err.

Post period
Number of secondary diagnosis

-0.78
0.96

0.75
0.25

Age

-0.07

0.04

Male
Constant

-0.56
2.83

0.86
2.58

z
1.05
3.81
1.84
0.65
1.1

P>z

[95% Conf.

Interval]

0.294
0

-2.24
0.47

0.68
1.46

0.066

-0.14

0.00

0.515
0.273

-2.26
-2.23

1.13
7.90

Number of hospital admissions and corresponding CMS reimbursement per enrollee month
Utilization data were standardized for each first-time respite admission to align the 12 months prerespite and the 12 months post-respite. The denominators included all first-time respite enrollees with
at least one utilization record (either in the pre- or post-months). The denominators for the post-respite
months were adjusted for as many months post-respite each enrollee had, up to 12. For example, if a
participant left the respite program eight (8) months before a data pull and had at least one utilization
on record, they would be included in the 12 pre-respite monthly denominators and eight of the post-
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respite denominators. The numerators included all utilization counts. All values were adjusted for
regression to the mean by excluding the data from the three months immediately prior to respite
admission and the three months immediately after respite discharge. Utilization during a respite stay
was also excluded. This approach should provide a good estimate of the longer-term effects of medical
respite, but excludes short term effects.
These calculations showed a change in the aggregate average number of hospital admissions per
enrollee month from 0.146 to 0.102, a 30% reduction (based on a paired t-test; t=3.9, p<0.001). In
Arizona, the change was larger, 0.17 to 0.07, a 56% reduction (t=5.67, p<0.001). In Connecticut, the shift
went from 0.19 to 0.13 (32% reduction), though the t-test was not significant. Oregon saw a smaller
trend in the opposite direction, also with a non-significant t-test, (0.11 to 0.12, a 9% increase).
The corresponding all-sites CMS reimbursement averages were calculated by dividing the monthly CMS
reimbursement amount by the number of admissions for which there were reimbursement data
available. We found a 38% reduction in combined Medicaid and Medicare reimbursement per enrollee
month, from $1,498 to $926, (t=3.87, p<0.001). At a site-level, only Arizona had a significant t-test,
showing a 64% reduction in CMS reimbursement (t=5.40, p<0.001). Given the likelihood that
reimbursement data are incomplete, we should interpret this with caution.
Table 12: Hospital admissions pre- and post-respite care, with available reimbursement information
Aggregate
Pre-respite
program

Post-respite
program

Reduction T value

Number admission per enrollee per month

0.146

0.102

30.3%

3.90***

Length of stay per enrollee per month

1.583

0.766

51.6%

5.01***

Medicaid payment per enrollee per month

$1,410

$878

37.7%

3.63***

Medicare payment per enrollee per month
Combined Medicaid and Medicare per
enrollee per month

$88

$48

45.7%

1.21

$1,498

$926

38.2%

3.87***

Arizona

Number admission per enrollee per month
Length of stay per enrollee per month
Medicaid payment per enrollee per month
Medicare payment per enrollee per month
Combined Medicaid and Medicare per enrollee
per month

Pre-respite
program
0.169
2.628
$1,939
$166

Post-respite
program
0.074
0.809
$719
$46

Reduction
56.3%
69.2%
62.9%
72.1%

T value
5.67***
5.46***
4.97***
1.75

$2,105

$765

63.6%

5.40***

Note: Phoenix site started enrolling patients on March 1, 2015
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Connecticut

Number admission per enrollee per month
Length of stay per enrollee per month
Medicaid payment per enrollee per month
Medicare payment per enrollee per month
Combined Medicaid and Medicare per enrollee
per month

Pre-respite
program
0.186
1.265
$1,542
$0

Post-respite
program
0.126
0.820
$1,166
$0

Reduction
32.2%
35.2%
24.4%
-

T value
1.7245
1.5589
0.9257
-

$1,166

24.4%

0.9257

$1,542

Note: The New Haven, CT site started enrolling patients on March 1, 2015.

Oregon

Number admission per enrollee per month
Length of stay per enrollee per month
Medicaid payment per enrollee per month
Medicare payment per enrollee per month
Combined Medicaid and Medicare per enrollee
per month

Pre-respite
program
0.110
0.689
$852
$45
$897

Post-respite
program
0.120
0.705
$928
$67
$995

Reduction T value
-9.4%
-0.636
-2.3%
-0.114
-8.9%
-0.403
-48.0%
-0.544
-10.9%

-0.515

Note: The Portland site started enrolling patients on June 8, 2015
* P-value is less than 0.05
** P-value is less than 0.01
*** P-value is less than 0.001

Number of ED visits and corresponding CMS reimbursement per enrollee month
We followed the same procedure for the emergency department (ED) visits and corresponding CMS
reimbursements as that for hospital admissions, described above. We calculated a 38% reduction in the
aggregate average number of ED visits per enrollee month, from 0.357 to 0.221 (t=4.11, p<0.001). The
corresponding CMS reimbursement per enrollee month went from $122 to $59, a 51% reduction
(t=3.85, p<0.001). Once again, at the individual-site level, only Arizona had a significant t-test (t=6.47,
p<0.001) related to the change in average number of ED visits per enrollee month of 66%, from 0.29 to
0.10, or a significant t-test (t=3.96, p<0.001) for CMS reimbursement: a 59% reduction from $244 to
$100.
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Table 13: ED visits pre- and post-respite care, with available reimbursement information
Aggregate

Number ED visit per enrollee per month
Medicaid payment per enrollee per month
Medicare payment per enrollee per month

Pre-respite
program
0.357
$101
$21

Post-respite
program
Reduction
0.221
38.1%
$52
48.4%
$7
65.6%

T value
4.11***
3.79**
1.51

Combined Medicaid and Medicare per
enrollee per month

$122

$59

3.85***

51.4%

Arizona

Number ED visit per enrollee per month
Medicaid payment per enrollee per month
Medicare payment per enrollee per month
Combined Medicaid and Medicare per enrollee
per month

Pre-respite
program
0.291
$201
$43

Post-respite
program
0.100
$93
$7

$244

Reduction T value
65.7%
6.47***
53.7%
3.74**
84.0%
1.73

$100

59.1%

3.96***

Post-respite
program

Reduction

T value

Note: Phoenix site started enrolling patients on March 1, 2015

Connecticut
Pre-respite
program
Number ED visit per enrollee per month

0.572

0.418

26.8%

1.2318

Medicaid payment per enrollee per month

$43

$34

21.7%

0.8182

Medicare payment per enrollee per month
Combined Medicaid and Medicare per
enrollee per month

$18

$24

-32.5%

$61

$58

5.6%

0.1668

Note: The New Haven, CT site started enrolling patients on March 1, 2015

Oregon
Pre-respite
program
Number ED visit per enrollee per month

Post-respite
program

Reduction

T value

0.347

0.269

22.5%

1.4252

Medicaid payment per enrollee per month

$21

$21

-3.1%

-0.1308

Medicare payment per enrollee per month
Combined Medicaid and Medicare per
enrollee per month

$1

$1

-1.5%

-0.0289

$22

$23

-3.0%

-0.1347

Note: The Portland, OR site started enrolling patients on June 8, 2015
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* P-value is less than 0.05
** P-value is less than 0.01
*** P-value is less than 0.001

Discussion and limitations
The overall emerging picture is one in which most medical respite programs reduce at least one type of
expensive medical utilization and likely reduce CMS expenditures. Moreover, despite wide variation
among individual respite programs, the overall budgetary impact for CMS is toward savings. However,
our understanding is still incomplete. While considered more complete than the hospital data, Medicaid
data often have a lag, and we do not know how much more data will arrive regarding these enrollees in
the near future. We hope to do one more round of analysis in order to correct for some of this
uncertainty. Moreover, we lacked the ability to determine whether or not an enrollee with no
encounters reported had data missing or truly had no encounters, i.e., “true zeros.” Therefore, we took
the conservative approach and did not include them in our denominators. As our approach included
only participants with utilization, it entailed higher monthly rates. We currently lack the ability to gauge
how large this bias is, but it most likely underestimates the impact of respite care because the postrespite denominators showed larger gaps than the pre-respite denominators. Had short-term impacts of
medical respite also been included, the reduction in aggregate admissions and associated savings would
likely have been even greater than those reported here. An additional analysis of how the Medicaid
claims data overlapped with eligibility periods indicated missing claims during periods of ineligibility for
OR that also likely contributed to this discrepancy in trends. Drawing on preliminary results from this
project, a financial analysis studied potential medical respite programs, including one in a state without
Medicaid expansion under the Affordable Care Act. That study found that each dollar invested in
medical respite would save $1.81 in future hospital costs. 10

SECTION 3 CHALLENGES AND LESSONS LEARNED
Inappropriate hospital referrals
A common challenge faced by medical respite programs is inappropriate hospital referrals. Hospitals are
often pressed to discharge patients in order to free up a bed. At times, hospitals may attempt to refer a
patient who continues to be too sick for medical respite care (e.g., unable to carry out activities of daily
living).
Lesson learned – A good process for screening referrals is important to patient, staff, and stakeholder
satisfaction. As part of the referral process, medical respite program staff members should meet
frequently with hospital discharge planners and other providers to reinforce admission criteria. Every
effort should be made to prevent a patient from being transferred to the program only to be sent back
to the hospital because they are still too sick. Inappropriate referrals can also place stress on staff
members at the medical respite program who are not equipped to support patients who continue to
need hospital-level care. In addition to reinforcing admission criteria, a clinical staff member at the
medical respite program can help ensure that patients referred to the program are appropriate. This
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often involves reviewing a referral application and discharge summaries, discussing the patient with
hospital staff, and possibly a visit to the hospital to assess the patient and discuss program services.
Defining Medical Clearance
An early assumption of this study was that medical respite programs would need to track medically
necessary days in order to bill for services. As such, we asked project sites to distinguish the “medical
discharge” date – the date when a patient is medically cleared – from the actual discharge date – the
date the patient leaves the program. Additionally, we required that medical clearance be determined or
approved by a medical director. We defined medical clearance as “the date on which, in the opinion of
the clinical director of the respite program, the patient is able to leave the medical respite program and
return to the setting where he or she was living prior to hospital admission without suffering adverse
health consequences related to the admitting condition.”
Lesson learned – One of the medical directors contacted the Project Director concerning the subjectivity
built into the definition. To address concerns and create more consistency in interpretation, we held a
special meeting of all the medical directors from project sites. In addition to talking about medical
clearance, the time was used to provide an overview of the project and share YTD findings.
Lesson learned – Programs may choose to allow individuals to stay beyond their medical clearance date
for a number of reasons. While these extended stays may benefit the program participant and even lead
to longer term cost savings (i.e., when a program participant stays until housing becomes available),
those program participants may not require as many clinical encounters thus impacting potential
program revenue. Circle the City in Arizona is looking into developing a lower cost “step-down”
program for patients who no longer require intensive health care services but continues to need
additional time for recuperation and some oversight. For these patients, providers will make rounds two
or three times a week to care for patients and keep them engaged in health management activities.
Assessing intensity of care and staff encounters
Medical respite programs vary in the type and amount of clinical care provided on site. For example,
Circle the City employs a large, multidisciplinary clinical workforce that provides care throughout the day
while Columbus House contracts with a visiting nurse association where nurses have more limited
encounters with program participants. Early in the study, we hoped to look at frequency of encounters
to understand if intensity had any impact on hospital utilization trends. However, tracking encounters
that program staff had with participants was problematic since staff members were not consistently
tracking their encounters.
Lesson learned – Clinical staff members are often focused on direct service provision and are not likely
to prioritize new reporting requirements particularly if they seem arbitrary. Data managers who were
more successful in reporting encounters used case notes from electronic records or developed a
reporting template that aligned with existing staff procedures. However, even at these sites, staff
members felt burdened by this reporting requirement.
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Projections
This project only achieved 44% of its enrollment projections. The primary reason for the shortfall was
that projections were made for months when project sites were not enrolling participants, for example,
during the planning and closeout periods. However, even during active enrollment months, some sites
were not able to enroll as many individuals as they projected.
Lesson learned – The length of stay can be difficult to predict for our complex patient population thus
impacting the ability to make accurate projections. In this study, the length of stay in medical respite
programs ranged between 1 and 318 days. Additionally, access to housing impacts the length of stay
since programs may discharge program participants sooner if a housing placement becomes available or
allows patients to stay beyond their medical clearance date if a housing placement is imminent.
Uniformity across data sets
This project is the first attempt to standardize medical respite programs. In conducting the final analysis,
a lack of uniformity across some data sets became evident. For example, we asked project sites to
report the reason why enrollees required medical respite care. Sites varied in the types of responses
which complicated the analysis. For example, some sites reported “wound care” while others reported
“abscess on left leg.” Another example is “pain management” versus “abdominal pain.” Additionally,
sites varied on whether or not they included medication management and behavioral health issues in
the reason for program admission – presumably because these were not the primary reason for being
admitted into the program. If we were to depend on this field for reporting medication management or
behavioral health related needs, the need for these services would be severely underreported.
Lesson learned – Lacking uniformity meant that some subjectivity had to be incorporated into the
analysis. But more importantly, as medical respite programs evolve their billing mechanisms, it may be
worth investigating how best to classify/code aftercare and recuperative care. ICD-10 coding practices
used by other post-acute care facilities may be helpful. Established post-acute care industries have long
acknowledged that the primary diagnosis leading to a hospitalization may not reflect the post-acute care
need; this is particularly true for patients who stay after recovering from their post-acute care need to
address other chronic issues. In such circumstances, their diagnosis codes may change at different
intervals of the stay. 11

SECTION 4 PLANNED ACTIVITIES – PROJECT SUSTAINABILITY
While the project sites were not required to maintain the standardized program model after the project
period, all five project sites are keeping all or some of the program elements as part of their day to day
operations. The most common change to the standardized program model includes changes to the CTM3 and CAHPS-HL survey questions. Most sites are editing the questions to better fit their programs. One
site is eliminating the surveys but using their experience with the surveys to develop a new satisfaction
survey. All sites are maintaining their HCIA2 staff using other funding sources.
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The project will work on completing the final report for CMS in this next quarter. We hope to have all
reports submitted by September 30, 2017 which is when the contract between the National Health Care
for the Homeless Council and the Project Director ends. The National Health Care for the Homeless
Council will be maintaining existing IRBs and data agreements in hopes of accessing the remaining postmedical respite data sets for the last 6 months of enrollees. The National Health Care for the Homeless
Council plans to look for another source of funding to support the final analysis and publication of
findings.

SECTION 5 STORIES FROM THE FIELD
Stories about program participants
Mr. Doe
John Doe is a 61 year old Caucasian male who has experienced homelessness on and off for about three
years. He was referred to one of our medical respite sites by a local hospital post T7-T10 laminectomy
surgery. Mr. Doe’s case was complicated by a long history of polysubstance abuse, including drug
injection, and involvement in the legal system. He was sleeping in his car prior to his first admission to
the medical respite program. Over a course of a year, the patient had four Medical Respite admissions
to recuperate from surgeries. During his 4th admission, the patient was on IV antibiotics, in need of
wound care, and was wearing a TLSO. At this time, he consented and participated in the CMMI research
project. During his psychosocial assessment, the patient met with the Mental Health Case Manager to
discuss self-management goals using the “Healthy Plans” framework adopted as part of the HCIA2
project. Mr. Doe’s identified the following self-management goal and action steps:
My goal for the next month: Stay off Heroin
The steps I will take to achieve my goals are: Getting connected with Methadone
The things that could make it difficult to achieve my goal include: 'I do what I need to do when I need to
do it'
My plan for overcoming these difficulties include: Methadone
Support/resources I will need to achieve my goals include: Respite MH staff, REACH CM, Amerigroup CM
My confidence that I can achieve my goal is [admission]: (1-10): 8
My confidence that I can achieve my goal is [discharge]: (1-10): 9
With his treatment team at his side, Mr. Doe was engaging and energetic when it came to advocating for
his care, managing to succeed in meeting his goal. During the course of his stay at Medical Respite, Mr.
Doe completed other medical goals identified in his treatment plan which included completing his IV
antibiotics and wound care. In addition, he was connected and engaged with a Primary Care Provider
for on-going medical care and management.
Regarding his social needs, Mr. Doe was referred to and engaged in Methadone Maintenance, meeting
his self-management goal early on in his care. Patient then was referred and enrolled with a local
program in Seattle whom provides long term case management and housing assistance. He was
supported in transferring his DSHS to King County in order to receive mental health assistance and
ultimately was referred to a mental health provider in the county. While completing these
accomplishments, Mr. Doe was provided with transportation for all appointments. He received
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assistance in obtaining a state ID. And finally, he was discharged into transitional housing after being
homeless on and off for almost 3 years. He was supported throughout his stay by nursing, mental
health case managers and mental health specialists. His confidence that he could continue to meet his
self-management goal of staying off heroin was identified by patient as 9/10. He was clean and sober
upon discharge. As of this date it appears that he continues to engage in medical care and physical
therapy. It does not appear that he has utilized the emergency department nor has he been readmitted
to the hospital. Since Mr. Doe’s discharge he has visited the program and staff. Mr. Doe tells staff that
he is doing well and enjoying his new housing placement.

Mr. Doe’s story highlights the complexity of our patient population and the impetus for our standardized
program model, elements of which can be identified in John Doe’s story:




Patient engagement: self-management goal setting
Care transitions: connection to a primary care provider and other referral sources
Care management: patient centered treatment plan, dedicated care team, connection to
resources, transportation, obtaining an ID, and finding housing
What are not highlighted in the story are other components of the program model that took place
behind the scene but are just as important:


Related to Patient engagement: patient education related to Mr. Doe’s acute medical condition,
motivational interviewing employed by the mental health specialist to continue to keep Mr. Doe
engaged in meeting his goals
 Related to care transitions: transferring patient health information to new providers; patient
navigation to help Mr. Doe continue to understand when and who to see for ongoing support
Staff at this project site has noted that the program model has helped improve how they deliver care.
For example, using the Healthy Plans framework for self-management goal setting, staff have expressed
how just the simple act of sitting with patients and talking through their goals builds confidence and
allows patients to think critically about obstacles and action steps that they may not have considered
prior to the intervention. Because Mr. Doe’s goals were shared with his care team, they were reinforced
during regular encounters in order to maintain his energy and confidence in improving his health.
Mr. G.
Mr. G is a 53- year-old homeless male diagnosed with diabetes, high blood pressure, cirrhosis of the
liver, cancer, and alcoholism. Lacking the resources and skill set to manage his diabetes and blood
pressure, Mr. G’s symptoms became acute and landed him in the emergency room at Yale New Haven
Hospital where he frequently sought care. After stabilizing him, the hospital social worker encouraged
Mr. G to go to Columbus House’s Medical Respite Program where he could receive ongoing oversight
and support. Without the support, Mr. G, who was having a hard time understanding how to manage his
chronic diseases, was likely to be back in the emergency room.
Mr. G declined the referral because he wanted to maintain control of his health and did not want to live
by shelter rules. Tom Williams, the HCIA2 funded case manager, received a call from the hospital social
worker and was asked to meet with Mr. G to talk more about the program. Tom met with Mr. G and
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dispelled rumors about the shelter environment and explained that the medical respite program was a
safe haven where Mr. G could rest and that he would still be in control of his own care. Tom explained
that the program would not jeopardize Mr. G’s plans, rather it would give him the support he needed to
meet his own health care goals and they would even help him find housing. After talking, Mr. G agreed
to give the medical respite program a shot.
When Mr. G arrived at the medical respite program, a visiting nurse met with Mr. G to teach him how to
check and control his diabetes and blood pressure and they made a schedule for future check-ins.
Meanwhile, Tom checked in regularly with Mr. G and used motivational interviewing techniques to
reinforce Mr. G’s decision to stay in the program and to address Mr. G’s alcoholism. When asked what
value Mr. G found in drinking, Mr. G explained that when he was drunk he could create a new reality
where he wasn’t homeless and didn’t have cancer; he could be whoever he wanted to be. Tom knew
that ‘who Mr. G wanted to be’ would set the foundation for recovery.
Time was needed to help Mr. G understand how to manage his diabetes and blood pressure. He was
uncomfortable doing finger prick tests and needed regular reminders. After multiple sessions with the
nurse, Mr. G learned how to test his blood sugar levels and blood pressure on his own. The HCIA2funded Patient Navigator also connected him with a primary care provider and took him to his first few
appointments to help him become comfortable with the new setting and routine. The Patient Navigator
did the same for Mr. G’s oncology appointments.
Slowly, Mr. G started making other changes to his lifestyle. He was receiving low-sodium meals and
learned to choose healthier snacks from the kitchen. Mr. G also began to shift his thinking about
drinking. He began to see that drinking only altered his reality temporarily and led to decisions that he
later regretted. Mr. G, adamant about having the freedom to make choices, began to see drinking as a
choice and he wanted to be able to control it. Staff noticed that Mr. G started to come back from his
outings sober. What’s more, when Mr. G went out, he started to use his time to take walks around the
block in order to get exercise.
While in the program, Mr. G was connected with the SOAR program, which fast-tracked his application
for SSI and was enrolled in the state’s general assistance program which provided him with income
while he waited on his SSI determination. After three months, the medical respite staff was able to get
Mr. G into a transitional housing facility and then into permanent supportive housing.
For Mr. G, each day that he stayed in the program was considered a program success. The program
applied a patient-centered approach to his care plan and met him where he was at allowing him to
maintain control of his health decisions. Motivational interviewing sessions were effective in moving Mr.
G through the stages of change (pre-contemplation, contemplation, preparation, action, maintenance).
While Mr. G. continues to struggle with his alcoholism, he consumes less and has the skills to pick
himself back up when he falters.
According to our HCIA2 data, in the 107 days before medical respite Mr. G had 33 ED visits which
dropped to 19 visits in the 107 days following respite discharge. In the same time period, inpatient stays
have dropped from 4 visits to 1 visit. What’s more, 87.4% of Mr. G’s hospital visits prior to participating
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in the medical respite program were alcohol related. After participating in the medical respite program,
33.3% were alcohol related.
Mr. H.
With our patient population, some success stories are not always straightforward. Take for example, Mr.
H. Mr. H. visited the Recuperative Care Program at Central City Concern three times from 2013 and
2017. He was in the program for 8.5 months the first time he visited; the length of stay for the next two
visits were about 3 months each. While he was admitted into the program for acute health conditions –
hernia, anemia, scabies, and significant wounds – it was his chronic health conditions that contributed to
a pattern of instability and repeated emergency crises. Mr. H. suffered from developmental disability,
schizophrenia, and chronic wounds (ulcers). He refused any attempt to be placed in housing due to his
distrust of institutions and authority figures. He also refused to work towards any health care goals that
weren’t his own – unfortunately, his own health care goals did not fully align with those suggested by his
providers. For example, Mr. H’s primary care providers asked the Recuperative Care Team to help Mr. H.
access mental health services. Any efforts by the team to engage Mr. H. in mental health services would
not only anger Mr. H. but would lead to distancing which was detrimental to delivering other much
needed support.
The Recuperative Care Team understood that person-centered care meant that they needed to meet
Mr. H. where he was at. They learned that Mr. H. was stuck in a pattern of behavior that resulted from
surviving on the streets for so long. He learned where to go for food and where to sleep that was safe.
Any changes to this routine challenged his perception of security and safety and was incredibly scary for
him – which contributed to his reluctance to go into housing.
The team picked up on what would antagonize Mr. H. and carefully worked around those triggers. They
focused on building trust and engaged him when opportunities were presented. For example, if Mr. H.
wanted to go for a walk, a team member would ask to go with him and would see if he had any interest
in dropping by a service provider’s office while they were out. If Mr. H. wasn’t up for it, the team
member wouldn’t push it. They slowly found alternative ways to engage him in mental health care that
was amenable to Mr. H. like connecting him to peer supports and to a new provider who hadn’t angered
him. The team also had to be flexible with program policies. For example, after successfully connecting
Mr. H. with mental health services, they continued to provide him with taxi vouchers even though the
program had a rule that limited the number of vouchers that a patient could have. They knew that an
abrupt stop to the vouchers would not only be prohibitive but would compromise the trust that has
grown between the team and Mr. H.
When Mr. H. returned for his second visit, the team picked up where they left off. Slowly, they noticed
some changes in Mr. H. Now when Mr. H. sat outside, he said “hello” to team members instead of
scowling at them. He also started to become more open to talking about housing though he still wasn’t
ready during that second visit.
On the third visit, Mr. H. prompted a conversation on housing (a huge accomplishment!). His interest in
housing was quickly communicated across the team and to other interagency departments. The agency
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quickly worked to place him into permanent supportive housing where he would have around the clock
intensive support in managing his chronic health needs. As of the writing of this report, Mr. H. is still in
his apartment and engaged in a wound care regimen. He is also visiting the hospital less frequently.
For Mr. H. the success of the program wasn’t easily demonstrated in the first visit. While he completed
his treatment plan, he was reluctant to engage in services that would lead to more long -term stability.
Rather than push services on Mr. H., the team used his time at medical respite to build a relationship – a
core tenet of effective outreach and engagement strategies. When Mr. H. visited the second time, it was
clear that he arrived with a foundation of trust that wasn’t present during his initial visit. He knew that
the team would not push him to do anything he didn’t want and there would be no repercussions if he
chose to decline services. This made him much more open to discussions around housing and services.
Mr. H’s case demonstrates the intensive amount of work, patience, and competence that is needed to
adequately serve some of the most vulnerable members of our patient population.
Input from staff members
During site visits to project sites, the Project Director asked staff members at each site to describe how
the project has improved or changed service delivery. Responses are summarized below.















The project has helped put in place process for medical clearance – where approvals for
clearance come from and when. (Portland, Hennepin County)
The new HCIA2 funded RN Case Manager is working with the agency’s Risk Department to
discuss strategies to be more actively involved in medication reconciliation. (Portland)
We have made a concerted effort to integrate tobacco cessation and influenza vaccination
activities. (Portland, Hennepin County)
We have a more shared language and a framework for service delivery. (Portland)
The project has established a lens for assessing partnerships and how collaborations between
the hospital and clinics are structured. (Portland)
The project has prompted the site to establish stronger policies and procedures for sharing
discharge summaries with patients and their providers; previously, this was not performed
consistently. (Portland)
The self-management goal setting template has become a useful tool to facilitate conversations
with patients and offers opportunities to assess and prioritize needs. (Portland)
The project has improved team work. For example, the counselor was in a different area of the
building and not coordinating with nursing staff. Now these staff members work collaboratively
to help meet patient goals. (Hennepin County)
There is more emphasis on helping patients understand how to take their medications. Staff
members meet with patients more frequently to make sure patients are taking their
medications appropriately. (Hennepin County)
There is a more organized approach to coordinate with the pharmacist for medication
reconciliation and tobacco cessation support. (Hennepin County)
The project helped to enhance working relationship across the two medical respite
organizations (Hennepin County and Catholic Charities). The program administered by Catholic
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Charities now has access to certain information available through Hennepin County to help
inform their care plans (e.g., Income verification needed to help patients access housing).









There have been more frequent encounters with patients which have resulted in patients taking
a more active role in their health. An example is with one patient who was lost and confused
when it came to managing his own health. Frequent engagement helped the patient learn how
to organize his health needs and make better decisions. He felt empowered after participating in
the program. (Hennepin County)
Strategies have been established to address missed appointments and improve attendance to
follow up appointments. (Seattle)
Interdisciplinary, team-based care has improved. Previously, either the nursing team or case
management team would assume a heavier role, now these teams work more collaboratively to
address issues together. Additionally, the teams meet with patients prior to medical respite
discharge to make sure that they have addressed any questions or concerns from the patient.
(Seattle)
The HCIA2 project allowed us to double our case management capacity to improve access
housing. (Phoenix)
We are focusing on more realistic goals that are attainable by the patient – rather than
emphasizing what we can do for the patient. (Phoenix.)
Previously, we were underutilizing external mental health services; we now have better
connections in place. (Phoenix)

SECTION 6 PAYMENT MODEL DEVELOPMENT
This study is the first to look at payment models that can be brought to scale to support medical respite
programs. Each of the project sites involved in this study had different payment models in place and all
were consistently engaged in growing revenue sources to make up for costs not billable in their State’s
Medicaid program.
Circle the City
Circle the City is a federally qualified health center and is able to bill for daily primary and/or behavioral
health care services at their State-assigned PPS rate (currently $274.63). This enhanced PPS rate covers
enabling services needed by their complex patient population. Per Section 330(b)(1)(A)(iv), enabling
services are non-clinical services that do not include direct patient services that enable individuals to
access health care and improve health outcomes. Enabling services include case management, referrals,
translation/interpretation, transportation, eligibility assistance, health education, environment al health
risk reduction, health literacy, and outreach.
Circle the City is currently participating in a shared savings program with 2 MCOs and is building their
infrastructure to be successful under this model. Under the shared savings program, Circle the City
receives a percentage of savings to the total cost of care. Their percentage increases when certain
metrics are achieved. Non-disclosure rules prohibit sharing any additional information about their MCO
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payment arrangements. However, it should be noted that federal law requires that alternative payment
models pay health centers at least what they would have received under their PPS rates.
Our analysis of State Medicaid data demonstrates significant potential for savings. This model is
recommended for high-intensity medical respite programs operated by federally qualified health
centers. Daily billable encounters should be matched with enabling services aimed to help patients exit
homelessness. This payment model does not cover the total cost of care at Circle the City; additional
costs are covered by grants and private donations.
Stakeholders includes: Arizona Health Care Cost Containment System (AHCCCS) Administration, Care1st
Health Plan Arizona (Medicaid Replacement - HMO), Health Choice Arizona (Medicaid Replacement HMO), Health Net-AZ (Medicaid Replacement - HMO), Mercy Care Plan (Medicaid Replacement - HMO),
Mercy Maricopa (Medicaid Replacement - HMO), United Healthcare Community Plan-AZ (Medicaid
Replacement - HMO)
Central City Concern
Central City Concern also operates a federally qualified health center, Old Town Clinic. Unlike Circle the
City, which operates a large medical respite facility in which clinical services are provided on site, Central
City Concern utilizes apartment units for their medical respite program and clinical services are provided
at a separate location. Individuals who are referred to Central City Concern’s Recuperative Care program
are linked to those clinical services as needed while participating in the medical respite program. Old
Town Clinic then bills for those services at their assigned PPS rate.
Payers pay a separate episodic or case rate for patients participating in the medical respite program to
cover additional medical respite services provided by the Recuperative Care Team. These services
include: intensive, trauma-informed and person-centered case management; daily client monitoring;
dedicated access to medical care and ancillary services at CCC’s Old Town Clinic; secure transitional
housing, including personal hygiene supplies, food boxes and nutritional support; support in making and
keeping appointments with agency and non-agency healthcare providers (including transportation);
complex care coordination across health, housing, treatment, employment and benefits systems, and
other tailored interventions.
The payment approach varies depending on payer preference. Payment approaches include a tiered
daily rate (i.e., one rate per day for days 1-30, another rate per day for days 31-60), a tiered monthly
rate, payments for occupied apartment units – a lower rate is applied to the third unit, a case rate for
the entire episode, a case rate for each week of an episode. Case rates may vary depending on the
insurance status of the patient.
Payers are part of Coordinated Care Organizations (CCO), established as part of payment reform efforts
in the State of Oregon. CCOs receive a capped global budget from the State to pay for primary,
behavioral, and dental services delivered by organizations like Central City Concern. The State carves out
a small percent of the global budget which is returned to CCO members as incentive payments if certain
metrics are achieved. 12
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While our analysis did not find any cost savings for this project site, additional analysis is needed to
determine the potential for demonstrating cost savings. As noted in the evaluation section of this
report, increases in costs might be explained by increased service-seeking based on the case
management support provided as part of the respite program. Missing claims data during periods of
Medicaid ineligibility may have had an impact on the analysis as well. Additionally, Portland experienced
a housing state of emergency during the study period which impacted access to housing for program
participants. Future analyses might look at costs incurred by participants who were able to access
housing compared to those who did not have housing options available to them at the time of
discharge.
Their payment model (specifically, the episodic and case rate payments) allows Central City Concern to
have some flexibility in using funds in innovative ways to help individuals exit homelessness. For
example, funds could be used for short-term rental assistance or other services to help individuals
access and stay in housing. 13 The episodic or case rate model is often preferred by payers and can be
applied to medical respite programs operating out of residential settings such apartment units, motels,
and shelters.
Stakeholders include: Family Care, Inc., Providence Health Plans, Care Oregon, Project Access Now (3rd
party payment facilitation for multiple hospital systems, including Kaiser Permanente, and Providence
hospitals), Oregon Health & Science University, Legacy Health Systems, Multnomah County/City of
Portland Joint Office of Homeless Services, and the Oregon Health Authority.
Columbus House
Columbus House is a residential emergency shelter with a separate floor designated for medical respite
beds. Clinical care is provided by visiting nurses who bill Medicaid for services (FFS). Columbus House
provides social support staff to assist patients in other aspects of the program such as going to
appointments and addressing health care goals. Those services are supported by State grants which are
consistently at risk of budget shortfalls.
Most medical respite programs in the United States start like Columbus House – in existing shelters with
clinical partners delivering medical respite care. Like Columbus House, existing payment approaches are
used to support billable clinical services (e.g., reimbursement for home health visits). However, the
remaining services needed to deliver medical respite care are not billable thus the program experience
consistent financial constraints in delivering much needed care.
While many programs will start like Columbus House, the payment mechanisms should evolve so that
the remaining services of the medical respite program can be sustained through other billing
mechanisms. The episodic and case rate approach adopted by Central City Concern might be an option
for this project site as it expands. Shelter-based programs are a low-cost option for delivering medical
respite care and have the potential to create significant cost savings.
Stakeholders include: CT Health and Human Services, Yale New Haven Hospital, and the Visiting Nurse
Association of South Central CT.
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Edward Thomas House
Edward Thomas House contracts with four MCOs that pay a daily rate for beneficiaries participating in
the medical respite program. Rates are negotiated with each MCO but are based on the program’s daily
cost of care inclusive of room and board. Edward Thomas House bills MCOs using the HCPCS G9006 code
– Coordinated Care Fee/ Home Monitoring.
MCO payments account for about one-third of the program’s revenue. Additional revenue and support
comes from Harborview Medical Center (HMC). HMC is working closely with Edward Thomas House to
evaluate their daily cost of care and renegotiate MCO payment rates. While MCO payments only cover a
third of Edward Thomas House’s costs, there is potential for sustainability under this model.
Stakeholders include: Harborview Medical Center, Community Health Plan of Washington (CHPW),
United Healthcare (UHC), Molina, Amerigroup, and Washington State Health Care Authority.
Hennepin County Health Care for the Homeless/Catholic Charities Exodus Health Supported Housing
Hennepin County Public Health partnered with Catholic Charities of St. Paul and Minneapolis to deliver
the standardized program model in a shelter-based facility and in transitional housing. The clinical care
provided in each facility is delivered by different entities that operate under different rules for billing.
The Harbor Light Center (a Salvation Army shelter) has a Health Care for the Homeless (HCH) clinic (an
FQHC service site) run by Hennepin County Public Health on site. The HCH carries out the clinical
component of their medical respite program and bills under a FFS arrangement, unlike other health
centers that bill at an assigned PPS rate. The County is looking into PPS billing for the Health Care for the
Homeless project. The Health Care for the Homeless clinic is a business partner with Hennepin Health
ACO which receives a PMPM from the State for each beneficiary. When savings are achieved, ACO
business partners can submit proposals to receive a portion of the savings to implement innovative
projects that support ACO goals.
A 2014 article published in Health Affairs provides this description of Hennepin Health ACO: “Hennepin
Health, a county-based safety-net ACO in Minneapolis, Minnesota, and surrounding suburban
communities. Although it is a Medicaid demonstration project, Hennepin Health is not limited to a
demonstration period and has no set end date. It was created in 2011 through a partnership involving
four organizations: the Hennepin County Human Services and Public Health Department; Hennepin
County Medical Center, a Level I trauma center and medium-size public hospital and safety-net medical
system; NorthPoint Health and Wellness Center, a federally qualified health center; and Metropolitan
Health Plan, a nonprofit, county-run, state-certified health maintenance organization that serves
Medicare and Medicaid enrollees. Hennepin Health began enrolling patients in January 2012. ”14
Catholic Charities also receives financial support from the ACO in exchange for prioritizing ACO
beneficiaries for placement within their transitional housing facility. The ACO funding is only a small
portion of their revenue stream. Other grants and contributions help support the cost of the program.
Unfortunately, we were not able to access State Medicaid data from Minnesota in time to submit with
this report. However, the payment models in place in Minnesota are worth watching and could be
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potential models for other communities. The shelter-based program is able to sustain itself through FFS
reimbursements and a partnership with the shelter which covers the cost of room and board.
Stakeholders include Minnesota Department of Human Services, Harbor Light Center (Salvation Army),
HealthParnters, Blue Plus, UCare, Hennepin Health ACO
SECTION 8 FINAL REPORT CLOSE-OUT
Provide a description of the major activities that occurred during the three year award period.
This project established a standardized program model for medical respite programs which was
implemented at five project sites in two phases. The model focused on patient centered care, care
coordination/care transitions, and preventive care. A description of major activities is included in
Section 2.
Indicate the reasons for omissions and changes in major project activities.
The projected number of enrollees was changed during the project period. The original projections
included enrollment during the planning and close-out periods. The revised projections took into
account periods in which no enrollment was planned.
If project performance was affected by changes in key project personnel, explain why the changes
were made and how performance was affected.
N/A
For projects involving computer applications, describe any changes that were made in the method of
data entry, the specific data to be encoded, software, hardware, file systems or search strategies.
N/A
Briefly describe any efforts that were made to publicize the results of the program.


Hennepin County included a brief description of the project on their website along with some
data from one of our quarterly reports. See Appendix I.



HCIA2 summit poster – A poster presentation was offered at the June 2016 HCIA2 Summit. The
poster was entitled, Medical Respite Care for People Experiencing Homelessness: A Preliminary
Analysis, and included YTD findings. Authors: Sabrina Edgington, MSSW, National Heath Care for
the Homeless Council; Donald Shepard, PhD, Brandeis University; Wu Zeng, PhD, Brandeis
University; Cynthia A. Tschampl, PhD, Brandeis University; Dan Shetler, MID, Columbus House,
Inc.; Gigi Leackfeldt, Circle the City; Erin Bailey, Edward Thomas House Medical Respite; Daniela
Chancy, Central City Concern See Appendix J.



Brandon Shapiro at Lewin Group authored a quarter 9 case study describing successful
strategies from our project sites in housing program participants. See Appendix K.
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When project goals were not achieved, indicate what plans there are to complete the project after the
award period, how project activities will be funded, and when they are lik ely to be completed.
We were not able to access State Medicaid data from Washington and Minnesota. We are also hoping
to access data sets in late 2018 so that we have more complete data from the post-intervention period.
Information on how this will be completed is included in Section 4 of this report.
Describe the audiences for the project. Indicate the nature, size, geographic reach, sex and age of the
audience and assess the impact that the project had on this audience.
This information is described in Section 2 of this report.
What, if any, is the long term impact of your project for improving health care?
Payers are increasingly looking to medical respite programs to help address the complex care needs of
individuals experiencing homelessness and reduce costly readmissions. In expansion States, where
nearly all individuals experiencing homelessness are now eligible for coverage, communities are working
quickly to get programs up and running. However, absent adequate support and funding, some
communities may end up with skeleton programs – 24-hour access to an emergency shelter bed
reserved for people discharged from hospitals with little to no support to address other complex care
needs. Not only are these skeleton programs a missed opportunity to engage a hard-to-reach and
vulnerable patient population, but payers may not see much return on their investment.
This standardized program model can support communities planning medical respite programs in
developing a baseline package of services and a framework for describing how their programs might
contribute to better care and reduced costs.
Moreover, this project explains the multiple payment models that can be adopted under existing State
Medicaid programs. Operating agencies can use information from this study to better understand the
billing mechanisms available to them and how other similar programs have sustained their services.
Previous studies have shown that medical respite programs can reduce hospitalizations. 15,16 However,
these studies lack detail about the services that may have contributed to these findings. This study
complements existing literature by highlighting the critical services that medical respite programs
provide that address the complex and unique needs of people experiencing homelessness. By
understanding how medical respite programs impact individual and systems-level behaviors, these
programs can be better equipped to forge the path for better care, better outcomes, and reduced
spending.
Please include a list of all publications associated with this project over the award period. [final
publications should be uploaded into the Publications Portal by end of close-out)].
N/A
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Please include a list of all supporting materials associated with this project over the award period.
[Final supporting materials should be uploaded into the Publications Portal by end of close-out].


Implementation Guide – Medical Respite Care for People Experiencing Homelessness

Indicate whether or not any subject inventions were made. If inventions were made, y ou must
indicate whether or not they have been reported. Please indicate if invention information has been
submitted via Invention Statement HHS 568 (subject inventions are inventions that were conceived or
first actually introduced to practice during the course of the work funded by the award).
N/A

References
1

Kangovi, S., Barg, F.K., Carter, T. Levy, K., Sellman, J.,Long, J.A., and Grande, D.. (2014). Challenges Faced by
Patients with Low Socioeconomic Status During the Post-Hospital Transition. Journal of General Internal Medicine,
29(2), 283-9.
2
Baggett, T. P., Lebrun-Harris, L. A., & Rigotti, N. A. (2013). Homelessness, Cigarette Smoking, and Desire to Quit:
Results from a U.S. National Study. Addiction (Abingdon, England), 108(11), 2009–2018.
http://doi.org/10.1111/add.12292
3
Young, S., Dosani, N., Whisler, A., & Hwang, S. (2015). Influenza Vaccination Rates Among Homeless Adults With
Mental Illness in Toronto. Journal of Primary Care and Community Health, 6(3), 211-214.
4
Baggett, T. P., and Rigotti, N. A. (2010). Cigarette smoking and advice to quit in a national sample of homeless
adults. American Journal of Preventive Medicaid, 39(2), 164-72.
5
Baggett, T. P., Campbell, E. G., Chang, Y., & Rigotti, N. A. (2016). Other tobacco product and electronic cigarette
use among homeless cigarette smokers. Addictive Behaviors, 60, 124–130.
http://doi.org/10.1016/j.addbeh.2016.04.006
6
Shelley, D., Cantrell, J., Warn, D., & Wong, S. (2010). Smoking cessation among sheltered homeless: a pilot.
American Journal of Health Behavior, 34(5), 544–552.
7
Tsai, J. and Rosenheck, R. A. Smoking Among Chronically Homeless Adults: Prevalence and Correlates. Psychiatric
Services, 63(6):569–576.
8
Baggett, T. P., Chang, Y., Singer, D. E., Porneala, B. C., Gaeta, J. M., O’Connell, J. J., & Rigotti, N. A. (2015).
Tobacco-, Alcohol-, and Drug-Attributable Deaths and Their Contribution to Mortality Disparities in a Cohort of
Homeless Adults in Boston. American Journal of Public Health, 105(6), 1189–1197.
http://doi.org/10.2105/AJPH.2014.302248b
9
Lebrun-Harris, L. A., Baggett, T. P., Jenkins, D. M., Sripipatana, A., Sharma, R., Hayashi, A. S., … Ngo-Metzger, Q.
(2013). Health Status and Health Care Experiences among Homeless Patients in Federally Supported Health
Centers: Findings from the 2009 Patient Survey. Health Services Research, 48(3), 992–1017.
http://doi.org/10.1111/1475-6773.12009
10
Shetler, D. & Shepard, D.S. Medical respite for people experiencing homelessness::financial impacts with
alternative levels of Medicaid coverage. Journal of Health Care for the Poor and Underserved, in press.
11
Sterling, S. A. (June 26, 2013). ICD-10-CM Coding for Post-Acute Care. Available at
https://www.codeitrightonline.com/ciri/icd-10-cm-coding-for-post-acute-care.html
12
Bayley, K. B., Broffman, L., Brown, K., Rissi, J. & Savitz, L. (2015). Drive and Tension: CCO Case Studies.
http://oregon.providence.org/~/media/Files/Providence%20OR%20PDF/COREFullCCOCaseStudy.pdf
13
Oregon Health Authority. Oregon CCO Housing Supports: Survey Report 2016. (September 2016).
http://www.oregon.gov/oha/HPA/HP/docs/OHA%208440%20CCO-Housing-Survey-Report.pdf

FINAL 11/27/2017

44

14

Sandberg, S. F., Erikson, C., Owen, R., Vickery, K. D., Shimotsu, S. T., Linzer, M., Garrett, N. A., Johnsrud, K. A.,
Soderlund, D. M., & DeCubellis J. (2014). Hennepin Health: a safety-net accountable care organization for the
expanded Medicaid population. Health Affairs, 33(11), 1975-84.
15
Kertesz, S. G., Posner, M. A., O’Connell, J. J., Swain, S., Mullins, A. N., Shwartz, M., & Ash, A. S. (2009). Posthospital medical respite care and hospital readmission of homeless persons. Journal of Prevention & Intervention in
the Community, 37(2), 129–142.
16
Buchanan, D., Doblin, B., Sai, T., & Garcia, P. (2006). The effects of respite care for homeless patients: A cohort
study. American Journal of Public Health, 96(7), 1278–1281.

FINAL 11/27/2017

45

