
  

Respite News
The RCPN
defines medical
respite care  as
acute and post-
acute medical
care for
homeless
persons who are
too ill or frail to
recover from a
physical illness
or injury on the
streets, but who
are not ill
enough to be in
a hospital.

Welcome to the e-newsletter of the Respite Care Providers
Network (RCPN) , a national group of providers and administrators engaged
in medical respite care for homeless individuals throughout the U.S. and
Canada. This newsletter was created with support from the Health Resources
and Services Administration (HRSA); the opinions expressed herein are
those of the authors and do not necessarily represent those of HRSA or its
Bureau of Primary Health Care.

Medical respite providers across the
country are faced with two major
barriers when it comes to Medicaid
reimbursement. First, few homeless
individuals are enrolled in Medicaid
despite the fact that a large number
of homeless adults qualify for
disability-based Medicaid. Second,
the Centers for Medicare and
Medicaid do not currently recognize
Òmedical respite care for homeless
peopleÓ as a reimbursable category.

The Quest for Medicaid Reimbursement

The SOAR Program

Second Story Headline

Many homeless people qualify for
Supplemental Security Income (SSI)
and, in some cases, Social Security
Disability Insurance (SSDI), due to
severe impairments that prevent the
individual from participating in what
the Social Security Administration
calls Òsubstantial gainful activity.Ó Not
only does SSI/SSDI  provide
individuals with some income to help
get off of the streets, in most states,
individuals who are enrolled in SSI
are automatically enrolled in
Medicaid.

The following section of Respite
News will describe a promising
program that has been successful in
enrolling homeless adults in SSI (and
Medicaid) while shortening the wait
time before benefits kick in. The
second section will describe a new
report published by the Corporation
for Supportive Housing that can be
used by medical respite care
providers to facilitate Medicaid
reimbursement for specific services.

The SSI application process can be
frustrating.  Appeals are often
necessary since only 37% of all
applicants are approved nationally on
initial application.  For homeless
applicants, only about 10-15% are
approved when the first application is
submitted. The delay for
reconsideration is generally well over
a year. Many providers are often
frustrated to find that all of the time
and effort spent on one personÕs SSI
application process ends up in a
denial and subsequently more paper
work to appeal the denial.

(continues on next page)
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James J. OÕConnell, MD, President,
Boston Health Care for the Homeless
Program, describes his experiences
with the SSI process in recent
testimony for the Hearing on the
Performance of Social Security
Administration Appeals Hearing
Offices:

As a physician engaged fulltime in
the medical care of homeless
persons, I have frequently
accompanied my patients to these
SSI hearings and have often been
frustrated by the prolonged wait for
this critical step in the SSI process.
One of my patients suffers from
cirrhosis and end-stage liver disease
and was denied twice because of a
lack of medical evidence.  I had not
been aware of his application
process, but I completed a letter and
awaited a date for his appearance
before the administrative law judge.
As more than six months passed, his
disease progressed rapidly while he
lived on the streets of Boston.  His
emergency room visits escalated,
and he was frequently admitted to
our hospital for management of his
ascites and encephalopathy.  Of
critical concern to me was our
inability to obtain housing for him.
Without an income, he was ineligible
for many of the innovative housing
programs available here in Boston.
I have no doubt that we would be
much better able to manage his
chronic and debilitating illness with
the safety and security provided by
stable housing.  He would be able to
adhere to his complex medication
regimen, and I have no doubt that his
visits to the emergency rooms and
hospitals would decrease
significantly.

The SOAR Program (continued)
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Following the federal policy
academies on chronic
homelessness, HHS and HUD
partnered to fund an initiative to
expedite SSI/SSDI applications.  This
initiative was based on the SSI
Outreach ProjectÕs work in Baltimore
that obtained a 96% approval rate for
individuals who were homeless with
serious mental illness that the project
staff believed met disability criteria.
Policy Research Associates, Inc.
received the contract for this initiative
and worked with the former director
of the Baltimore SSI Project to create
SOAR (SSI/SSDI Outreach, Access
and Recovery).  This program has
two key components:  (1) systems
change planning to bring
communities together to create an
infrastructure to support an effort to
expedite applications, and (2) training
for case managers and others to
learn how to best negotiate the SSI
application process.

The SOAR Program includes:
• strategic planning among state,

local and non-profit organizations
• training, guidance and tools for

local community staff so they
prepare well documented, timely
applications

• train-the-trainer sessions so that
local community staff can offer
additional trainings when needed

• ongoing technical assistance to
state and community partners

• guidance on models for collecting
outcome data

• updates on information regarding
changes in SSI and SSDI

The SOAR program works.  In an
analysis of 18 of 34 states that
participated in the SOAR program,
70% of the SOAR applications were
approved in an average of 93 days.

The National Health
Care for the Homeless
Council offers a similar
training for medical
providers called
“Documenting
Disabilities.”
Information about this
training can be found
online at
www.nhchc.org/docum
entingdisabilities.html

The SOAR training
manual and more
information about the
SOAR program can
be found online at
www.prainc.com/soar
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The Corporation for Supportive Housing (CSH)
recently released a report titled ÒLeveraging
Medicaid: A Guide to Using Medicaid Financing
in Supportive Housing.Ó Though the publication
focuses primarily on financing supportive
housing services, much of the information can
apply to medical respite services. The guide
describes optional Medicaid programs such as
Rehabilitative Services, Targeted Case
Management, and Home and Community-
based Services that can be used to cover
services delivered by licensed professionals to
individuals covered by Medicaid.

CSH offers detailed information about optional
Medicaid programs including the populations
generally covered in each program, the specific

Leveraging Medicaid

On October 27, 2008, a new medical respite
program in Santa Clara County, California
opened its doors to homeless individuals in
need of recuperative care. The decision to
open a medical respite program came not
long after a survey conducted at Santa Clara
Valley Medical Center found that 12% to 20%
of acute care patients seen at the hospital
were homeless. On any given day Valley
Medical Center serves at least 13-23
homeless individuals in its in-patient acute
care units.

The new medical respite program is a
collaborative initiative between Destination:
Home, a Santa Clara County task force; the
Hospital Council of Northern & Central
California and seven of its member hospitals;
local shelter provider EHC LifeBuilders; and
the countyÕs Valley Homeless Healthcare
Program (VHHP), which operates the
program.

Each of the seven hospitals has agreed to
provide $25,000 a year to support the
program. Other financial and in-kind support
comes from Kaiser Permanente, United Way,

New Respite Program: San Jose, CA
:

services and interventions that a state may
choose to cover, advantages and
disadvantages to each approach, and relevant
examples. In addition, the guide includes
practical steps to best mix and match Medicaid
strategies to optimize service coverage. CSH
advises advocates and service providers to be
patient and allow ample time for developing a
Medicaid strategy within each state. Developing
a relationship with your state Medicaid agency
can be taxing given the complexity of the
agency and the agencyÕs competing priorities.
Though challenging, the return on investment is
enormous.

Read the entire publication online at
www.csh.org/publications

and other local organizations. Funding for
expanded clinical services at the on-site shelter
clinic were provided through an Expanded
Medical Capacity Grant from HRSA.
Destination: Home, the task force charged with
implementing the recommendations of the
CountyÕs Blue Ribbon Commission on Ending
Homelessness, coordinated this government
and private sector partnership.

The new program designated EHC LifeBuilders
James F. Boccardo shelter in San Jose as the
location for the 15 patient beds. The Valley
Homeless Healthcare Program clinic also
operates at that site.

Medical respite
program
participant and
Cheryl Ho,
Medical
Director of
VHHP
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Spotlight on Siri Hustad

The program provides referral to on-site physician and/or nurse visits for
ongoing primary and preventive care, medications, self-care planning and
education, health education and patient support groups, mental health
services, and transportation to specialty care appointments.

San Jose, CA (continued)

Siri Hustad, a public health nurse in
Minneapolis, has dedicated close to
20 years of her life to caring for the
health of people who have been
disenfranchised from mainstream
health care systems. Prior to joining
the Hennepin County Health Care
for the Homeless project as the
respite team leader, she worked at
the Neighborhood Involvement
Program Clinic, a clinic for people
who are uninsured in Minneapolis.
As a strong proponent of the harm
reduction philosophy, she spent time
volunteering at a needle exchange
program.

According to Siri, many of the people
that she sees come from fractured
support systems. Without a proper
support system, it is easy to turn to
drugs, alcohol, sex and even
alienation. Most of us have
communities whether it is our
synagogue or club, a place to ask
questions and get support. Respite
programs strive to provide that type
of support.

When asked about her most
rewarding moment, Siri described a
38-year-old gentleman who was
admitted into the respite program
after being diagnosed with
pneumonia. The gentleman lived
in foster homes until he was 18 and
then left for the street. The stories of
where he has stayed are not pretty,
says Siri. Several months after being
discharged from the respite
program, he called Siri and asked if
she had time to talk. He explained to
Siri that since his stay at the respite
program, he has been connected
with general assistance
($203/month), made some changes
to benefit his health, and has
learned how to trust people. He was
also able to get an apartment for the
first time in his life. Though he has
learned to trust people, he didnÕt
trust himself to take care of this new
apartment. He called Siri to ask for
help to make this big step in his life.
He explained that Siri and the other
respite team members were the first
people in his life to really listen to
him and he felt comfortable asking
them for help.

(continues on next page)

On a nightly basis more

than 7,000 people are

homeless in Santa

Clara County,

California. This year, in

Santa Clara County, 55

people died on the
streets.

Respite team members of the
Hennepin County Health Care for
the Homeless Project. From left to
right:  Susannah King, financial
case worker; Siri Hustad, RN,
PHN; Coleen Rainie, LPN; Jane
Schulz, RN, Certified Adult Nurse
Practitioner
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Bryan McGreal, M.D., Medical Director,
Bowery Residents Committee

Question:

How can I help a patient who is disrupting
services due to behavioral health issues?

Answer:

Since untreated mental illness is a common
cause of homelessness; it is no surprise that
management of behavior problems is particularly
difficult when clients are first admitted to a shelter
or respite setting.  The first step is engagement,
to get the client to stay in the program.  This is
frequently accomplished by collaborating with a
client to meet a specific need, such as housing,
medical care, SSI, Medicaid, obtain medication,
detox, etc.

Ask the Expert

It is important to ascertain the underlying causes
of the behavioral problem by a thorough
psychiatric evaluation.  The causes are varied,
including drug and alcohol withdrawal, delirium
from undiagnosed medical conditions, behavioral
responses to previous trauma and, commonly,
non-compliance with psychiatric medications.

PTSD can present with anger, rage, hostility,
suspiciousness and lack of trust.  Depression
often presents with irritability, poor motivation and
low energy level; Mania with bizarre extremes of
behavior including grandiose delusions, lack of
insight, intrusiveness, insomnia; Schizophrenia
with paranoid delusions, fear and disorganization.
These behaviors may be addressed with a
combination of medication and behavioral
interventions.  Unfortunately, behavioral
interventions often cannot be made without first
stabilizing the client on medication.

Clients will refuse psychiatric medication for a
variety of reasons; denial, poor insight into their
illness, fear, paranoia, control issues, expense
(due to lack of health insurance) and fear of a
myriad of side effects.  The provider has to
establish a trusting relationship over time and find
a reason to convince the client that medication
will help.  If the client feels the medication will
decrease their distress and help alleviate their
complaints, they might be amenable.  For
example; this will help you sleep and feel less
anxious, this will help you feel less paranoid and
afraid, this will help the voices to be less frequent
and intense or this will help you feel less irritable
and angry.

 (continues on next page)

Siri describes a moment when she and the
gentleman were sitting on the floor of his empty
apartment. The gentleman was still holding the key
and was teary eyed from mixed emotions: fear of all
the responsibilities that come with having an
apartment and joy because someone believed in
him enough to help him get a home. Siri looked up
and said ÒLook, there is a hook on the ceiling, lets
hang a plant,Ó the gentleman responded ÒI canÕt
even take care of myself, how can I be expected to

care for a plant?Ó Determined to help the gentleman
be successful in this chapter in his life, Siri worked
with a local non-profit organization to acquire
cookware and other household items. She also got
him involved in a mental health community group
that offers classes on cooking and financial
management. She even went with him to the
grocery store to use his food stamps, an activity
that he had never done and was uncomfortable
doing alone. Today, the gentleman continues to live
independently in his apartment.
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Once the client accepts a medication trial, the
rule of thumb is Òstart low and go slowÓ.  Starting
at high dose and being too aggressive will only
invite side effects and lead to treatment failure.
There often is no rush or emergency, as clients
have been surviving on the street for a long time
in a psychotic state or with depression without
harming themselves or others.  Common side
effects that are poorly tolerated are akathisia
(internal restlessness), EPS, over sedation and
weight gain.

With the advent of second-generation
antipsychotics, rapid weight gain is a particular
problem.  A client may gain 30-40 lbs in a few
months from mood stabilizers or antipsychotics.
Often this is accompanied by increased
triglycerides, cholesterol and blood glucose
(metabolic syndrome).  Baseline weight, waist
circumference, BMI, triglycerides, cholesterol and
glucose should be obtained and followed at
regular intervals.  Often medications can be
changed to reduce or eliminate these side effects.

As more severe psychotic symptoms are
controlled, staff can intervene more effectively
with cognitive and behavioral interventions.
These include treatment contracts, chores,
rewards and consequences for behaviors and
more active participation in treatment. Over the
long term this will establish the clientÕs sense of
control and strengthen the alliance between client
and provider.
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Treatment Contracts
Treatment contracts can be an empowering tool
for clients. Brooks Ann McKinney, Director of the
Community Medical Respite in Raleigh, NC,
works with clients to develop mutually agreed
upon goals. Program participants feel a greater
sense of control and empowerment when they
are able to assist in setting their own treatment
goals, says McKinney.

Treatment contracts can also facilitate
discussions about behaviors that are not
acceptable in the respite environment. McKinney
stresses the importance of emphasizing why
certain behaviors are unsafe so that clients
understand their behavior from another point of
view. Sarah Ciambrone, Director of the Barbara
McInnis House in Boston, MA, is sure to check in
with program participants on a daily basis after
signing a treatment contract to discuss any
frustrations. The check-ins give clients a voice in
their treatment.

At times, program participants will continue to
challenge staff and interrupt services despite
mutually agreed upon goals concerning
appropriate behavior. Ciambrone states that
certain behaviors such as sexual harassment and
invasion of body space must be evaluated by
staff members to determine the risk to others.
High risk behaviors may be grounds for early
discharge.

FREE Onsite Respite Consultations!
Health Care for the Homeless (HCH) grantees (and organizations willing to work with an HCH grantee) are
eligible to receive free onsite respite consultations. Onsite consultations are intended to assist organizations
that are considering or in the process of developing a new medical respite program. Though tailored to meet
your organizationÕs needs, recipients have found consultations helpful in the following areas: resource
development, staff development, policies and procedures, building partnerships, collaborating with hospitals,
and more. For inquiries about onsite consultations, please contact Sabrina Edgington, RCPN Coordinator, at
615/226-2292 or sedgington@nhchc.org.

Do you have questions that donÕt necessarily require an onsite consultation?  The RCPN can link you
with an experienced medical respite provider to assist you over the phone. For inquiries about phone
consultations, please contact Sabrina Edgington, RCPN Coordinator, at 615/226-2292 or
sedgington@nhchc.org. Funding for on site consultations is made available through a Cooperative
Agreement with the National Health Care for the Homeless Council and the Health Resources and Services
Administration (HRSA).
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Sarah Ciambrone
Barbara McInnis House
Boston HCH Program
Boston, MA

Gary Cobb
Recovery Association Project
Portland, OR

Leslie Enzian
Harborview Medical Center
Seattle, WA

Trudi Fajans (Vice Chair)
Seattle King County HCH
Network
Seattle, WA

Jerry Felton
Interfaith House
Chicago, IL

Monte Hanks
Fourth Street Respite Care
Program
Salt Lake City, UT

Nancy Hanson
Interfaith House
Hinsdale, IL

RCPN Steering Committee
The RCPN is a component of the National Health Care for the
Homeless Council, a membership organization that provides
training and technical assistance to providers of respite care and
other health services for homeless people through a Cooperative
Agreement with the Health Resources and Services
Administration (HRSA).

Ansell Horn
St. VincentÕs Hospital
New York, NY

Timothy L. Johnson (Chair)
Harmony House Respite Center
Houston, TX

Brooks Ann McKinney
Community Medical Respite
Program
Raleigh, NC

Adele OÕSullivan
Circle the City
(with Maricopa County HCH)
Phoenix, AZ

Corey Padr—n
Homeless Alternatives
Portland, OR

Christine Reller (Chair-Elect)
Hennepin County HCH Project
Minneapolis, MN

Resources
Medical Respite Programs for
Homeless Persons: Survey on
Relationships with Hospitals-
(2008) Results from the Respite
Research Task Force survey of 24
medical respite programs are now
available online at
www.nhchc.org/respitecareprovide
rsnetwork.html

Mark Your Calendars
Region IX Health Care for the
Homeless 2009 Annual
Conference.  Los Angeles, CA,
February 2-3, 2009.
http://hhcla.org/region9
Respite workshop: Measuring
Success of a Medical Respite
Program. Program evaluations are
a key component to program
success. Attendees will learn how
to identify outcome measures,
design an evaluation, and develop
a program database. Program
information and outcome data from
the San Francisco Medical Respite
Program will be featured.

2009 National Health Care for
the Homeless Conference and
Policy Symposium: Working
Together for Health, Housing
and Human Rights. Washington,
DC, June 25-27, 2009.
www.nhchc.org/2009Conference/2
009conference.html
Respite Pre-conference Institute,
June 24, 2009.

Contact
National Health Care for
the Homeless Council
P.O. Box 60427
Nashville, TN 37206-0427
Voice: 615.226.2292
Fax: 615.226.1656
Email: council@nhchc.org

Join RCPN
Membership is free. Members receive the quarterly respite e-
newsletter, elect the leadership of the RCPN, and become
individual members of the National Health Care for the
Homeless Council. To join, simply complete the application
available online at www.nhchc.com/rcpn_join.html


