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Chicago and Cook County Housing for Health Strategic Plan: 2017-2019 “H2 Plan”   

 

FIRST QUARTER REPORT 

January 1 through April 21, 2017 

The Center for Housing and Health welcomes this opportunity to present the First Quarterly Report on 
our community’s H2 Plan implementation and benchmarks. We plan to issue three more reports this 
calendar year. Together with our other four lead partner organizations, All Chicago, CSH, Heartland 
Health Outreach, and the Suburban Alliance to End Homelessness, we are happy to report on the 
important progress that has been made during the first quarter of this year. This three-page report will 
focus on the highlights of our Plan implementation so far. There are four other companion documents 
that provide much more detail. 

By early April we completed the final formatted copy of our Chicago and Cook County Housing for 

Health (H2) Strategic Plan: 2017-2019. The Plan can be found online at 

http://www.housingforhealth.org/wp-content/uploads/2017/04/HFH-H2-report-V6.pdf and it is also 

one of the companion documents to this report. The published copy of our H2 Plan includes an 

introductory narrative on the history and purpose of the Plan, a brief overview of the target population, 

lists of Council members and contributing Plan participants, a description of our implementation 

process, benchmarks for each of the Plan’s 25 SMART Goals, and a glossary of definitions, which will 

hopefully help support the dialogue and collaboration between our housing and healthcare sectors.  

During the first two months of 2017, we also organized our three workgroups and our 25 SMART goal 

subgroups, which are the principal vehicles for monitoring and pursuing Plan implementation activities 

and results. Our three workgroups are identified below. They will meet six times each year and usually 

every other month. In the intervening periods, Plan staff and volunteers will work with each of the 25 

SMART goals to monitor, support, or lead their implementation. The subgroups will do their work on a 

weekly basis, especially via email communications and phone-conferencing meetings. 

Data Sharing and Integration (Data Workgroup) 

Coordination and Integration for Services and Cross Training (Services Workgroup) 

Increasing Systems’ Capacity for Housing and Services (Capacity Workgroup) 

Our three workgroups have each already met twice in 2017, once in February to get organized and once 
in April to monitor benchmark implementation and support SMART goal subgroup activity. The six Plan 
implementation highlights that follow below are examples of the work they are all doing. One of this 
report’s companion documents is the roster for each of the three workgroups. We continue to welcome 
any of the staff or members of our stakeholder organizations and agencies to support Plan 
implementation either by serving in one of the workgroups or SMAART goal subgroups. 

With the generous support of the Michael Reese Health Trust, the Polk Bros. Foundation, and the 
Chicago Community Trust, AFC’s Center for Housing and Health is able to provide staff support for the 
workgroups, the subgroups, and implementation activity. Fourteen SMART Goals require the staff to 
support or guide our Plan’s leadership to initiate implementation activity and meet benchmarks. The 

http://www.housingforhealth.org/wp-content/uploads/2017/04/HFH-H2-report-V6.pdf
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remaining eleven goals require monitoring and supportive activity. Peter Toepfer, Brandi Calvert, Jessie 
Beebe, and Svetlana Zhexembeyeva, all CHH staff members, support the implementation of their 
assigned SMART goals. Arturo V. Bendixen, who serves as a consultant to the Plan, focuses primarily on 
the data sharing and integration goals and provides overall coordination and integration for all Plan 
implementation activity. 

Each of the 25 SMART goal subgroups has developed benchmarks that will guide implementation 
activity and support the monitoring of their specific measures for success. The benchmarks capture “The 
How” of each of the broader statements that are SMART goals. In the appendix of the final H2 Plan 
version, there are 10 pages of detailed benchmarks for the 25 goals. The third companion document is a 
quarterly report card on how January through April benchmarks have been or are being met.  

The H2 Plan Leadership Council, whose roster list is the fourth companion document to this report, will 
meet either at the end of the summer or the beginning of the fall. We are awaiting to see how 
Congressional action in DC on healthcare reform may impact some of our Plan goals. The second and 
final meeting of the Council for 2017 is planned for early December. 

Six special highlights of our implementation work: 

Goal 2.1 - By July 2017, implement a strategy with at least two FQHCs or safety net health 
providers to increase the integration of at least two health clinics with supportive housing 
programs. 
Heartland Health Outreach (HHO), the Chicago area federally qualified health center for the homeless, 
has executed so far two sharing agreements for the Health Neighborhood Program with two permanent 
supportive housing providers and is finalizing a third. The agreements begin the formal integration of 
participant coordinated healthcare through HHO with supportive housing services. 
 
Goal 1.2 - By August 2017, complete with at least five area hospitals and healthcare systems a 
feasibility study of the possible conversion of their unused properties into recuperative care 
(respite) housing programs and short-term or long-term housing units. 
The Healthy Chicago Hospital Collaborative created a housing committee that has met four times so far 
in 2017.  The committee is made up of hospital representatives as well as several housing experts.   The 
group agreed on four main categories to frame its work: population, place, process, and payment.  The 
“population” category will help hospitals determine which patients should receive priority for housing 
support.  The “place” category will focus on opportunities for partnerships with housing programs using 
building and real estate assets held by hospitals. “Process” will help examine the steps a hospital could 
take in order to uncover the scope of homeless patients within its institution and design a housing 
program or partnership.  “Payment” will address how a hospital might pay for housing or components of 
housing, including a variety of housing options, models, and services.  Since the housing committee 
formed and began meeting, two additional hospitals besides UI Health, mainly Swedish Covenant and 
Rush, have publicly committed funding to house homeless patients from their priority populations.    
 
Goal 3.5 – By December 2017, merge de-identified HMIS data with “CAPriCORN” clinical data to 
characterize patterns of health services use and diagnoses of homeless populations.  
Key stakeholders are considering for final decision making in May the CAPriCORN / HMIS Data Sharing 

Project. They have been meeting throughout February, March, and April. The Chicago Community Trust 

has been one of the conveners of these meetings and has expressed its willingness to support this 

important project for our community. The H2 Plan requests that by September 2017, our two HMIS 

databases and CAPriCORN will share encrypted data to achieve the following two benchmarks: (1) By 

October 2017, CAPriCORN leadership escribes frequently occurring key diagnoses and combinations of 

conditions (comorbidities) among homeless populations in Chicago and Cook County, in order to specify 

areas of focus and inform the development of targeted programming, interventions, and outreach. (2) By 
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October 2017, CAPriCORN leadership characterizes health care utilization by homeless status in the 

CAPriCORN participating health institutions in order to understand mean use and determine the 

implications of utilization findings. (See companion document of January-April Benchmarks. Its 

appendix has a one-page description of the CAPriCORN Project). 

Goal 1.3 - By December 2017, establish at least one flexible rental subsidy pool funded through 
healthcare dollars to complement existing sources of housing rental subsidies.  
The Flexible Rental Subsidy Pool (FRSP) group expanded its membership to include City of Chicago 
partners from CDPH and DFSS.  With these partners the group is working to educate different city 
institutions that may be interested in committing resources to a FRSP.  Throughout the first four months 
of 2017, the group has also been in early discussions with a variety of private philanthropic 
organizations about collectively supporting the creation of a FRSP for Chicago and Cook County.  The 
group is creating documents that outline how a FRSP could work locally based on the experience of Los 
Angeles County.  In late spring a convening of all interested parties will be held to move forward with 
the concrete steps to create the FRSP.   

Goal 2.7 – By December 2019, train at least 75% of all housing case managers to support their 
homeless populations in accessing healthcare and optimizing their health outcomes.  
During March 2017, CHH staff prepared a list of required competencies for housing providers to meet 

the needs of our target populations in regards to accessing healthcare and optimizing health outcomes. 

On April 20, the H2 Plan Services Workgroup approved the required competencies for the trainings. The 

Workgroup is also supporting and monitoring the rollout of new HMIS consent forms that will allow for 

identifiable data sharing on homeless populations with the healthcare sector. The trainings of housing 

providers include support on how to add into HMIS datasets Medicaid MCO membership and RINs - 

State of Illinois “Recipient Identification Number.”  (See companion document of January-April 

Benchmarks. Its appendix has a one-page description of the approved competencies). 

Goal 3.4 - By July 2017, provide accurate information through HMIS to at least five healthcare 
entities on the aggregated numbers of the homeless and formerly homeless in their data bases. 
By the summer of 2017, All Chicago, the Suburban Alliance, and CDPH are planning to complete a data 
sharing project between HIV-surveillance and the HMIS Databases to determine the number of 
individuals who are homeless and living with HIV or AIDS in Chicago and Suburban Cook County. This 
data sharing innovative partnership is awaiting approval of the project agreement document by the 
lawyers serving ALL Chicago. When the aggregated data is identified, it will be the first time in our 
Chicago area history that we will have a fairly accurate overview of how many in our homeless 
populations have been infected by the HIV epidemic. This information is extremely valuable since there 
is evidence-based research that shows that housing impacts directly the ability of those living with HIV 
or AIDS to become virally suppressed. When virally suppressed, they are no longer capable of infecting 
others and can live healthy and productive lives. 
 
We are extremely grateful for all stakeholders and volunteers who helped prepare our 2017 H2 Strategic 
Plan in 2016, and many of them and new participants who are helping us implement it in 2017. The next 
quarterly report will be released in July. 
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Update on January through April 2017 Benchmarks 

April 21, 2017 

[Updates in BOLD BLUE] 

 

INCREASING SYSTEMS’ CAPACITY GOALS 

Goal 1.1 - By July 2017, end Veteran's homelessness in Chicago reaching a "functional zero" 
target and with at least 75% of housed residents accessing all needed health services through 
the VA Health System or mainstream health partners  

 Throughout 2017, CSH continues to coordinate all organizations collaborating to end 
Veteran Homelessness and issues monthly reports on the progress toward a “functional 
zero” goal – benchmark in progress:  CSH and All Chicago continue to issue monthly 
data reports on the progress - 622 veterans who are experiencing homelessness still 
need to be housed; since January 2015, over 3,200 veterans have been housed 
 

Goal 1.2 – By August 2017, complete with at least five area hospitals and healthcare systems 
a feasibility study of the possible conversion of their unused properties into recuperative care 
(respite) housing programs and short-term or long-term housing units 

 By April 2017, HDA and with the support of CDPH and CHH issue a brief report on how 
their Hospital Collaborative plans to help fund supportive housing for their patients 
experiencing homelessness – benchmark achieved: The Healthy Chicago Hospital 
Collaborative created a housing committee that met four times in 2017 so far and 
agreed on four main categories to frame its work for supporting housing - population, 
place, process, and payment (see Quarterly Report for more detail) 
 

Goal 1.4 – By December 2017, complete a feasibility study for the development in Chicago 
and Cook County of at least three new supportive housing project-based buildings together 
with a health impact assessment  

 By April 2017, CSH and the Suburban Alliance agree on how their two agencies will 
pursue the feasibility study with health impact assessments – benchmark being 
achieved as CSH and Suburban Alliance leadership await the announcement by IDHA 
of which applications for new buildings will be awarded tax credits 

 
Goal 1.6 – By December 2019, have at least three fully functioning and sustainable “moving 
on” projects in Chicago and Cook County serving at least 500 annually 

 Throughout 2017, CSH continues to advocate with CHA to support CSH’s "Moving On 
Pilot” in Chicago; and the Suburban Alliance will continue to support HACC with a similar 
Pilot in Cook County, which is called FLOW – benchmark achievement in progress: at 
the April 18 Systems Capacity Workgroup, Betsy Benito and Lynda Schueler reported 
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on the availability and non-availability of Housing Authority vouchers for “moving on” 
projects for the homeless  

 
SERVICE COORDINATION AND INTEGRATION GOALS 

 
Goal 2.1 - By July 2017, implement a strategy with at least two FQHCs or safety net health 
providers to increase the integration of at least two health clinics with supportive housing 
programs  

 By May 2017, HHO executes sharing agreements for the Health Neighborhood Program 
with four Permanent Supportive Housing providers and begins their integration of 
participant care with Heartland Health Outreach – benchmark in progress: HHO has 
executed so far two agreements and finalizing a third with supportive housing 
organizations 

 
Goal 2.2 - By July 2017, develop and implement a communication strategy for a Medicaid 
reimbursable higher rate for mental health and substance use treatment, expanded eligible 
populations, and increased eligible settings for service delivery  

 By April 2017, the Goal 2.2 Subgroup Members begin collaborating with other mental 
health and SUD groups in the work to retain the recent Medicaid add-on payment for 
Rule 132 services - benchmark achievement in progress: at the April 18 Systems 
Capacity Workgroup, Judith Gethner reported that many statewide groups are 
collaborating with this objective in mind, but under the present circumstances, the 
most important item is to make sure rates are not decreased / Sam Olds also reported 
that the Illinois Medicaid MCOs are owed over $3 Billion by the State and will soon 
have to stop paying health providers unless the State pays the MCOs 

 
Goal 2.3 - By November 2017, provide at least 10 cross-training sessions for service providers 
in both homeless service and healthcare entities  
Goal 2.5 – By December 2018, reduce the loss of Medicaid eligibility by 50% through a 
streamlined redetermination process and at least 10 trainings for homeless service and 
healthcare  
Goal 2.7 – By December 2019, train at least 75% of all housing case managers to support their 
homeless populations in accessing healthcare and optimizing their health outcomes  
    

 By March 2017, CasaYSalud will determine the various groupings and their numbers of 
case managers and other service workers (e.g. outreach workers) who will need to be 
trained by December 2019 – benchmark achieved: 75% of 388 managers/workers 
(FTE) = 291 (FTE) 

 By March 2017, CHH staff will prepare a list of required competencies to meet the needs 
of our target populations in regards to SMART Goals 2.5, 2.7, and 3.6 (HMIS new 
consent forms with RINs) – benchmark achieved by CHH staff in early April 
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 By April 2017, the HFH Services Workgroup with approve the required competencies for 
the trainings – benchmark achieved: Workgroup gave feedback and approved the list 
during its April 20 meeting (see approved list as an appendix to this document) 

 By April 2017, CHH staff will provide two training opportunities for All Chicago and 
Suburban Alliance HMIS trainers on how RINs can be identified by members of the 
target populations with the support of their outreach and case workers – benchmark 
will be amended for June implementation when CHH staff hopefully receives HFS 
guidance on the best way for case workers to assist their clients to identify their RIN 

 By April 2017, CasaYSalud will support Thresholds and HHO staff to identify how many 
of their own trainings will be held in 2017 and how many of their workers (serving the 
target population) will be trained by them on the required competencies – benchmark 
will be achieved in May 
 

Goal 2.4 - By December 2017, inform and support the State’s credentialing standards, medical 
necessity criteria, utilization management policies and rules for claims submission for the 
Medicaid Tenancy Supports Benefit for supportive housing providers  

 By April 2017, CSH proposes policy recommendations on the contractual relationship 
between SH providers and health plans.  Standards to be determine include target 
population, billing structure, claims submissions expectations medical necessity criteria 
for the benefit and utilization management processes and schedules.  

  By April 2017, CSH provides draft service definitions of roles of tenancy support services 
and credentialing standards for services in SH – both benchmark achievement in 
progress: at the April 18 Systems Capacity Workgroup, Betsy Benito reported that CSH 
and Heartland have been meeting to put together a process and definitions with these 
objectives in mind for implementation activity in 2018, if the Illinois Medicaid Waiver 
is approved by CMS 

 

DATA SHARING AND INTEGRATION GOALS 
 
Goal 3.1 - By July 2017, establish an HIV/AIDS housing cascade that identifies health 
outcomes of HIV housing program residents and describes program models with correlated 
HIV-health outcomes  

 By March 2017, CDPH establishes a plan to generate the HOPWA cascade for Chicago on 
an annual basis and develop a strategy to create cascades for each CDPH funded 
HOPWA service providers - benchmark achieved: CDPH issued the plan in early spring 
 

Goal 3.2 - By July 2017, assign care coordinators from at least three Medicaid Managed Care 
Organizations (MCO) to specifically serve all their own insured members living in at least five 
project-based supportive housing buildings or shelters 

 By March 2017, CHH staff contact all MCO representatives working with the H2 Plan and 
invite to participate in the project - benchmark achieved through email communication 
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 By April 2017, CHH staff convene a meeting with all interested MCO representatives to 
review project objectives and the commitment required – benchmark achieved: 
meeting was successfully held on April 21 

 
Goal 3.4 - By July 2017, provide accurate information through HMIS to at least five healthcare 
entities on the aggregated numbers of the homeless and formerly homeless in their data 
bases 

 By May 2017, All Chicago, the Suburban Alliance, and CDPH complete the data sharing 
project between HIV-surveillance and the HMIS Databases to determine the number of 
homeless individuals living with HIV or AIDS in Chicago and Suburban Cook County – 
legal agreement document being considered by All Chicago’s lawyers / benchmark 
being amended to read by July 2017 

 
Goal 3.5 - By December 2017, merge de-identified HMIS data with “CAPriCORN” clinical data 
to characterize patterns of health services use and diagnoses of homeless populations  

 By May 2017, participating CAPriCORN hospital and healthcare systems identify the 
prevalence of individuals recognized as meeting the HUD definition, the HRSA definition, 
and both definitions of homelessness – benchmark in progress: request process to 
CAPriCORN participating hospitals is entering final phase of IRB approval (see 
appendix for a one-page description of the proposed CAPriCORN / HMIS Project) 
 

Goal 3.6 – By December 2017, have identifiable data via a new consent form for 70% of HMIS 
participants that includes their Medicaid Recipient Identity Number (RIN) and MCO 
membership 

 By May 2017, All Chicago and the Suburban Alliance train all HMIS data collection and 
entry staff on the updated (fall 2016) HMIS consent form – benchmark in progress: both  

All Chicago and the Suburban Alliance have in use updated consent forms, which will 
allow identifiable data sharing, and trainings began in April 
 

Goal 3.9 - By December 2018, implement a section of “Coordinated Entry in Chicago and 
Suburban Cook County” that includes hospital, MCO, and other health care utilization data to 
identify high users with multiple chronic health conditions  

 By April 2017, CHH introduces SMART Goal benchmarks at the Chicago CoC Coordinated 
Entry Committee - benchmark will be amended for a May implementation when CHH 
will present Goal 3.9 at the Chicago CASC (Coordinated Entry) Committee and Housing 
Forward will be addressing the benchmarks with similar work in Suburban Cook 
County 
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APPENDIX 
 

CAPriCORN and HMIS DATA SHARING PROJECT – 2017 
 

While homeless status is widely recognized to be a factor in poor health status and high costs of health care 

utilization, it is difficult to assemble comprehensive data.    Fragmentation of health services and inconsistent 

documentation of homeless status in health records, as well as the fragmentation of health services and 

records characteristic of utilization patterns among homeless are contributing factors.  These challenges are 

compounded in Chicago where there is no active health information exchange infrastructure to assemble 

health information around individuals across the variety of institutions and settings in which they receive 

care.  The complexity and cost of addressing these problems in individual databases is formidable.   

Furthermore, there are challenges posed in protecting privacy rights of individuals. 

There is opportunity to link three significant databases in Chicago in order to overcome many of these 

challenges to assembling health data on are homeless: 

 The two Homeless Management Information Systems (HIMS) in Chicago and Suburban Cook County, 

which contain homelessness and housing information for a majority of Chicago area individuals with 

an experience of homelessness   

 The Chicago Area Patient Centered Research Network (CAPriCORN),1 which is a data infrastructure 
that enables assembly of health information for individuals and populations across Chicago’s major 
academic medical institutions and a number of FQHCs. - source data includes electronic health 
records, and contemplates patient generated data, and other data such as insurance/claims data 
 

.CAPriCORN is one of 33 partner networks comprising PCORnet2, a national initiative undertaken by the 

Patient Centered Outcomes Research Institute (PCORI) to increase the efficiency and economy of carry out 

large scale population research initiatives and analyses.  Based in healthcare systems such as hospitals, 

integrated delivery systems, and federally qualified health centers, CAPriCORN is an unprecedented 

partnership of research institutions , clinicians, patients and patient advocates. Its mission is to develop, test, 

and implement policies and programs that will improve health care quality, health outcomes, and health 

equity for the richly diverse populations of the metropolitan Chicago region and beyond.  

At the heart of the PCORnet initiative is the use of PopMed3 net, a technology that permits institutions to 

participate in collective group data queries while maintaining the integrity and sanctity of their data within 

their own infrastructures.  By attaching PopMedNet to each participating institutions data repository, 

building a standardized data model around the national PCORnet data model, and employing a local patient 

matching solution, CAPriCORN has built capacity to carry out local data analyses on de-identified data across 

all the participating databases. CAPriCORN has also established requisite administrative infrastructure 

including templates for data use agreements, and IRB and a research planning and review committee.  

We propose to connect the HMIS systems as a contributing data node in CAPriCORN to allow for distributed 
queries for the HMIS population against the CAPRICORN database Linking this information between the two 
systems would allow for identification of homeless patients among records of the participating healthcare 
institutions.  Since a large number of homeless in the HMIS systems have likely received services in these 
institutions, we expect a rich set of data that could be analyzed.   As outlined above, queries can be done 
without exporting data from the HMIS system, and can be done with de-identified data and with attention to 
HIPAA requirements for protection of protected health information.   
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Building upon the underlying technology utilized by CAPriCORN and the collaborative/administrative 
infrastructure created would allow many questions of cost, data ownership, privacy protection and 
consistency across the system to be addressed   

Secondary benefit will be the opportunity to more effectively identify homeless populations in research and 
analyses projects undertaken by CAPriCORN. Finally, this work in Chicago may have implications for the 
wider PCORnet collaboration nationally. 

 

CROSS TRAINING COMPETENCY STATEMENTS 

 

Medicaid Managed Cared Competencies  

Homeless Service Providers will: 

 Learn Medicaid managed care (MCO) basics including (1) what benefits and services MCOs 

provide, (2) how to help clients connect to their MCO AND care coordinator, and (3) the role of 

care coordinators and benefits of care coordination  

 

 Learn about the health care and hospital Systems, including helpful language, hierarchy of 

healthcare staff, and how to navigate each system 

 

 Learn best practices for educating their clients and MCO members with low health literacy on 

how to access appropriate health care services  

 

 Understand how to complete appropriate release of information forms in order to communicate 

directly with the MCO and/or care coordinator  

 

 Become more fluent in communicating clients’ health care needs, challenges, and barriers to 

accessing MCOs and care coordinators  

 

 Learn about (1) the top five chronic health conditions that impact homeless clients, (2) 

understanding how to promote basic self-management practices, and (3) how to secure MCO 

benefits and services related to chronic diseases   

 

Medicaid Redetermination Competencies 

Homeless Service Providers will: 

 Understand the purpose of the Integrated Eligibility System (IES) Phase II Manage My Case 

Portal  
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 Understand how to access and how to educate clients or members about the Integrated 

Eligibility System (IES) Phase II Manage My Case Portal  

 

 Know how to help clients (1) sign into the Manage My Case Portal to view their Medicaid 

redetermination date, (2) upload critical redetermination documents, and (3) view important 

messages from their DHS office related to Medicaid redetermination    

    

 Understand the protocol for assisting clients who do not submit documents by their 

redetermination date and lose Medicaid coverage       

    

 

 Learn how to help clients to re-apply for Medicaid coverage through the Application, Benefits 

and Eligibility (ABE) system via phone or online  

         

 Understand how to help clients view the MCO with whom they are enrolled in order to access 

health care services  

 

HMIS Consent Forms Competencies  

Homeless Service Providers will: 

 Understand the purpose of access to clients’ Recipient Identification Number (RIN) and their 

MCO enrollment  

 

 Understand how to find out in what Medicaid managed care (MCO) health plan their client is 

enrolled and how to access an insurance card, if the client does not have one   

      

 Learn how to educate clients on the benefits and services provided by their MCO 

 

 Learn how to provide their clients with the resources to contact their MCO and understand how 

to connect to care coordination services       

 

 Know how to educate clients about the benefits of care coordination services  

 

Note: Although trainings are focused on homeless service providers, such as housing case managers, 

outreach workers, other homeless service workers, and all their supervisors, health care workers such as 

care coordinators, care managers, or case managers are also welcome to attend trainings. Health care 

providers will learn (1) how to identify and track homelessness, (2) what resources exist for homeless 

members, and (3) how to refer members into Chicago’s Coordinated Entry system.  


