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

H2 Plan 

 

 

THIRD QUARTER REPORT 

August to October, 2017 

The Center for Housing and Health welcomes this opportunity to provide the Third Quarter 
Report on our community’s H2 Plan implementation and benchmarks. Together with the 
other four lead 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 third quarter of this year. This three-page report 
will focus on important highlights of our Plan implementation so far. As a companion 
document to this report, an updated list of all 26 SMART Goals and benchmarks is attached, 
which provides much more detail on the implementation status of each of the Plan’s 
objectives. 

Our three Plan Workgroups and 26 SMART Goal Subgroups, which are the principal 
vehicles for pursuing Plan implementation activities, have continued to meet during the 
third quarter of this year. The three Workgroups are identified below. The Subgroups have 
also continued to do their work on a regular basis, especially via email communications and 
phone-conferencing meetings. Some of the Subgroups, such as the ones addressing the 
HMIS/CAPriCORN Project (Goal 3.5), the Flexible Rental Subsidy Pool (Goal 1.3), the 
MCO/Medicaid Contract Language (Goal 2.8), and the Hospital Collaborative (Goal 1.2), 
have also met a number of times in person to address various implementation challenges 
and activities. 

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) 

Six Plan implementation highlights for this quarter follow below and are examples of the 
work being done. We continue to welcome any of the staff of stakeholder agencies to 
support Plan implementation either by serving in one of the Workgroups or SMART Goal 
Subgroups. 

The benchmarks for each of the 26 SMART goals in the companion document to this report, 
which were developed by each of the Goal Subgroups, are guiding implementation activity 
of specific measures for success. The benchmarks capture the details of the broader 
objectives that are SMART goals. It also serves as a quarterly report card on how the 
benchmarks have been or are being met.  
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The H2 Plan Leadership Council is scheduled to meet on December 4. At that meeting, 
Council members will dialogue on various aspects and highlights of Plan implementation 
activity, address major concerns, amend Plan SMART Goals as needed, and make major 
decisions on future implementation projects.  

Six highlights of our implementation work this quarter: 

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 – A partnership led by CSH received a Housing Plus grant award from the 
Chicago Community Trust to formally develop the program model, financing design and 
governance structure for a flexible rental subsidy pool in Cook County. In addition to CSH, 
this partnership includes the Center for Housing and Health, Chicago Departments of 
Family and Support Services and Public Health, Cook County Health and Hospitals System, 
Illinois Public Health Institute, UI Health and Sage Consulting. The group met weekly 
during autumn to answer key questions related to the creation and operation of a pool with 
funds to provide permanent supportive housing for frequent users of the health care 
system. The advantage of the pool is that it would not have strict eligibility restrictions and 
complex enrollment process like many of the traditional sources of funding. After the 
initiation and design phase is completed, a third party non-profit organization will be 
selected through a competitive process to administer the funds from this pool. It is very 
likely that public sources will support a flexible housing pool and an announcement about 
investors and funding amount are expected before the end of the calendar year.     
 
Goal 1.1 - By December 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 
- The H2 Plan Capacity Workgroup proposed the following goal amendment: By December 
2018, end Veteran's chronic homelessness in Chicago reaching a "functional zero" target 
for the population. From January to June 2017, 538 veterans became homeless and 500 
veterans were housed. As of July 4th, there were still 125 veterans experiencing chronic 
homelessness in Chicago. Efforts will continue throughout 2018 to end Veteran’s 
homelessness with a special focus on those experiencing long-term homelessness (HUD 
Chronic Homeless). There are a number of housing and service resources in the Chicago 
Continuum of Care to house and serve households experiencing chronic homelessness. The 
Workgroup also agreed to eliminate the second half of the original goal for 2018 since 
presently there are limited resources to track health services utilization. 
 
Goal 2.6 – By December 2019, issue a report with criteria for optimizing placement 
into the fourteen types of supportive housing programs through the Chicago 
“Supportive Housing: Optimizing Placement (S.H.O.P.) Research Study” – This NIH - 
National Institute of Drug Abuse (NIDA) funded project, through the Medical College of 
Wisconsin, continues to progress very well. The study hopes to answer the question of 
what types of supportive housing and what service models are most effective for different 
residents. Leadership from the 24 supportive housing providers in Chicago and Cook 
County that are participating in the study project gathered on October 16 to review the 
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latest preliminary results. To date, 889 supportive housing residents have been enrolled in 
the study and overall the study has a 90% retention rate for the follow up interviews. The 
full presentation shared at the meeting is available to all stakeholders through the Center 
for Housing and Health. 
 
Goal 2.8 - By September 2017, develop model contract language for HFS for Medicaid 
MCOs that will serve homeless populations in 2018 - By August 16, 2017, the goal 
working group, under the guidance of Judith Gethner, presented their recommendations 
for contract language to support highly vulnerable populations, including homeless 
individuals and families. The recommendations were finalized in the early fall and 
submitted to HFS officials for their consideration as they prepared MCO/Medicaid contract 
templates. As of the date of this report, HFS officials have not responded to the request. 
 
Goal 3.4 - By December 2017, provide accurate information through HMIS with at 
least three healthcare entities on the aggregated numbers of the homeless and 
formerly homeless in their data bases - At the October meeting of the Data Sharing and 
Integrations Workgroup, stakeholder members reported that both the CAPriCORN/HMIS 
and the HIV-Surveillance/HMIS Data Sharing Projects are finalizing data-sharing 
agreements and the data-matching results should be available by the end of the year. Both 
data sharing projects will provide the HMIS databases in Chicago and Cook County with 
aggregate data on the number of individuals who are living with the various chronic illness 
most common among our homeless populations. The results will also focus on health 
service utilization across area hospitals and clinics. Since the last of the three projects for 
Goal completion is still a work in progress – a data matching project between the HMIS 
databases and the HFS Medicaid database - the Workgroup members are recommending 
that Goal 3.4 be amended with a new delivery date of July 2018. 
 
Goal 3.3: By July 2017, develop the University of Illinois Health (UI Health) and 
Chicago Homeless Management Information System (HMIS) community action plan 
to generate shared and integrated data on those served in common – During the early 
weeks of this fall, All Chicago and UI Health finalized a Community Action Plan to generate 
shared and integrated data on those served in common by UI Health and the Chicago HMIS 
(funded by an Academy Health Grant). At the October meeting of the Data Sharing and 
Integration Workgroup, Stephen Brown (UI Health) and Padma Thangaraj (All Chicago 
HMIS) reported that the goal had been successfully implemented and the community 
report can be shared with stakeholders. 
 
________ 
With the generous support of the Michael Reese Health Trust, the Polk Bros. Foundation, 
and the Chicago Community Trust, the Center for Housing and Health is able to provide 
staff support for the Workgroups, the Subgroups, and implementation activity. Arturo V. 
Bendixen, who served as a consultant providing coordination and integration services, 
completed his work with the Plan in the third quarter. CHH would like to thank him for all 
of his support and leadership in moving this plan forward.  
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Update on August through October 2017 Benchmarks 

[Updates in Bold and Italics] 

November 2017 

INCREASING HOUSING CAPACITY SMART GOALS 
 
Goal 1.1 - By December 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  
 
Benchmarks:  

 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 

 Throughout 2017, CSH together with All Chicago continue to manage the One List that 
tracks homelessness and housing for homeless veterans in Chicago 

 By November 2017, the Chicago Ending Veterans Homelessness Initiative (EVHI) team 
will create an action plan for increasing landlord participation including facilitating a 
landlord engagement event. 

 By December 2017, the Chicago EVHI team will implement a Home for the Holidays 
Campaign designed to house at least 50 Veterans who are chronically homeless or have 
been homeless for long periods of time.  

 By January 2018, the Chicago EVHI team will reduce the veteran by-name list by 22% by 
housing at least 90 Veterans a month for four months.  
 
o The H2 Plan Capacity Workgroup, at its October 17 meeting, proposed the 

following goal amendment: By December 2018, end Veteran's chronic 
homelessness in Chicago reaching a "functional zero" target for the population. 
From January to June 2017, 538 veterans became homeless and 500 veterans were 
housed. As of July 4th, there were still 125 veterans experiencing chronic 
homelessness in Chicago.  

o Efforts will continue throughout 2018 to end Veteran’s homelessness with a special 
focus on those experiencing long-term homelessness (HUD’s Chronic Homeless). 
There are a number of housing and service resources in the Chicago Continuum of 
Care to house and serve individuals and families experiencing chronic 
homelessness.   

o The Workgroup also agreed to eliminate the second half of the original goal for 
2018 since presently there are limited resources to track health services utilization. 

o In the past few months, the housing rate has declined and the Veteran by-name list 
number has increased. Last month a number of EVHI members attended the Built 
for Zero convening in Chicago and put together a goal for Chicago for the next four 
months. As a result, two benchmarks were added to Goal.  In order to meet this 
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target, the SSVF agencies have agreed to collectively house 25 more people per 
month than their recent average. Alongside this, the Chicago EVHI Team is testing 
tweaks to the Coordinated Entry system by using CRRC staff to support transient 
Veterans as they move through the system towards housing and providing extra 
support to vulnerable newly-housed Veterans. If these tweaks to the system make 
a positive difference in housing a Veteran faster and/or decreasing the inflow into 
the system, they will look to scale them up. 

 

TO BE AMENDED: By December 2018, end Veteran's chronic homelessness in 
Chicago by reaching a "functional zero" target for the population. 

 
Goal 1.2 – By December 2017, at least five hospital and health care systems make a 
commitment to invest in recuperative care (respite) housing programs, short-term or long-
term housing units 
 
Benchmarks: 

 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 

 By June 2017, The McCormick Foundation makes a final decision regarding their support 
of the Hospital Collaborative and its Housing Project 

 By December 2017, CHH will provide an overview of various hospital and health care 
system commitments to housing.   

o The two hospital collaborative groups in Chicago and Cook County have 
merged into a single entity with a new name: Alliance for Health Equity: 
Hospitals and Communities Improving Health Across Chicago and Cook County. 
The newly merged collaborative is currently undergoing its strategic planning 
process. 

o The following five entities have made investments in or commitments to 
housing for the focus population in 2017: 
1. UI Health – Committed funding for an additional 25 patients who are 

homeless and frequent visitors to the emergency department.  Outcomes 
are also available from their original cohort of 26 patients showing a 62% 
decrease in emergency room visits, 60% decrease in inpatient days and a 
25% decrease in hospital costs for those who reached permanent 
supportive housing.   

2. Cook County Health and Hospitals System (WIN SHP II) – CCHHS is working 
with Housing Forward to pay for services for a HUD bonus project in 
Suburban Cook County. This project will support 33 chronically homeless 
households. CCHHS is using their electronic health records to look for 
frequent visitors and then comparing them to the Coordinated Entry HMIS 
system to find out who is chronically homeless.  
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3. Northwestern Memorial Hospital – NWM is paying for several respite beds 
for their patient at the Boulevard, a respite (recuperative care) center for 
people experiencing homelessness.  

4. Aetna Better Health – Signed a contract to serve high cost members of the 
health plan who are chronically homeless. 

5. Rush University Medical System – Committed funding for services for 5 
chronically homeless patients.   

 
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  
 
Benchmarks: 

 By June 2017, CSH and CHH convene at least 3 group education sessions on the flexible 
rental subsidy pool concept with at a minimum the CDPH Hospital Collaborative, 
government funders, and private foundations.   

 By June 2017 and following the CSH National Conference, CSH Illinois office issues a 
short summary report on (a) what is being learned from existing Flexible Rental Subsidy 
Pools around the country, and (b) an initial strategy for establishing one for Chicago and 
Cook County 

 By July 2017, CSH convenes a meeting with area foundations and other possible 
grantmakers and presents the 2017 Chicago Strategy for a Flexible Rental Subsidy Pool 

 By October 2017, CSH secures commitments from funders on contributions to a Flexible 
Rental Subsidy Pool   

o A partnership led by CSH received a Housing Plus grant award from the Chicago 
Community Trust to formally develop the program model, financing design and 
governance structure for a flexible rental subsidy pool in Cook County. In 
addition to CSH, this partnership includes the Center for Housing and Health, 
Chicago Departments of Family and Support Services and Public Health, Cook 
County Health and Hospitals System, Illinois Public Health Institute, UI Health 
and Sage Consulting.  

 

 By December 2017, announce the creation of a Flexible Rental Subsidy Pool with public 
and private funding sources 

o The leadership group met weekly during autumn to answer key questions 
related to the creation and operation of a pool with funds to provide 
permanent supportive housing for homeless frequent users of the health care 
system. The advantage of the pool is that it would not have strict eligibility 
restrictions and complex enrollment process like many of the traditional 
sources of funding. After the initiation and design phase is completed, a third 
party non-profit organization will be selected through a competitive process to 
administer the funds from this pool. It is very likely that public sources will 
support a flexible housing pool and an announcement about investors and 
funding amount are expected before the end of the calendar year.     



7 
 

 
Goal 1.4 – By December 2017, support the development in Chicago and Cook County of at 
least three new supportive housing project-based buildings with a health impact assessment 
 
Benchmarks: 

o By April 2017, CSH, CDPH, and the Suburban Alliance agree on how their 
agencies will pursue health impact assessments with housing organizations 
planning new supportive housing project-based buildings 

o By September 2017, CSH, CDPH, and the Suburban Alliance convene the 
partner agencies that will participate in in preparing health impact 
assessments 

o Qualified Allocation Plans (QAP), which determine scoring allocations for tax 
credit projects, for both the Illinois Housing Development Authority and 
Chicago Department of Planning and Development were completed. The QAPs 
can be used to incentivize different types of developments and different 
activities within the developments. There are points available for being near 
hospitals or other health care amenities as well as near grocery stores. They do 
not, however, require full health impact assessments. Three projects are still 
being considered for tax credit funding and the goal subgroup will reach out to 
see if health impact assessments or less intensive health impact reviews can be 
completed as part of the proposed projects in advance of a funding award.    

 

TO BE AMENDED: By July 2019, inform City of Chicago and State of Illinois 
Qualified Allocation Plans (QAP) for tax credits to include health impact reviews.   

 
Goal 1.5 - By September 2018, support the Continuums of Care in Chicago and Suburban Cook 
County to apply for new HUD Bonus Projects for homeless populations and regularly 
recapture unused HUD Homeless funds and repurpose them for new supportive housing units  
 
Benchmarks: 

 By April 2017, All Chicago and the Suburban Alliance identify the approximate 
month(s) when HUD may release new opportunities the funding availability for 
new Bonus Projects 

 By May 2017, All Chicago and the Suburban Alliance identify the 2017 process to 
recapture unused HUD Homeless funds and repurpose them for new supportive 
housing units 

 By May 2017, the SMART Goal 1.5 Subgroup meets to determine a strategy for 
supporting and coordinating applications for new HUD Bonus projects to serve 
the Plan’s Target population and  

o In early summer, Chicago supportive housing providers submitted 16 different 
applications with the local HUD Competition Process for new projects that 
would serve the target population.  In early spring, Chicago identified $540,000 
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for new units from existing HUD Homeless reallocated funds.  In late spring, 
HUD announced Chicago could apply for approximately $3.2 million in bonus 
project funding in addition to the reallocated funds.  Announcements for local 
projects selected for the national HUD competition were announced in mid-
August 2017.  HUD’s final decisions will likely be made in the late fall of 2017.  
The Suburban Alliance also applied for new project funding.  If awarded, all 
these new HUD funding opportunities would create increased capacity of 
supportive housing units for the target population in Chicago and Cook County. 

o The Chicago Department of Family and Support Services in collaboration with 
the Chicago Housing Authority issued an RFP for agencies to provide supportive 
housing to homeless families with students attending select schools.  This 
funding is expected to create over 100 units serving homeless families of our 
target population.   
 

 By May 2017, the SMART Goal 1.5 Subgroup meets to determine a strategy for 
advocating for as many unused and recaptured HUD dollars to be used for the 
Plan’s Target Population  

 By December 2017, CHH tallies the number of new PSH units for the Plan’s target 
population created through HUD Homeless dollars in 2017 for Chicago and 
Suburban Cook County 

 
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 
 
Benchmarks: 

 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.  

o If PSH participants reside in HUD-CHA funded PRA (Project Rental Assistance) 
buildings for 1 year, they are eligible to switch from PRA to HCV (Housing 
Choice Vouchers) and move on to more independent living situations. However, 
this creates an inequity for tenants residing in HUD-Homeless funded buildings 
who are ineligible for these vouchers. Therefore, CSH and other advocates are 
looking at other funding sources for moving on vouchers for residents in HUD-
Homeless units, possibly with CLIHTF (Chicago Low Income Housing Trust Fund). 

o CSH is working to identify gaps and how they can work with PSH providers to 
promote the moving-on culture among their PSH residents. 

o The goal subgroup will revisit the goal in early 2018 because there are some 

opportunities for the SRN units and Moving On.     

 

 By July 2017, the Suburban Alliance monitors the possibility of using 85 HACC (Housing 
Authority of Cook County) vouchers in 2017 for the FLOW Program  

o The FLOW vouchers are still on hold. 
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 By December 2017, CSH facilitates a process with 54 CHA vouchers for 2017 (see Note 
#2 below) with PSH agencies in Chicago applying for them for their “moving on” 
residents 

o The benchmark was met earlier that projected: All 54 vouchers that were 
allocated by CHA in 2017 have been applied for and as of June, 5 participants 
had received a lease. 

 
TO BE AMENDED: By December 2019, have at least three fully functioning and 
sustainable “moving on” projects in Chicago and Cook County with the capacity 
to serve at least 500 people. 

 
Goal 1.7 – By December 2019, make use of healthcare sources and the Medicaid benefit of 
“pre-tenancy and tenancy services” for service dollars to increase the supportive housing 
inventory by 2,000 new units  
 
Benchmarks: 

 By July 2017, CasaYSalud finishes a survey of all new PSH units for the Plan’s 
target population being created in 2017 in Chicago and Suburban Cook County 

o CasaYSalud estimates that between the Suburban Cook County Wellness 
Initiative Network – Supportive Housing Project (WIN SH II), which is creating 
33 supportive housing units, and approximately 350 new units proposed 
through the Chicago and Suburban Cook County applications in the 2017 HUD 
Competition, up to 383 new supportive housing units could be funded by the 
end of the calendar year. 
 

 By December 2017, CHH tallies the number of new PSH units for the Plan’s target 
population created in 2017 in Chicago and Suburban Cook County 

 
Goal 1.8 – By December 2019, support homeless populations, living with health conditions 
and not eligible for supportive housing, to access at least 500 low-income housing units 
 
Benchmarks: 

 By July 2017, CHH consults with CCHHS staff regarding their plan to fund housing units 
for jail inmates leaving the County Jail 

 

 By July 2017, CHH consults with HDA and CDPH staff regarding their plan to fund 
housing units through their Hospital Collaborative  

 

 By August 2017, CHH consults with other area organizations regarding possible funding 
opportunities for low-income housing units for members of the target population who 
are not eligible for supportive housing 
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 By December 2017, CHH issues a short report on a possible strategy to begin the funding 
of 500 low-income housing units  

o Enterprise Community Partners, as part of their plan to increase the affordable 
housing stock and integrate health care into its developments in the Chicago 
Metropolitan area, has created a private equity fund to provide low rate 
capital for developers who highlight health as part of their developments. They 
are exploring how this fund could support the target population of the H2 Plan.  

o The Statewide Referral Network (SRN) provides access to projects that are 
designed as affordable housing for people with disabilities. There are an 
estimated 1,700 total units in Cook County, which means there is regular 
turnover and availability. In its October meeting, the Increasing Housing 
Capacity Workgroup brainstormed ways to expand access to the target 
population for these units by looking at how to integrate these housing 
opportunities with coordinated entry system participants and other 
populations who may be a good fit for the program.  

 
INCREASING SERVICES CAPACITY SMART GOALS 

 
Goal 2.1 - By December 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  
 
Benchmarks: 

 By June 2017, implementation of the Health Neighborhood Program will be complete 
with Heartland Heath Outreach and three Permanent Supportive Housing providers, 
fully integrating the care of mutual participants.  

 

 By June 2017, a sharing agreement for the Health Neighborhood Program will be 
executed with one additional Permanent Supportive Housing provider, to begin 
integration of participant care with Heartland Health Outreach.  

 

 By December 2017, implementation of the Health Neighborhood Program will be 
complete with Heartland Health Outreach and two additional Permanent Supportive 
Housing providers, fully integrating the care of mutual participants, with a total of five 
PSH providers.  

o The implementation of the Health Neighborhood Program with Heartland 
Housing and Heartland Human Care Services was targeted for August 1 but 
there was a delay with sharing agreement. The target date of this benchmark 
was postponed to December 2017. 

o At the October 19 meeting of the Services Workgroup, the amendment below 
was recommended by its members since more time is needed to accomplish the 
goal. 
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 By December 2017, CHH will convene a meeting with HHO and CCHC to discuss an 

opportunity for using the Health Neighborhood Project model to be implemented by the 

CCHC clinic  
 

TO BE AMENDED: By July 2018, 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  

 

Goal 2.2 - By December 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 

Benchmarks:  

 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  

 

 By December 2017, Subgroup Members collect needed secondary research to 
demonstrate the return on investment thanks to increased access to MH/SUD 
treatment, with a special focus on the Plan’s target population 
 

o At the October 19 meeting of the Services Workgroup, the amendment below 
was recommended by its members since more time is needed to accomplish the 
goal. 
 

 By December 2017, Subgroup Members join other advocates to identify and engage key 
public officials on the need for enhanced reimbursement and eligibility criteria for 
MH/SUD, with a special focus on the Plan’s target population 

 By December 201717, Subgroup Members join other advocates and submit comments 
to JCAR on the revision of Rule 132, now to be named Rule 160 

 By December 2017, Subgroup Members collaborate with HFS on the design of the 
Integrated Health Homes and the design of the tenancy supports program, both pending 
federal approval 

 

TO BE AMENDED: By December 2018, 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 
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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   
  
Benchmarks: 

 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  

 

 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)  

 By April 2017, the HFH Services workgroup will approve the required competencies for 
the trainings  

o At is April meeting, the H2 Services Workgroup gave feedback and approved the 
list of competencies  

 

 By October 2017, the State of Illinois will activate the ABE Portal “Manage My Case” 
online portal. 

o The portal was activated and will be a significant new tool in helping support 
the target population with insurance, benefits and enrollment information.  

 
TO BE AMENDED Goal 2.3: By December 2018, provide at least 10 cross-training 
sessions for service providers in both homeless service and healthcare entities. 

 
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 
 
Benchmarks: 

 By April 30, 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 30, 2017, CSH provides draft service definitions of roles of tenancy support 
services and credentialing standards for services in SH 
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 By May 31, 2017, a team of CSH and CHH staff train SH providers in documentation 
requirements, and determine how many existing SH tenants will be eligible for waiver 
services for tenancy supports based on eligible populations and encourage providers to 
take the CSH Dimensions of Quality Self-Assessment 

 By June 30, 2017, CSH helps lead the establishment of a case rate payment structure 
(PM/PM) that reflects true costs of housing tenancy services for people with MI and SA  

 

 By September 2017, CSH assists SH providers statewide with aligning activities in SH 
programs with the waiver and help determine the need for Administrative Services 
Organization support, third-party providers or other funding mechanisms for non-
Waiver services 

o After the August H2 Meetings, draft recommendations from the housing 
tenancy Supports subgroup was shared with a larger group for comment prior 
to submission. Recommendations are currently being finalized for submission 
to HFS. 

o The Center for Housing and Health produced a White Paper to accompany the 
recommendations outlining national case studies to inform how tenancy 
supports are implemented in Illinois. 
 

 By December 2017, the State provides training for participating SH providers (i.e. CSH 
Medicaid Academy) to prepare for implementation of the benefit 

o The 1115 Waiver has not been approved yet and HFS officials are still in 
discussions with the Centers for Medicare and Medicaid Services about its 
contents. An approval timeline has not been established.  

 By December 2017, the State will provide training for Managed Care Organizations to 
prepare for implementation of the benefit  

 By December 31, 2017, CSH establishes credentialing standards, medical necessity 
criteria, utilization management policies and rules for claims submission for the 
Medicaid Tenancy Supports Benefit in the 1115 Waiver that are accessible and flexible 
for supportive housing providers 

 
Goal 2.6 – By December 2019, issue a report with criteria for optimizing placement into the 
fourteen types of supportive housing programs through the Chicago “Supportive Housing: 
Optimizing Placement (S.H.O.P.) Research Study 
 
Benchmarks: 

  By July 2017, CHH recruits at least 850 of the 1,000 PSH residents to participate in the 
research study 

o By July, the Study Project had recruited and enrolled 889 participants. The 889 
enrollment number has been determined to be the final study population for 
the research project. 
 

 By July 2017, AFC research teams complete 100% of scheduled follow-up interviews 
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o By August 1, 91% of scheduled follow-up interviews had been completed 
o This NIH - National Institute of Drug Abuse (NIDA) funded project, 

through the Medical College of Wisconsin, continues to progress very 
well. The study hopes to answer the question of what types of supportive 
housing and what service models are most effective for different 
residents. Leadership from the 24 supportive housing providers in 
Chicago and Cook County that are participating in the study project 
gathered on October 16 to review the latest preliminary results. To date, 
889 supportive housing residents have been enrolled in the study and 
overall the study has a 90% retention rate for the follow up interviews. 
The full presentation shared at the meeting is available to all 
stakeholders through the Center for Housing and Health. 
 

 By December 2017, AFC completes 100% of scheduled follow-up interviews 

 By December 2017, the Medical College of Wisconsin completes the cost study portion of 
the research study 

 By December 2017, the Medical College of Wisconsin begins the Medicaid data portion 
of the research study 

 
Goal 2.8 - By September 2017, develop model contract language for HFS for Medicaid MCOs 
that will serve homeless populations in 2018 
 
Benchmarks: 

 By August 16, 2017, Goal working groups will present to participating Goal leadership 
their recommendations for contract language 

o By September, Judith Gethner led the working groups toward a successful 
completion of recommendations for contract language and finalized them for 
submission to HFS and IDHS 

 

 By September 15, 2017, Illinois Partners will submit the recommended language to HFS 
and IDHS 

o Completed on time 
 

 By December 2017, Illinois will facilitate a process between HFS and the Goal Subgroup 
to finalize the new contract language 

 
 
 
 
 

 
HEALTHCARE AND HOUSING PARTNERSHIPS SMART GOALS 
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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  
 
Benchmarks: 

 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  

o The Data Sharing and Integration Workgroup, at its October 12 meeting, 
celebrated the successful implementation of this goal and proposed the 
following amendment for the H2 Plan Leadership Council to review and approve 
on December 4, 2017. New benchmarks for the updated amendment are being 
developed with the help of Goal 3.1 Subgroup, which is the HIV/AIDS Housing 
Constituency Committee. 

 

TO BE AMENDED:  By July 2018, use established HIV/AIDS housing cascades to 
identify health outcomes of HIV housing program residents by program type. 

  
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 
 
Benchmarks: 

 By March 2017, CHH staff contact all MCO representatives working with the H2 Plan and 
invite to participate in the project 

 By April 2017, CHH staff convene a meeting with all interested MCO representatives to 
review project objectives and the commitment required 

 By May 1, 2017, interested MCOs commit to participating in the project by notifying 
CHH staff 

 By May 8, 2017, CHH shares the list of addresses of all PSH project-based buildings or 
homeless shelters, whose addresses are in the public record, with MCOs committed to 
the project 

 By August 1, 2017, MCOs cross-reference the list of addresses of PSH project-based sites 
with their internal databases to identify members residing in these buildings 

o By August 1, two MCOs had completed the benchmark and a third is in the 

process of completing it. IlliniCare manually matched their data with the list of 

addresses and identified 33 members residing in 10 PSH buildings, with one of 

those buildings having 21 members. CountyCare added shelter addresses to the 

list. The staff cross-referenced data and identified 950 members residing in 

shelters and PSH project-based buildings. CountyCare staff is going to 

crosscheck the data once again and separate the numbers by shelters and 

project-based supportive housing buildings. Harmony is in the process of data 
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matching and will report to the Goal Subgroup and the H2 Plan Data 

Workgroup. 

 

 By September 2017, MCOs and CHH identify at least 5 PSH project-based buildings to 
participate in the project. 

o Participating MCOs were offered three scenarios as the project’s next steps in 
regards to selecting PSH buildings. IlliniCare agreed to a scenario that proposed 
to select five largest buildings operated by Mercy Lakefront with the highest 
number of units. Harmony declined further participation in the project at this 
time because they do not have capacity to focus on this project. CountyCare 
met with its three delegated care management entities to review their data 
match numbers.  Their initial response was that they should be targeting 
efforts toward their members in shelters instead of members already in PSH 
because they expect that their members in PSH would be more stable and, 
therefore, lower risk and less costly. CountyCare will be open to a pilot of 
members in PSH if a deeper dive of the data determined a need and benefit.   

o The goal subgroup has decided that the goal implementation will be put on 
hold because Medicaid MCO awards were announced later than expected and 
health plans will need additional resources for RFP readiness and expansion. 
Therefore, Services Workgroup proposed to move the goal’s target date to 
October 2018. 

 
TO BE AMENDED:  By October 2018, 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 

 
Goal 3.3: By July 2017, develop the University of Illinois Health (UI Health) and Chicago 
Homeless Management Information System (HMIS) community action plan to generate 
shared and integrated data on those served in common  
 
Benchmarks: 

 By May 2017, All Chicago and UIC Hospital finalize a Community Action Plan to generate 
shared and integrated data on those served in common by UI Health and the Chicano 
HMIS (Academy Health Grant) 

 By June 2017, All Chicago and UI Health finalize a portal with the Chicago HMIS 

 By July 2017, All Chicago and UI Health demonstrate a portal with the HMIS-All Chicago / 
UI Health Academy Health Grant  

o At the October 12 meeting of the Data Sharing and Integration, Stephen Brown 
(UI Health) and Padma Thangaraj (All Chicago HMIS) reported that the goal 
had been successfully implemented and the plan/report will be shared with the 
community in the near future. 
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Goal 3.4 - By December 2017, provide accurate information through HMIS with at least three 
healthcare entities on the aggregated numbers of the homeless and formerly homeless in 
their data bases 
 
Benchmarks: 

 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 

 By July 2017, Chicago and the Suburban Alliance complete the ABT/HUD--funded project 
between the HMIS and Medicaid Databases in order to track Medicaid enrollment and 
expenditures for two years prior to and two years following a placement of the 
homeless in permanent supportive housing 

 By July 2017, All Chicago and/or the Suburban Alliance identify at least three other data 
sharing projects by HMIS Databases with healthcare entities to determine the 
aggregated numbers of the homeless and formerly homeless in the healthcare 
databases 

o At the August Plan Leadership Council meeting, the summer-amended goal was 
approved.  

 
o At the October 12 meeting of the Data Sharing and Integrations Workgroup, 

stakeholder members reported that both the CAPriCORN/HMIS and the HIV-
Surveillance/MHIS Data Sharing Projects are finalizing data-sharing 
agreements and the data-matching results should be available by the end of 
the year. The HMIS/Medicaid (ABT/HUD) Data Sharing Project is a work in 
progress and may take a few more months. The Workgroup members thus are 
recommending the following Goal 3.4 amendment to be approved by the Plan 
Leadership Council at its December meeting: 

 

TO BE AMENDED: Goal 3.4 - By July 2018, provide accurate information through 
HMIS to at least three healthcare entities on the aggregated numbers of the 
homeless and formerly homeless in their databases 

 
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 
  
Benchmarks: 

 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  

 By June 2017, CAPriCORN participating health institutions describe issues which 
contribute to the complexity of reporting on the homeless status of their patients 
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 By July 2017, HMIS, HHO, and CAPriCORN encrypted data is shared to achieve the 
following two benchmarks 

o Due to the limited staff capacity of the HMIS Programs, as described above, 
these benchmarks are being delayed until a possible fall implementation date. 
The major challenges being addressed over the last four months, through a 
number of in-person meetings of the stakeholders involved, are: (1) business 
considerations especially regarding funding; (2) HMIS data commoditization; 
(3) concerns about data release; (4) use of data beyond what is stated in 
protocol [privacy concerns]; (5) and complexity of a CAPriCORN’s data sharing 
agreement. See Appendix #1 for a one-page description of the Project. 

o As stated in the above benchmark-highlights for Goal 3.4, at the October 12 
meeting of the Data Sharing and Integrations Meeting, stakeholder members 
reported that the CAPriCORN/HMIS Data Sharing Project leadership is finalizing 
data-sharing agreement and the data-matching results should be available by 
the end of the year. The Chicago Community Trust is funding the basic costs for 
the work of the data-matching. 

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 
 
Benchmarks: 

 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 

o A major challenge is that outreach workers and housing case managers are not 
presently able to help their homeless clients obtain their RINs for entry into the 
HMIS Systems. As a result, a number of HMIS participants, who have been 
reconsented, are not including in their HMIS records the Medicaid MCO that is 
insuring them. 

 

TO BE AMENDED: “By July 2018, have identifiable data via a new consent form 

for 70% of HMIS participants that supports the inclusion of their Medicaid 

Recipient Identity Number (RIN) and MCO membership” 

 
Goal 3.7 – By June 2018, have five housing and healthcare partnerships actively and regularly 
sharing HMIS identifiable data that includes Medicaid RIN information  
 

o This SMART Goal, for implementation in 2018, will be able to be achieved only 
if Goal 3.6 is successful.  

 
Goal 3.8 - By June 2018, develop and implement a service-high-user targeting tool with 
Medicaid MCOs for identifying and serving insured members needing PSH 
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 Benchmarks: 

 By July 2017, All Chicago and UIC Hospital demonstrate a portal with the Chicago HMIS 
and UI Health databases through the Academy Health Grant Project 

o At the October 12 meeting of the Data Sharing and Integrations Meeting, 
Stephen Brown (UI Health) requested that the Goal amended at the December 
Plan Leadership Council meeting since this is a major and very important local 
and national-level effort that will require more time to accomplish. MCOs 
should also participate in the development of the tool. 

 

TO BE AMENDED: By June 2018, develop and implement a service-high-user 
targeting tool with Medicaid MCOs for identifying and serving insured members 
needing PSH 

 
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  
 
Benchmarks: 

 By April 30, 2017, CHH introduces SMART Goal benchmarks at the Chicago CoC 
Coordinated Entry Committee 

 By May 2017, CHH agrees with the Suburban Alliance how SMART Goal benchmarks will 
be implemented in its Coordinated Entry activity 

 By June 2017, CHH finalizes with the Chicago CoC Coordinated Entry Committee how 
SMART Goal benchmarks will be implemented  

o Due to Coordinated Entry meeting and work challenges, the Goal Subgroup has 
modified the benchmarks to late August and September implementation.  

 
 By September 2017, CHH finalizes with the Chicago CoC Coordinated Entry Committee 

how SMART Goal benchmarks will be implemented  
o Staff from CHH, CSH, and the Suburban Alliance met on 10/5 to discuss benchmark 

dates and begin to discuss their impact on current initiatives. 
 

 By March 2018, CHH leadership, in conjunction with the Suburban Alliance and All 
Chicago, will facilitate data and data sharing procedures for identifying high users of 
health care services 
o The Suburban Alliance suggested moving this benchmark to Spring to 2018. All 

Chicago staff will assess feasibility of this date in the coming weeks.  
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Goal 3.10 – By December 2019, building upon the “CAPriCORN / HMIS Data Merger Project,” 
establish a system capacity to alert healthcare entities and case workers in real time of highly 
vulnerable and/or high users of healthcare services  
 

o This SMART Goal, for implementation in 2019, will be able to be achieved only if 
Goal 3.5 is successful.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



21 
 

APPENDIX #1 

 
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. 
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APPENDIX #2 

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  

 

 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    
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 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 rŜŦŜǊ ƳŜƳōŜǊǎ ƛƴǘƻ /ƘƛŎŀƎƻΩǎ /ƻƻǊŘƛƴŀǘŜŘ 9ƴǘǊȅ ǎȅǎǘŜƳ.  


