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Building a bridge between housing and healthcare in Los Angeles: A three-
part series 
The Center for Care Innovations is launching a new program to advance integrated care 
for people experiencing homelessness in Los Angeles. 

By Chris Rubeo, DrPH 

Sept 18, 2024    

Our research on efforts to integrate health care and homeless services in Los Angeles has resulted in 
a new two-year initiative to fund and support community health centers, street medicine teams, and 
community-based organizations working to bridge housing and healthcare in Los Angeles County.  

This three-part series will touch on some of the highlights from the last two years’ work and the 
findings that led to our new initiative. In Part 1, we explore the growth of street medicine programs 
in California. In Part 2, we describe the changing landscape of housing and health care services in 
Los Angeles County and the forces driving those changes. And in Part 3, we share the findings from 
our recent study on integrated housing and health services in Los Angeles County.   
 
Key findings: 

 The use of integrated care models like street medicine and medical respite is on the rise due 
to funding and regulatory changes.  

 Providers are motivated to integrate care but still face significant challenges working across 
sectors.  

 Strong relationships are essential for integrated care. But organizations have to design the 
work in ways that make it easy for those relationships to develop.  

 Organizations are pursuing cross-sector partnerships to integrate care. Many are also 
building new cross-sector capabilities within their own organizations such as hiring staff from 
another sector.  

 Without upstream investments to build more housing and ensure the availability of 
community resources, efforts to integrate care won't achieve their full potential. 
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Part 1: The growth of street medicine in California 

Street medicine team members Dr. Coley King, left, and USC student Francesca Reinisch speak with 
a homeless patient at Reed Park in Santa Monica. (Brian van der Brug / Los Angeles Times via Getty 
Images). Used with permission. 

 

If you’ve seen a doctor with a backpack full of medical supplies examining someone at a tent 
encampment, you’ve likely seen street medicine in action.      

Street medicine is the practice of providing medical care and social services to people experiencing 
unsheltered homelessness, often in locations like parks, riverbeds, and under bridges. Many of the 
people street medicine teams encounter have untreated medical conditions but struggle to access 
care in a traditional medical setting like a doctor's office.   

As Carrie Kowalski, a street medicine provider from Venice Family Clinic explains, “Street medicine 
means that we literally bring medicine to people in the streets. I carry a backpack with me that’s full 
of diagnostic equipment and medications. So, I’m able to do a full physical assessment in the field 
and diagnose and treat.”   

Street medicine is being embraced as part of a broad set of federal and state reforms that make it 
easier to bill for care delivered on the streets.[1] The number of street medicine programs across the 
state more than doubled over the past two years, growing from 26 to 64 programs between August 
2022 and August 2024.[2] Brett Feldman, director and co-founder of USC Street Medicine and co-



 

October 21, 2024  | © 2022 Center for Care Innovations 3 

author of the California Street Medicine Landscape Survey and Report, expects growth to 
continue.[3]  

Street medicine, like many of the models the Center for Care Innovations explored in our recent 
study (described in part two of this series), works by more effectively integrating housing and 
healthcare, building a bridge between the two historically siloed care systems and radically upending 
the traditional power dynamics that can exist between patients and their doctors.   

A typical team might include a housing case manager, substance use counselor, mental health 
professional, medical provider, and someone with lived experience of homelessness working side by 
side in the field, with the proximity and camaraderie making it much easier to coordinate care and 
help patients find housing.[4]  

“What we see with people who have become chronically homeless [is that] it takes a lot of effort 
from a lot of different professionals in multiple different fields to get that person back on their feet.” - 
Carrie Kowalski, Physician Assistant, Venice Family Clinic.   

Care integration means aligning structures, processes, relationships, and norms within and across 
organizations to ensure people receive services that address their full range of needs.[5,6] And it’s 
increasingly needed.   

Despite significant state and local investments in services and efforts to streamline the production of 
affordable housing, the homeless population of Los Angeles continues to grow by an estimated 20 
people every day.[7] One reason the crisis is outpacing progress is that the healthcare and housing 
systems mostly work in isolation from one another. [8,9,10]   

Complex and bureaucratic processes get in the way of unhoused and recently housed people getting 
the care they need. People jump through hoops to qualify for help, be it a housing voucher or a 
medical appointment. And when people go without needed care, they are at much higher risk of 
ending up in emergency departments, getting evicted, or worse.   

A recent report from the LA County Department of Public Health found that in 2021 and 2022, 
unhoused individuals were 41 times more likely to die from an overdose and about 18 times more 
likely to die of both homicide and traffic-related injuries compared to all LA County residents.[11]  

By helping providers work together more seamlessly, share information, share accountability, and 
develop a unified approach to care based on a patient’s needs and preferences, integration aims to 
cut through some of those hurdles and make care more accessible and effective.   

People’s needs can be complex. And many people, especially those who have experienced chronic 
homelessness, have overlapping needs that extend beyond what any one organization or provider 
has the resources or skills to address. “They're tri-morbid,” as one street medicine provider told us, 
“meaning they have addiction, mental health, physical health [issues], not just comorbid like we used 
to call it in the past.”   

Accordingly, organizations are seeking partnerships that help them meet the full range of their 
patients' or residents’ needs. But forming cross-sector partnerships is challenging. Health care and 
homeless services organizations have different funding streams, strategic priorities, cultures, and 
data systems and are governed by different laws and regulations.[12,13,14] People who work in 
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each sector have different backgrounds, training, and priorities, which can lead to disagreements 
over the right approach to care.[15]   

Despite these challenges, organizations are taking steps to work more closely together, because 
ending homelessness requires coordination and cooperation between many organizations across 
multiple sectors. As one homeless services leader put it, "Not one person is housed through just one 
agency, it just doesn't work that way."  

To support efforts to build a more seamless and effective care system for people experiencing 
homelessness, the Center for Care Innovations partnered with UC Berkeley researchers to study 
partnerships to integrate social and medical care for people experiencing homelessness in Los 
Angeles County.   

We spent a year interviewing health care and homeless services providers involved in integrating 
care within and between their organizations. We also spoke with managed care plan and local 
government leaders who fund and oversee housing and health care services. To observe integrated 
care models in action, we shadowed street medicine teams as they did outreach to people living in 
encampments. And we visited shelters and supportive housing buildings that have clinical care 
available on-site for their residents.   

The goal of our research was to understand the current landscape of housing and healthcare 
integration and to identify opportunities to advance integrated care for people experiencing 
homelessness in Los Angeles County. In part two of this series, we'll look at the changing landscape 
of services in Los Angeles County and its increasingly integrated approach to healthcare and housing.   
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Part 2: The changing landscape of housing and health services in Los 
Angeles County 

Physician assistant Brett Feldman checks his patient Gary Dela Cruz on the side of the road near his 
homeless encampment in downtown Los Angeles in November. Feldman is the director and co-
founder of Street Medicine at the Keck School of Medicine at the University of Southern California. 
Photo by Larry Valenzuela, CalMatters/Catchlight Local.  The CalMatters story appeared on December 
8, 2022. Used with permission. 

"We've always had this challenge,” said one of the homeless services agency directors. Her two 
colleagues nodded in agreement. “What do we do for the handful of folks this just doesn't work for? 
Cases where we've tried everything, we've gotten creative, and they are still not going to make it in 
housing because of property management, and landlords, you know, all the pieces.”   

My interview notes spread out on the table in front of me, I was sitting across from three leaders of a 
prominent homeless services agency in Los Angeles, with two of my colleagues from the Center for 
Care Innovations beside me, also taking notes. That morning, we had visited a shelter to observe a 
mobile medical team set up a temporary clinic in the shelter’s lobby. Now, we were seated around a 
conference room table, about to tour a project-based housing site where agency leaders said they 
were trying to bring more medical and psychiatric care into the building to support their formerly 
homeless residents. A field recorder to document the conversation sat on the table midway between 
me and the agency directors:  
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“Could you say more about that” I asked. “Why are they not going to make it in housing?”   

Often, she said, it comes down to people needing better access to medical and mental health care: 
“Typically, we are talking about someone with severe mental illness that's lifelong—say, 
schizophrenia or bipolar disorder—who, as part of their mental illness, one of the symptoms is an 
inability to understand your need for treatment. Many have co-occurring severe medical stuff going 
on: perhaps an amputation, perhaps in a wheelchair, perhaps they are chaotically using substances 
to manage their mental illness. Many have early-onset dementia or traumatic brain injuries.”  

The adjustment to living indoors can be a shock, she explained. And it’s made even harder when 
there are ongoing health issues: “These folks struggle to transition into housing; they miss their 
community and are isolated and lonely. Often, property damage is an issue. They steal a scooter, 
plug it in, and light a building on fire. Or shove wads of paper towels in the toilet and flood it and get 
kicked out in their first week of being housed because of the flooding damage. We are seeing people 
die every day because we can't meet their needs, and the institutions have failed them.”  

And it’s not just in her buildings. Many supportive housing providers face similar challenges paying 
for enough services to adequately support their residents.[16] Permanent supportive housing that 
uses a housing first approach has been shown to help people come indoors and stay housed 
successfully.[17] It means offering someone housing without first requiring sobriety and then 
providing access to voluntary services.   

However, over the past several years, the level of vulnerability and impairment of people entering 
housing has increased significantly, beyond what many housing operators currently have the 
resources to deal with. As a result, many homeless services organizations are looking for ways to fill 
the gap.   

“We need a system that funds higher levels of support and care that includes housing, medical, and 
meals,” she said, sounding frustrated, as if she has said the same thing before, many times. Without 
increased support, she expects to see people with the most complex needs continue to cycle from 
the streets to housing, and back to the streets.   

*** 
Pioneering medical and homeless services providers have developed integrated approaches to care. 
But until recently, progress has been slow. One reason is that there were very few options to fund 
and sustain these approaches, and most survived on a patchwork of time-limited grants and 
philanthropic funding.   

Since the 1990s, organizations that work with people experiencing homelessness have been piloting 
multidisciplinary outreach teams, street medicine, medical respite, supportive housing, and other 
models. What these approaches have in common is that they bring some combination of medical, 
mental health, substance use treatment, and housing support into the same location or onto the 
same team to make it more accessible and effective.   

After years of slow growth, recently there has been an explosion in the use of integrated housing and 
health models. “I believe that genuine transformation is now underway,” writes Dr. Michelle 
Schneidermann, Director of People-Centered Care at California Health Care Foundation, reflecting on 
what has caused the sudden change. “Several colliding forces have made this moment possible, 
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including widespread acceptance among service providers and policymakers that housing and health 
are connected.”   

Several new Medi-Cal funding opportunities are driving this transformation. Through the Housing and 
Homelessness Incentive Program (HHIP), Medi-Cal managed care plans can earn incentive funds for 
making investments and progress in addressing homelessness and keeping people housed. 
Meanwhile, CalAIM Enhanced Care Management and Community Supports contracts offer provider 
organizations a new source of ongoing funding. In pursuit of those contracts and supported by one-
time capacity building funding through the Providing Access and Transforming Health (PATH) 
program, many are developing new cross-sector capabilities.  

Regulatory shifts have also played a role. Last year, the state of California released new guidance 
(APL 24-001) that allows street medicine providers to become contracted Medi-Cal providers. And 
federal regulators introduced a new rule that allows hospitals, physicians and other providers to be 
reimbursed for delivering health care to people experiencing homelessness.[18] These changes are 
driving the growth of street medicine programs across the state, which could expand access to care 
for people experiencing unsheltered homelessness.  

Finally, public discontent with the current approaches has also contributed to a changing state and 
local conversation about how to move forward. During the COVID-19 pandemic, the visibility of 
homelessness increased dramatically as shelters depopulated to allow for social distancing and 
encampments grew. In the years since, the public pressure on politicians and organizations to 
demonstrate progress has also steadily grown, resulting in new efforts to house people who have 
increasingly gathered in parks, bus stops, and other public places.  

In part three of this series, we'll share the findings from our recent research on housing and 
healthcare integration in Los Angeles County. 
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Part 3: Findings from our research on housing and healthcare integration 
in Los Angeles County 

Outreach workers talk to homeless people in their tents on the streets of Skid Row, where they are 
testing for coronavirus. (Al Seib/Los Angeles Times) via Getty Images. Used with permission. 

 

In this moment of rapid change in the healthcare and homelessness fields, CCI partnered with UC 
Berkeley to study care integration in Los Angeles County. We were eager to learn from the great 
work others were already doing and the challenges they faced, always with the idea that our findings 
might inform the development of a program to support organizations navigating these new dynamics 
in their funding and operating environments.  

The findings below are based on 54 interviews we conducted with staff at homeless services 
agencies, health care provider organizations, local government agencies, and managed care plans, 
between October 2022 and September 2023. Everyone we spoke with was directly involved in efforts 
to integrate social and medical care. And we spoke with a mix of frontline staff, managers, and 
senior leaders for the study.   

As described above, we also conducted six site visits to observe care integration in the field, including 
shadowing street medicine teams and visiting shelters and permanent supportive housing buildings 
that provide on-site medical services for their residents.   
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The research and our upcoming program that builds on the findings was funded by Cedars-Sinai. 
More details about our study design and methods are provided at the end of the article.   

 

We found that:  

1. Integrated care is becoming more common in healthcare and homeless services. But 
providers still face significant challenges when coordinating across sectors. These are historically 
siloed systems that operate very differently. They use different data systems, have different work 
cultures, and have different funding and priorities. Despite these institutional barriers, providers 
themselves were highly motivated to figure out how to integrate care for their unhoused or recently 
housed patients, clients, and residents. Some homeless services providers and street medicine 
providers had reservations about becoming part of the managed care ecosystem but acknowledged 
and appreciated that representatives from the managed care plans were taking time to listen and 
respond to their concerns.   

“Now we have the managed care plans playing a bigger role and having a lot more visibility 
and discussions with street medicine providers. So, I think it’s a time for curiosity and caution 
for street medicine because anytime you start to monetize care in a new way, there's always 
this tendency to lose the story, the humanity, the spirit of what street medicine is, and now 
look at it as just another program, another mechanism, another way to bill and see numbers 
versus caring for lives.” - Street Medicine Provider, Healthcare. 

2. Strong relationships are essential for integrated care. But organizations have to design the 
work in ways that make it easy for those relationships to develop. Several challenges including high 
turnover, low wages, and differing beliefs about care can interrupt the relationship building process. 
There’s no one solution. But ensuring staff have weekly care coordination meetings or daily huddles, 
providing adequate supervision and training so staff feel supported, and creating liaisons or boundary 
spanner roles are a few of the ways organizations can design work to support strong relationships 
between staff who deliver integrated services. 

“Partnerships are respect and relationship driven. But good relationships are 
facilitated by good organizations that are well funded, that take care of their 
employees, that have intact management systems, that have very good mid-level 
and upper-level management, and excellent chief officers that believe in the 
mission. I see two fundamental flaws when it's a struggle. One is when an agency 
is suffering from bad management. And they don't get paid a lot, so it's tough. 
[...] The other is when they do not share the same fundamental health care belief 
that we share, whether it's believing in harm reduction or motivational 
interviewing. We strongly believe in the idea of giving long-acting injectable 
antipsychotics. If they don't believe in treating psychiatric conditions with 
medications that is going to be a big impasse.” - Street Medicine Provider, 
Healthcare. 

“When you are co-locating staff in the same location, and you're asking them to 
work together and be accountable to one another, what happens is suddenly 
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their performance is on display to one another. If our two organizations are 
jointly putting staff in the building, I'm hearing from my workers that your staff 
are terrible. And then I'm thinking, 'Oh, that organization does a terrible job.’ All 
of the things that usually go on behind closed doors within organizations are on 
display for one another. And people can see each other's organizational faults and 
weaknesses in ways they never saw them before.  

That was an ah-ha moment for me in partnership development. We used to say 
the frontline workers had to have regular meetings for case conferencing. And 
the executive directors used to come together as a leadership group. But we 
realized that the managers of the frontline workers also had to meet regularly to 
engage in collaborative problem-solving to support their teams. Because if each 
organization had slightly different policies about leaving early on the Friday before 
a holiday weekend or other little things that caused friction when your workers 
were working together, you had to have those supervisors of the frontline 
workers actually see themselves as a team so that they could be a unified front in 
supporting their workers and in communicating back to their executive leadership 
about more structural changes that needed to be made to bring those 
organizations in more alignment in their practices in working together." - 
Consultant, Healthcare. 

3. Organizations have developed strategies to form and sustain cross-sector partnerships 
to integrate care. They go to conferences and participate in regional gatherings where they can 
identify potential partners. Early on, they take time to meet with new partners to build trust and 
establish a shared vision. As they start working together, they set up cross-cutting structures to 
facilitate coordination (many of the same relational job design features mentioned above), including 
regular meetings, data sharing agreements, co-locating staff and services, and hiring staff who have 
worked in the other sector. Finally, to sustain the work, they celebrate wins, proactively resolve 
disagreements, and identify and track the outcomes that matter to each partner. To read more about 
cross-sector partnership strategies, see our partnership strategies toolkit.    

“When we developed new programs, we always sat down with all of the 
stakeholders — community stakeholders, law enforcement, fire, the Department 
of Mental Health, the Department of Health Services, and everybody, and said, 
'Let's get the parameters right.' You need to get people on board, and you've got 
to keep that communication going. You've got to be public facing. We are forever 
giving a talk somewhere, all the time. We are always going to gatherings and 
listening. We, and by ‘we,’ I mean the executives on my team. We spend a lot of 
time on calls, on listening. And then we make sure that we contact organizations 
when it seems like they need our services, or we need theirs. But we spend a lot 
of time on CMS and state calls, advisory committees. And there are a lot of 
stakeholders on those calls. We just listen and then take the next step.” - Chief 
Executive Officer, Homeless Services.   
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4. Without upstream investments to build more housing and ensure the availability of 
community resources, efforts to integrate care won't achieve their full potential. Medi-Cal 
investments in social services like medically tailored meals and housing navigation can be life 
changing for the patients who qualify for and receive services. But the success of these new Medi-Cal 
services depends on the availability of community resources outside of healthcare. Today, many of 
those resources are scarce. There is an especially urgent need for more housing that is affordable to 
people with very low incomes. People we spoke with from each sector emphasized that CalAIM ECM 
and CS services are not a substitute for upstream investments in housing, transportation, and food 
access and affordability that help whole communities thrive.   

“There are clear systems problems outside of the world of homeless services that 
until we address are going to continue to worsen homelessness across the 
country, let alone within Los Angeles. We see the consequences of mass 
incarceration, the war on drugs, unchecked capitalism, no rent control, no 
affordable housing, the loss of industrial jobs, moving into the service sector jobs, 
racism, structural and systemic racism, classism, oppression, those things. We 
can do our best to work with folks that are traumatized and homeless as a result 
of the clashing of many of these pieces. But inflow [of new people into 
homelessness]? Until we address those major issues, I don't know what we can 
do with that. I'm not saying it's not resolvable because I think it is, but I think 
there are larger systemic issues that we have no control over. There is a shift 
towards starting to recognize that.” - Coordinator, Homeless Services. 

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

“Housing navigation itself doesn't help without the housing part.” - Director, 
Managed Care Plan. 

Ultimately, what we found is that cross-sector care integration relies on both the relationships people 
build and the systems organizations design to support those relationships. Organizations can achieve 
integration through partnerships, or they can build new cross-sector capabilities internally within their 
own organization (in fact, they often do both). How organizations go about pursuing partnerships 
matters. And this work is hugely impacted by the availability or scarcity of basic resources outside of 
both healthcare and homeless services.   

Despite challenges, providers in both sectors see this work as fundamental to ending homelessness. 
As a health care provider in Skid Row described: 

“The pandemic forced us to come to the table together. I remember when the 
pandemic first started in March 2020, we had LAPD, LA Fire, interim housing 
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providers, we had Department of Mental Health, we had all of these care entities 
coming together to have this huge meeting in Skid Row to say, ‘How do we get 
out into the community, get testing, identify folks who are suffering with COVID, 
who can't reliably isolate? Let's just be all-hands-on-deck.’ And it was so 
beautiful, honestly. And I would say that that kind of thread of being forced to 
come to the table because we were dealing with a pandemic, and obviously 
disproportionately impacted our community of folks experiencing homelessness, I 
would say that really changed the landscape from, ‘Hey, we should work 
together’, to, ‘Oh no, we have to work together.’” -  Medical Provider, Community 
Health Center. 

At CCI, we believe this moment of growth and change is an opportunity to advance cross-sector care 
integration for people experiencing homelessness. Our new program which is called Innovation 
Accelerator: Housing and Health, will fund and support community health centers, street medicine 
teams, and community-based organizations working to bridge housing and healthcare in Los Angeles 
County.   

Now that there is funding available to help scale and sustain integrated care models (e.g., CalAIM, 
PATH, HHIP), we believe that it’s important that the people who have been doing this work for years 
lead and are central to bringing these models to scale. There is so much experience to tap into, 
share, and build upon as these integrated models become adopted more widely. Which is why our 
program will include teams from organizations in both the healthcare and homeless services sectors 
and will be guided by an advisory group with representation from health plans, local government, 
community advocates, and people with lived experience of homelessness.  

For more information about our upcoming program or to stay in touch, you can sign up for our 
Housing and Health Learning Community here. Or reach out directly to Chris Rubeo at 
chris@careinnovations.org. 
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Study design and methods 
We used stratified purposeful sampling to select organizations that were identified as leaders in 
effectively coordinating medical and social care for unhoused people in Los Angeles County. Between 
October 2022 and September 2023, we conducted 54 interviews with staff at homeless services 
agencies (n=19), health care provider organizations (n=17), local government agencies (n=12), and 
managed care plans (n=6). All study participants were directly involved with efforts within their 
organizations to integrate social and medical care for people experiencing homelessness.  

We also conducted six site visits to observe coordination in the field. Our observations included 
shadowing street medicine and multidisciplinary teams as they provided care in encampments and 
shelters. We also visited shelters and housing sites that had co-located medical care on site for their 
residents. Interview transcripts and observation notes were coded and analyzed using an iterative 
inductive and deductive approach. 

The study was exempt from internal research review board review by the UC Berkeley Institutional 
Review Board under 45 CFR 46.102. (Protocol ID: 2024-04-17332); all study participants provided 
their verbal informed consent to participate in this study. 
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DATE:  September 10, 2026 
 
TO: Co-Applicant Board, San Mateo County Health Care for the Homeless/Farmworker 

Health (HCH/FH) Program 
 
FROM: Jim Beaumont 

Director, HCH/FH Program 
 
SUBJECT: HCH/FH PROGRAM BUDGET AND FINANCE REPORT 
 
 
Preliminary grant expenditures for August 2026 total an estimated $136,193.  Missing from the 
preliminary report are county support area charges (such as IT, etc.).  However, the largest 
component of HCH/FH expenditures is contract/MOU and salaries/benefits, both of which are close to 
fully reported for August.   
 
Based on the expenditures to date, we anticipate expending about $3.6M, including our BHSE and 
Expanded Hours (EH) grants.  This would leave us with approximately $524,000 in carryover for next 
year.  This is a little better than originally anticipated, partly due to staff Work-Out-of-Class outside of 
HCH/FH, which reduces our Salary & Benefit costs. 
 
 
 
 
 
Attachment:   

 GY 2026 Summary Grant Expenditure Report Through 08/31/26 



GRANT YEAR 2026

Aug-26
Details for budget estimates Budgeted To Date Projection for

[SF-424] (07/31/26)8 end of year
EXPENDITURES

Salaries
Director, Program Coordinator
Management Analyst ,Medical Director
     new position, misc. OT, other, etc.

740,000 47,354 387,579 625,000 750,000        

Benefits
Director, Program Coordinator
Management Analyst ,Medical Director
     new position, misc. OT, other, etc.

230,000 14,312 122,610 180,000 260,000

Travel
National Conferences (2500*8) 12,000 4,652 7,250 12,000          
Regional Conferences (1000*5) 1,500 0 250 1,500            
Local Travel 250 40 100 250                
Taxis 250 0 250                
Van & vehicle usage 1,000 0 500 1,000            

15,000 4,692 8,100 15,000          

Supplies
Office Supplies, misc. 2,000 9,785 12,000 5,000            
Small Funding Requests

2,000 9,785 12,000 5,000            

Contractual
2022 Contracts 140,872 140,872
2022 MOUs 237,696 237,696
Current 2023 MOUs 1,150,000 664,317 1,125,000 1,400,000
Current 2023 contracts 1,250,000 74,353 735,519 1,150,000 1,200,000

---unallocated---/other contracts

2,400,000 1,778,404 2,653,568 2,600,000

Other
Consultants/grant writer 60,000 15,835 40,000 60,000          
IT/Telcom 110,000 174 48,871 95,000 120,000        
New Automation 0 -                     
Memberships 5,000 0 3,000 5,000            
Training 5,000 0 5,000            
Misc 30,000 7,119 15,000 30,000          

210,000 71,825 153,000 220,000

TOTAL 3,597,000 136,193 2,374,895 3,631,668 3,850,000

GRANT REVENUE

Available Base Grant 2,858,632 w/BHSE & EH 3,525,299 3,525,299 3,858,632     w/ BHSE and EH
Prior Year Unexpended to Carryover (verified) 630,529 630,529 630,529
Other 524,160        carryover
HCH/FH PROGRAM TOTAL 3,489,161 4,155,828 4,155,828 4,382,792
     ***Once 2025 carry-over is estabished. We will
           roll BHSE & EH into 2026 grant year reporting {DONE}
BALANCE (107,839) Available 1,780,933 524,160 532,792

Current Estimate Projected
based on est. grant

2025 Carryover is from: 39950 Exp Hours of $3,858,632
365000 BHSE
225579 Base Grant
630529

Non-Grant Expenditures

Salary Overage 12,000 250 1,500 9,000 15,000
Health Coverage 143,000 6,954 45,579 110,000 150,000
base grant prep 0 0
food 7,500 386 1,987 6,500 8,000
incentives/gift cards 1,500 1,500 1,500

164,000 49,066 127,000 174,500

TOTAL EXPENDITURES 3,761,000 143,783 2,423,961 3,758,668 NEXT YEAR 4,024,500

Projected for GY 2027
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DATE:  September 10, 2026 
 
TO: Co-Applicant Board, Health Care for the Homeless/Farmworker Health (HCH/FH) Program 
 
FROM: Jim Beaumont, Director, HCH/FH Program 

 
SUBJECT: DIRECTOR’S REPORT & PROGRAM CALENDAR 
 
Program activity update since the August 13, 2026, Co-Applicant Board meeting. 
 
The HCH/FH Program has submitted a grant application in response to HRSA’s Expanding Nutrition 
Services funding opportunity.  HCH/FH requested $350.000 for each of 2 years ($700,000 total) to support 
the implementation of two projects to increase nutrition services to the homeless population.  One project 
will work directly with newly and soon-to-be Permanent Supportive Housing residents on nutrition 
education and the necessary skills – purchasing, storing, cooking, etc. – to support a healthier life as they 
move into supportive housing.  The second will replicate an expansion of Abundant Grace’s farmwork 
apprentice program with additional lean-in to the nutritional aspects related to the food they are growing.  
We are excited and very hopeful for successful funding of our application. 
 
HCH/FH continues to pursue ways to improve the utilization and efficacy of the twice-monthly 
Sunday Coastside Primary Care Clinic.  Recognizing the significant access impact that the recent 
and proposed federal and state changes to Medicaid/MediCal are and will have on the 
farmworker population, HCH/FH has opened discussions across SMMC to look into covering as 
many ancillary costs as possible with our Expanded Hours grant to enable us to add 
uninsured/under-insured farmworkers to the population being served on Sundays. 
   
As the Board may be aware, our HCH/FH Management Analyst, Gozel Kulieva, has accepted a 
permanent position with the County CEO Office.  We immediately opened a recruitment to fill the 
position, and it closed at midnight last Thursday night.  There was a very good response to the 
recruitment, and we are screening the applications this week.  We are hopeful to fill the position 
by early November. 
 
 
Seven Day Update 
 
 
 
ATTACHED:  Program Calendar 



County of San Mateo
Health Care for the Homeless & Farmworker Health (HCH/FH) Program 

202 Co-Applicant Board Calendar 
Board meetings are in-person on the 2nd Thursday of the Month 10am-12pm

MONTH

AREA

Programmatic Learning/Conferences Recognition 
(Health, Historical/ Cultural, Holiday

JANUARY - HCH/FH Board Meeting (1/ ) Glaucoma Awareness Month
Cervical Cancer Screening Month
National Human Trafficking
Prevention Month
International Holocaust
Remembrance Day (1/27)

New Year’s Day (1/1)
Martin Luther King Day
(1/

FEBRUARY - HCH/FH Board Meeting
Finance Subcommittee Meeting
(2/1 )

- UDS submission - Review
– 

National Children’s Dental Health
American Heart Month
National Cancer Prevention Month
National Wear Red Day (2/6)
Black History Month
World Day of Social Justice

Lincoln’s Birthday (2/12)
President’s Day (2/1

MARCH - HCH/FH Board Meeting QI/QA 
Subcommittee Meeting (3/1 )

- Updated Sliding Fee Discount Scale
(SFDS) - Approve

Colorectal Cancer Awareness Month
Developmental Disabilities
Awareness Month
National Doctors Day (3/30)

APRIL - HCH/FH Board Meeting (4/ )
- SMMC Annual Audit - Approve

Alcohol Awareness Month
Sexual Assault Awareness Month
Counseling Awareness Month
National Minority Health Month
Defeat Diabetes Month
National Public Health Week 
(4/6-4/12)

MAY - HCH/FH Board Meeting
- Finance Subcommittee Meeting

(5

NRHA Conferenc
( – May )

American Stroke Awareness Month
High Blood Pressure Education
Month
Mental Health Awareness Month
National Trauma Awareness Month
Asian Pacific American Heritage
Month

Memorial Day (5/2

JUNE - HCH/FH Board Meeting QI/QA 
Subcommittee Meeting (6/1

- Services/Locations Form 5A/5B –
Approve

PTSD Awareness Month
Cancer Survivor’s Month
LGBTQIA+ Pride Month

Juneteenth (6/19)

, CA – 



JULY - HCH/FH Board Meeting (7/9)
- Budget Renewal (Program) Approve

National Minority Mental Health
Awareness Month
Healthy Vision Month

Independence Day 
(observed on (7/3)

AUGUST - HCH/FH Board Meeting/
- Finance Subcommittee Meeting

(8/13)

National Breastfeeding Month
National Immunization Awareness
Month
National Health Center Week (8/2 –
8/8)

SEPTEMBER - HCH/FH Board Meeting/ QI/QA 
Subcommittee Meeting (9/10)

- Program Director Annual Review

International Street Medicine
Symposium. (TBD – September or 
October 2026)

Healthy Aging Month
National Suicide Prevention Month
Gynecological Cancer Awareness
Month
Hispanic Heritage Month (Starts
9/15)

Labor Day (9/7)

OCTOBER - HCH/FH Board Meeting (10/8)
- Annual Conflict of Interest

Statement due
- Board Chair/Vice Chair Nominations

Breast Cancer Awareness Month
Depression Awareness Month
Domestic Violence Awareness Month
Health Literacy Month
Patient-Centered Care Awareness
Month
Child Health Day (10/6)

Indigenous Peoples’
Day/Columbus Day
(10/12)

NOVEMBER - HCH/FH Board Meeting/
- Finance Subcommittee Meeting  

(11/12)
- Board Chair/Vice Chair Elections

American Diabetes Month
National Sexual Health Month
Native American Heritage Day
(11/27)

Veteran’s Day (11/11)
Thanksgiving (11/26)

DECEMBER - HCH/FH Board Meeting/QI/QA 
Subcommittee Meeting (12/10)

Institute for Healthcare Improvement
(IHI) Forum (Phoenix, AZ –
December 6-9, 2026)

Seasonal Affective Disorder
Awareness Month

Christmas Eve (12/24)
Christmas Day (12/25)
New Year’s Eve (12/31)

BOARD ANNUAL CALENDAR
Project Timeframe

SMMC Annual Audit - Review April/May
UDS Submission - Review Spring
Sliding Fee Discount Scale (SFDS) Spring
Services/Locations Form 5A/5B – Approve June/July
Budget Renewal - Approve July/August/September (Program)– December/January (Grant)
Annual Conflict of Interest Statement October (and during new appointments)
Program Director Annual Review Winter
Annual QI/QA Plan – Approve Winter
Board Chair/Vice Chair Elections November/December
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DATE: September 10th, 2026

TO: Co-Applicant Board, San Mateo County Health Care for the Homeless/Farmworker 
Health (HCH/FH) Program

FROM: Amanda Hing-Hernandez, HCH/FH Medical Director
Angela Leung, HCH/FH Clinical Services Coordinator (WOC)

SUBJECT:  QI/QA COMMITTEE REPORT

Q3 2026 HCH/FH QI/QA Subcommittee Meeting
o The HCH/FH QI/QA Subcommittee meeting for Q3 2026 will be held on September 10th, 2026 from 

12:30pm to 2:00pm following the board meeting. Board members and staff have previously been 

notified of this meeting. This meeting will cover program updates, 2026-2027 QI/QA plan review, 

and performance metric updates.

Cancer Screening Project
o HCH/FH is working on a Cancer Screening Project (i.e. Breast, Cervical, and Colorectal) to 

compare cancer screening trends and needs within the PEH/FW population against the general 

SMMC population. An analysis of the HCH/FH quality metric data has been performed. HCH/FH to 

collaborate with BI team to create cancer screening report that includes general SMMC population. 

Homeless Mortality Report
o Public Health Epidemiology has completed their analysis of the homeless mortality data. 

Epidemiology will create final products (i.e. data brief, executive summary, and/or data 

dashboards). HCH/FH, Center of Homelessness, and Epidemiology will collaborate on 

dissemination of the final product.

San Mateo Medical Center Updates
o As for general San Mateo Medical Center efforts that impact HCH/FH, all ambulatory clinics have 

started to screen for food insecurity at every visit. Also, there has been a greater focus on ensuring 

depression screening questions are appropriately asked when due. 
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DATE: September 10. 2026

TO: Co-Applicant Board, San Mateo County Health Care for the Homeless/Farmworker Health 
(HCH/FH) Program

FROM: Jim Beaumont, Director 
HCH/FH Program

SUBJECT: REQUEST FOR THE BOARD TO APPROVE CHANGES TO FORM 5B – LOCATIONS AS 
NECESSARY WITH SMMC’S OPENING OF THE NEW SOUTH SAN FRANCISCO CLINIC

In accordance with HRSA’s Compliance Manual and the Board’s Bylaws, one of the Board’s responsibilities is 
determining the locations for the delivery of program services, and the maintenance of HRSA From 5B 
reflecting the locations of services.

With San Mateo Medical Center replacing the current South San Francisco Clinic with a new clinic located in 
the San Mateo County Wellness Center in South San Francisco, Form 5B will need to be updated to reflect this 
change.  These changes will occur as necessary over the upcoming 3-4 months, exact timing to be determined.

We are requesting approval to update and submit HRSA Form 5B as appropriate and necessary to reflect the 
clinic change in location in South San Francisco as timely with the planned opening of the clinic.  Approval of 
this item requires a majority vote of the Board members present.


