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Executive Summary
Recuperative care is a critical component in the system of care that private
hospitals depend upon to meet the needs of patients experiencing homelessness.
Recuperative care is intended to provide medical care for homeless persons who
are too ill or frail to recover from a physical illness or injury on the streets, but who
are not ill enough to be hospitalized. In Los Angeles County, demand for
recuperative care beds currently far outpaces supply due to record levels of
homelessness, profound shortages in all forms of housing, and the requirements of
Senate Bill 1152, California’s Homeless Patient Discharge Planning Law. As a result,
private hospitals often experience challenges finding placements for their homeless
patients, especially those with behavioral health comorbidities. In addition, private
hospitals must bear the costs of recuperative care stays, which are currently not
reimbursable by Medi-Care or Medi-Cal.
This Executive Summary presents key findings and recommendations to the
UniHealth Foundation for ways to improve access to recuperative care for private
hospitals and the homeless individuals they serve. These findings and
recommendations are based on data gathered from interviews and analysis of
administrative data from private hospital staff, recuperative care providers, two
health plans that together provide coverage to most of the county’s homeless
population and the Los Angeles County Department of Health Services (DHS) and is
described in detail in the full report.

Key Learnings
Recuperative care is impacted by shortages and challenges in
the continuum of discharge settings.
The focus of this project was on recuperative care as a resource to meet patient
and hospital needs. However, the findings drove home the point that recuperative
care is impacted by the larger system of care for individuals experiencing
homelessness of which it is a part, both in terms of health and housing needs.
Currently, gaps in other parts of the system—most notably, transitional/bridge
housing, shelters, PSH and to a certain degree, SNFs— all place additional pressure
on recuperative care and affect the availability of resources experienced by
hospitals.

There is no centralized access to information about
recuperative care bed availability and few connections – formal
or informal – among recuperative care providers.
While some agencies have informal connections to one another (typically through
staff relationships) there is no central clearinghouse of information about bed
availability in real time to streamline the process of locating beds when hospitals
need them. It is not uncommon for hospital staff to call upwards of 20 recuperative
care providers in order to find a single placement. This is time consuming and
operationally inefficient, for both the hospital and patients who sometimes leave
the hospital before a placement can be located.

Recuperative care providers are not always able to care for
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patients experiencing behavioral health issues in addition to
their medical conditions.
Across agencies, leaders and discharge planning staff noted that only “a handful” of
recuperative care agencies have the staff capacity to care for individuals
experiencing severe symptoms of chronic mental health conditions in addition to
medical conditions; estimates from DHS data suggest about 43% of beds are
available to this population. As a result, the discharge planning process is
inherently more complex for these individuals. Staff are not only charged with
finding a bed, but rather finding a bed in the right facility at the right time.

Strong connections to the community-based systems of care
serving homeless individuals can support discharge planning
and relieve some stress on hospitals.
Discharge planners are tasked with meeting a wide variety of needs in addition to
recuperative care for their patients experiencing homelessness. Some hospitals
have homeless navigators (through partnerships or via training of internal staff)
with specialized knowledge of homeless services. In the absence of this expertise,
meeting the myriad of needs homeless individuals experience can be overwhelming
for staff. Adding the identification of recuperative care on top, this is
understandably stressful.

Per night costs feel burdensome to hospitals and lead to
shorter lengths of stay.
The per night cost of recuperative care, while far less than an inpatient stay,
continues to feel burdensome for hospitals; in large part because it is not covered
at all by Medi-Cal. This, in turn, limits the lengths of stay they can support as
evidenced in the data. While the current length of stay in county-funded
recuperative care beds is about 9 months (at approximately $190 per night),
current stays in privately funded beds cost between $225-$250 per night;
subsequently stays average closer to 14 days and rarely exceed 30 days. Some
stakeholders believe a shared cost/pooled resource model could reduce costs for
private hospitals.

Homeless individuals’ needs, preferences and sense of trust
with hospital staff impact their willingness to accept and
remain in a recuperative care placement.
Hospital discharge placement data shows that individuals often refuse placements
in recuperative care. In cases where the reason for refusal is known, people most
frequently decline services because they do not want to be transported to a facility
outside of their home community. Hospital staff also noted the importance of trust
in the discharge planning process. Although staff begin discharge placement
planning as early as possible during the stay, given most stays are short, there
may not be enough time for the intense trust building that is often required for
homeless individuals to feel comfortable enough to accept a placement, whether in
recuperative care or elsewhere.

Recommended Strategies to Support Hospitals and
Strengthen Systems
Recommendations are presented on a continuum, beginning with those that could
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be most directly implemented by the Foundation with minimal support from other
systems players. These are followed by strategies that require more intensive
investment by the Foundation and/or involve more players to implement. The final
category of recommendations speak to systems change efforts that, while more
distal from the private hospitals that the Foundation serves, have the potential to
strengthen the system in meaningful ways that would ultimately benefit private
hospitals.

Build Resource Knowledge and Strengthen Relationships


Strengthen understanding of DHS programs and foster
collaborative relationships between DHS and private hospitals.
There are fundamental disconnects between private hospitals and DHS,
what has resulted in a myriad of misunderstandings about the availability
of DHS resources to private hospitals. UniHealth Foundation is uniquely
positioned to convene DHS, private hospital care coordinators and
recuperative care enrollment specialists to build more productive working
relationships by creating a space to share information and foster empathy
for one another’s work.



Support hospitals to integrate homeless navigators into their
Emergency Departments. UniHealth Foundation has already invested in
a pilot effort to embed housing navigators in medical settings in the San
Gabriel Valley. This work could be replicated to support hospitals
throughout LA County. Promising models exist, including the Kaiser
Permanente Los Angeles Medical Center/JWCH model.



Provide enhanced training about resources for homeless
individuals to discharge planners/care coordinators. Hospitals would
benefit from UniHealth Foundation’s support to enhance staff knowledge of
resources to meet the needs of their homeless patients. High quality
training is readily available, via resources such as LAHSA’s online
Centralized Training Academy, but hospitals could use financial support to
cover staff time to participate in training and enrollment fees.

Address Systems Gaps


Fund a technology platform to streamline placements and enhance
patient data. Access to real-time information about recuperative care bed
availability that can be linked to electronic medical records would
streamline the placement process and provide meaningful, cohesive data
about patient outcomes.



Subsidize the cost of recuperative care for private hospitals to
extend lengths of stay. Private hospitals reported paying $225-$250 per
night for recuperative care; in comparison, DHS pays an average of $150
per night. Subsequently, most hospital funded stays are between 10-14
nights, and stays longer than 30 nights are rare. Subsidizing some of the
cost of recuperative care might allow private hospitals to offer longer
stays, allowing patients more time to connect with housing resources and
receive other wrap around services that would increase the likelihood of
moving out of homelessness; or if qualified, moving into the Housing for
Health programs.



Continue to fund housing solutions. Recuperative care is intended to
meet a medical need, but in the LA homeless context, it is increasingly
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being used to also address housing needs. In the absence of adequate
housing options, retaining individuals in recuperative care prevents them
from returning to the streets and provides opportunities to address
behavioral health issues, enhance life skills and access sources of income.
This strategy could create sustainable change in Los Angeles County and is
in-step with national innovations.31


Ensure Board and Care facilities are preserved via adequate
reimbursement. The continued loss of Board and Care facilities in Los
Angeles County would likely create a massive inflow of new homeless,
further burdening hospitals and the health care system. UniHealth
Foundation should continue to fund advocacy for enhanced reimbursement
rates to ensure long-term sustainability and in the interim might consider
time-limited financial support to providers at risk of closure.



Improve access to SNF care through partnerships with
recuperative care providers. Some SNFs lack the capacity to address
the complex discharge planning needs of homeless patients, which can
result in reluctance to provide care for them. There is evidence of
innovative partnerships between recuperative care providers and SNFs that
could be more widely spread to increase SNF willingness to serve homeless
patients.

Support Policy and Advocacy Work


Fund advocacy efforts to include recuperative care reimbursement
in Cal AIM. There are a number of nonprofits and membership
organizations that are working in advocacy for reimbursement reform
under Cal AIM. Recuperative care is one potential reimbursement that, if
included in the reform, would provide a significant new revenue stream for
recuperative care.



Create a streamlined system of pooled funding and shared
recuperative care beds among private hospitals. Private hospitals see
the value in pooled funding and shared beds to make better use of limited
existing resources. As a trusted leader, UniHealth Foundation can bring
hospitals together to create the necessary agreements and infrastructure
needed for this model.
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Introduction
Los Angeles County is home to the largest unsheltered homeless population of any
county in the United States, and experts agree that homelessness is a major public
health issue.1 Homelessness and health are inextricably linked; the homeless
population disproportionately suffers from acute and chronic health conditions,
psychiatric and mental health issues, and often lack access to daily necessities,
routine preventative healthcare and medications that are vital for staying healthy.2
While there is a comprehensive system of care in place to serve the health needs of
this population, such as nonprofit service providers, Federally Qualified Health
Centers (FQHC’s), and health and hospital facilities run by the Los Angeles County
Department of Health Services, homeless individuals understandably also seek care
from private hospital systems, more specifically their emergency departments.
Soon after homeless patients have been admitted and treated in an emergency
department (or after an inpatient stay), discharge-planning staff are tasked with
the challenge of connecting them with appropriate discharge settings (sometimes
in short supply), especially those who are well enough to leave the hospital, but not
well enough to reside in a shelter or return to the streets. Recuperative care has
emerged as a clear and effective solution for homeless patients in this scenario.
The National Health Care for the Homeless Council defines recuperative care as
“acute and post-acute medical care for homeless persons who are too ill or frail to
recover from a physical illness or injury on the streets but who are not ill enough to
be hospitalized.”3
While recuperative care is still considered a relatively new concept, it has quickly
become a critical component in Los Angeles County’s (LAC) continuum of health
care for homeless individuals.4 Not only does recuperative care provide an
opportunity to rest, recover and heal in a safe environment, it also offers patients
the opportunity to access continued medical care, behavioral health services and
other wrap around supportive services. In Los Angeles County, access to
supportive services is a key feature of recuperative care since it assists homeless
patients in gaining access to permanent supportive housing and aftercare support
that will set them up for improved health outcomes resulting in fewer hospital
readmissions, long-term stability and independence.5
Although recuperative care has proven to be an effective solution for homeless
patients in need of medical respite and a bridge to permanent supportive housing
in other parts of the nation, the landscape of recuperative care in Los Angeles is
still emerging and not yet well-documented. In part, this is due to the fact that Los
Angeles is currently experiencing an extreme housing production shortage, which
has both upstream and downstream impacts on the way recuperative care is
implemented and subsequently impacts the work of private hospitals to secure
placements in recuperative care for their homeless patients. This report will explore
these issues in more detail and provide recommendations for ways to improve
linkages to recuperative care and the continuum of care more broadly.
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Journey to Healing + Housing:
John’s Story*
*This is a fictional story meant to describe a
patient’s perspective navigating the health
and housing systems in Los Angeles
County.
In his late 50’s, John had never imagined
that he would end up homeless and
sleeping on the streets of Los Angeles
County, but this became his reality about
six years ago. Having struggled with mental
health and substance abuse issues his
entire life, John eventually ended up with
no job and no home to call his own.
After a few years on the streets, John
began to experience severe depression and
anxiety, so he turned to alcohol to cope.
Abusing alcohol his entire life caused John
to develop liver cirrhosis and ulcers, and
stomach pain frequently landed him in the
emergency room.
After learning about his frequent utilization
of care in the emergency department, a
social worker referred John to a
recuperative care program nearby to
continue the recovery process and to
receive supportive services. Initially John
was hesitant having been on the streets so
long, but he eventually agreed to give it a
shot if it meant potentially taking back
control over his health and life.
Originally scheduled to stay at the
recuperative care program for 28-days,
John ended up staying longer through a
county-funded program. During that time
case management services worked
diligently to help him get a new ID and
social security card, apply for SSI benefits,
and apply for a housing subsidy.
After four months, John had not only stayed
sober and received treatment for his mental
health conditions, he also moved into a
permanent supportive housing unit on the
other side of the city. Without the
assistance of his hospital discharge planner
connecting him with recuperative care and
recuperative care staff, John may not have
found his way to healing and housing.

5

Project Overview
In the last ten years, UniHealth Foundation has seen an increase in the number of
recuperative care funding requests from private hospitals. Because the Foundation
is a responsive grantmaker, the Foundation’s Board committed to exploring the
landscape of recuperative care and supports for homeless patients exiting hospital
settings in Los Angeles County, as a first step in creating stronger linkages of care
for their grantees.
In anticipation of launching this exploration, UniHealth Foundation created an
advisory group of private hospitals, health plans, nonprofit providers, and systems
players over a six-month period. Initial discussions with the Advisory Group
centered on the challenges experienced by private hospitals to secure timely
placements in recuperative care centers for their homeless patients. These
discussions led to additional funding for this project from Cedars-Sinai Medical
Center and discussions with other funders on potential investments in recuperative
care in the future.
The Recuperative Care Advisory Group created a space for key players in health
and homeless services to provide input on the key areas of inquiry, lend their
unique perspectives, and provide overall guidance on the approach to data
collection and analysis. At the project launch, UniHealth Foundation, in partnership
with the Advisory Group, articulated the following key project questions:
1.

What is the current scope of homeless patients engaging with hospitals
and recuperative care across Los Angeles County?

2.

What is the gap in recuperative care needed for this population?

3.

What are the elements of highly effective recuperative care?

4.

How can the navigation of homeless patients in hospital settings be
strengthened?

5.

How could we most effectively leverage our collective resources to create
the best health and housing outcomes for homeless patients in
recuperative care?

UniHealth Foundation’s
Recuperative Care Advisory
Group Participants
 Adventist Health White
Memorial Hospital
 Anthem Blue Cross Health
Plan
 Blue Shield of California
Promise Health Plan
 Cedars-Sinai Medical
System
 Corporation for Supportive
Housing (CSH)
 Dignity Health Southern
California
 Health Net
 Hospital Association of
Southern California (HASC)
 Kaiser Permanente Los
Angeles Medical Center
 LA Care Health Plan
 Los Angeles County
Department of Health
Services (DHS)
 Los Angeles Homeless
Services Authority (LAHSA)
 Providence
 United Way of Greater Los
Angeles

This project will help inform future investments from UniHealth Foundation and
UniHealth Foundation’s partners in philanthropy and healthcare. This project will
also assist UniHealth Foundation’s network of health and housing partners in
supporting the spread of best practices in the field of recuperative care as well as
contributing new knowledge and insight to the continuum of care for homeless
patients in Los Angeles County.

Approach
Harder+Company Community Research executed the data collection for this project
with input from UniHealth Foundation and the Recuperative Care Advisory Group.
After an initial meeting with this group to confirm the key project questions and
identify the available data sources, Harder+Company gathered original
(qualitative) data and administrative (quantitative) data, which included:


Interviews with private hospital partners, recuperative care organizations,
Medi-Cal managed care organizations and the Los Angeles County Department
of Health Services to understand each stakeholder’s role in serving homeless
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individuals post-hospital discharge, their perspectives on the system of
supports in place, and opportunities for strengthening the system.


Patient-level and/or aggregate data for homeless individuals served in private
hospitals, recuperative care organizations, Medi-Cal health plans, and the Los
Angeles County Department of Health Services to understand the volume of
patients being served by these entities, their defining characteristics, the
outcomes of the services, and costs of care (where possible).

Report Goals and Limitations
This report synthesizes all interview data collected throughout the course of this
project to address key project questions, integrating quantitative data provided by
hospitals and health plans wherever relevant. Quantitative data is presented for
descriptive purposes only; given the small number of hospitals represented,
generalizations should be made with caution. Data from health plans is more likely
to be representative than individual or aggregate hospital data, given it represents
a large portion of homeless individuals who have Medi-Cal coverage.
This report is organized into distinct sections that will aim to thoroughly describe
private hospitals and recuperative care providers’ role in serving homeless
individuals, the facilitators and barriers they face in their unique settings and those
present in the broader system, and the outcomes of those services. To conclude
this report, Harder+Company provides recommendations generated from interview
participants directly as well as recommendations that emerged when synthesizing
the data across partners to inform both UniHealth Foundation’s future funding
strategies and to support health and housing partners’ continued efforts with the
homeless population.

July 2020

7

Homelessness + Health
Needs in LA County
In 2019, Los Angeles County (LAC) experienced a spike in its homeless population.
According to the Los Angeles Homeless Service Authority (LAHSA), almost 60,000
Los Angeles county residents were identified as homeless in 2019, which
represents an increase of 12% over the previous year.6 Over a quarter of the
homeless population is chronically homeless, meaning that these individuals have
been without housing for at least a year and have at least one disabling health
condition.7
Since homeless individuals experience challenging economic and social conditions,
homeless individuals are more likely to develop new or exacerbate existing physical
health conditions and mental health disorders than their housed counterparts.8 As
of 2019, about 24% of homeless individuals in Los Angeles county reported a
serious mental health disorder, 15% have a substance use disorder, 16% have a
physical disability and 8% have a developmental disorder.9 Furthermore, in a study
conducted by the County of Los Angeles Public Health Department, mortality rates
and causes of death among homeless individuals were examined from 2016 to
2018. The results of the study showed that homeless individuals had a mortality
rate that was 2.3 times greater than the rate of individuals not experiencing
homelessness. The average age at death for homeless individuals was 51 years
old, and 73 among the individuals not experiencing homelessness.10 Overall, these
findings support the conclusion that homeless individuals are more likely to
experience health problems and a higher mortality rate than the general
population.
Among homeless individuals, physical and mental health conditions sometimes go
untreated due to limited access to and lower utilization rates of preventative
healthcare services. Some factors that contribute to lack of access to and utilization
of preventative healthcare services include lack of health insurance, lack of
transportation, and stigma towards medical professionals.11 As a result, hospital
emergency rooms have become the main point of entry into public and private
healthcare systems.11,12 In 2017, LAC hospitals discharged the largest number of
homeless patients of hospitals among all counties in California – a record 35,234
patients.13

Defining Homelessness
California’s Homeless Patient
Discharge Planning Law (SB
1152) defines an individual as
homeless if they meet any of the
following criteria:
1.
2.

3.

Lack a fixed and regular
nighttime residence;
Have a primary nighttime
residence that is a supervised
publicly or privately-operated
shelter designed to provide
temporary living
accommodations;
Reside in a public or private
place that was not designed
to provide temporary living
accommodations or to be
used as a sleeping
accommodation for human
beings.

Los Angeles Homeless Population Key Demographic Characteristics
Health outcomes are also demonstrably linked to characteristics such as age,
gender, and race. Individuals experiencing homelessness in LAC are most likely to
be Hispanic/Latino (35%) or Black/African American (32%) and male (67%; see
Exhibits 1 and 2).14 Black/African American individuals are disproportionately
represented among the homeless in LAC; while comprising only 9% of the
population, they account for nearly one third of the homeless (see Exhibit 2). From
a health perspective, this is an important discrepancy since it is well documented
that the Blacks/African-American population suffers from higher rates of diseases
like heart disease, diabetes, and cancer, than the White population.15
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Exhibit 1: Gender of Homeless Individuals in LAC, 2019 (n=58,936)
67%

31%

Male

Female

2%

0.4%

Transgender

Gender nonconforming

Exhibit 2: Race/Ethnicity of Homeless Individuals and LAC Population

35%

Hispanic/Latino

47%
32%

Black/African American

9%
24%

White

Multi-Racial/Other

American Indian/Alaska Native

Asian

Native Hawaiian/Other Pacific Islander

, 2019

16

Homeless Individuals (n=56,260)

26%
2%
3%

Residents (n=10,039,107)

2%
1%
1%
15%
1%
0.4%

Exhibit 3 shows that homelessness affects individuals of all ages. In 2016, the
majority of homeless individuals (60%) were between the ages of 25 to 54. In
addition, 8% of homeless individuals were under 18 years old, another 8% were
between 18 to 24 years, and 25% were 55 years or older. In the three years since
this data was published, the distribution across age groups has more than likely
shifted some; however, more recent data does not include more detailed age
breakdowns.
Exhibit 3: Age of Homeless Individuals in LAC, 2016 (n=43,000)21

60%

8%

8%

Under 18 years
old

18-24

16%

25-54

55-61

9%
62 or older

Rates of homelessness have most rapidly increased among individuals over 55
years of age. In 2019, older adults accounted for 23% of all homeless individuals in
LAC and homelessness increased 22% among adults aged 62 and older in
2018.17,18 Homeless seniors often have complex health needs that are difficult to
meet.19 One study found that the prevalence of geriatric conditions (e.g. functional
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impairment, falls, and urinary incontinence) for homeless seniors was higher than
in housed seniors who were 20 years older.20
Homeless Patient Emergency Department Utilization and Inpatient Admissions
Each year, thousands of homeless Angelinos seek care from and cycle through
emergency departments (ED) across the county, and ED’s often become the de
facto health care provider for this population. According to Medi-Cal administrative
claims data provided by Health Net, ED visits across all of its homeless enrollees
totaled over 65,000 from 2016 to 2019 – which resulted in payments of
approximately $5.204M to hospitals and health systems across LAC.
Exhibit 4: Emergency Department Utilization among Homeless Health Net
Medi-Cal Enrollees, 2016-2019
2016

2017

2018

2019

12,679

17,222

17,777

18,024

Unique ED Patients

4,781

6,304

6,524

6,782

Homeless Enrollees*

5,928

11,063

16,158

24,362

Average Number ED
Visits**

2.65

2.73

2.72

2.66

Average ED Visit Cost Paid

$76

$72

$84

$93

$965K

$1.249M

$1.506M

$1.682M

Metric
Total ED Visits

Total ED Cost Paid

*Enrollees is likely an underestimate of the total number of homeless Health Net Medi-Cal enrollees.
**Average number of ED visits is calculated among the homeless patients who were admitted to the
ED at least once during the year, not of total homeless Health Net Medi-Cal enrollees.

Homeless patients visited the ED for a variety of physical, mental and/or behavioral
health issues. The 15 most cited ICD-10 categories, which account for 98% of
primary diagnoses for ED visits from 2016 to 2019, are as follows:

Medi-Cal Health Plans in
Los Angeles County
Los Angeles County operates on
a “Managed Medi-Cal Two-Plan
Model”, under which the
California Department of Health
Care Services (DHCS) contracts
with LA Care Health Plan (a
local initiative plan) and Health
Net (a commercial plan) to
provide coverage for medical
services to most Medi-Cal
recipients.
Of the 3M+ Medi-Cal Members
in Los Angeles County –
including those enrolled in MediCal Connect – as of June 2020:
-2.065M were served by LA
Care Health Plan, which includes
plan partners Anthem Blue
Cross, Blue Shield of California
Promise Health Plan, and Kaiser
Permanente.
-942K were served by Health
Net, which includes its plan
partner Molina.
Source: California Health and
Human Services (CHHS) Open
Data Portal, 2020

Exhibit 5: Emergency Department Admissions Diagnoses among Homeless
Health Net Medi-Cal Enrollees, 2016-2019
ICD-10 Category

Example Diagnoses

R00-R99: Symptoms, signs, and
abnormal clinical laboratory
findings, not elsewhere classified

Elevated blood pressure; Pain;
Nausea

13,143
(20.0%)

S00-S99, T07-T88: Injury,
poisoning, and certain other
consequences of external causes

Infection following procedure;
Allergy; Hypothermia

11,195
(17.0%)

J00-J99: Diseases of the
respiratory system

Cough variant asthma;
Bronchitis; Pneumonia

7,387
(11.2%)

F01-F99: Mental, Behavioral and
Neurodevelopmental disorders

Reaction to severe stress;
Anxiety disorder; Stimulant
abuse

5,617
(8.5%)

M00-M99: Diseases of the
musculoskeletal system and
connective tissue

Low back pain; Spinal stenosis;
Gout

5,008
(7.6%)

L00-L99: Diseases of the skin
and subcutaneous tissue

Follicular disorder; Dermatitis;
local infection of subcutaneous

3,514
(5.3%)
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tissue
K00-K95: Diseases of the
digestive system

Gastrostomy malfunction; Acute
pancreatitis; Alcoholic liver
disease

3,492
(5.3%)

N00-N99: Diseases of the
genitourinary system

Dysmenorrhea; Acute vulvitis;
Female pelvic inflammatory
disease

3,371
(5.1%)

Z00-Z99: Factors influencing
health status and contact with
health services

Issue of repeat prescription;
Other specified aftercare;
Observation following alleged
adult physical abuse

2,848
(4.3%)

O00-O9A: Pregnancy, childbirth,
and puerperium

Observation of pregnancy; False
labor; Pre-term pregnancy

2,604
(4.0%)

A00-A79: Certain infectious and
parasitic diseases

Scabies; Tinea corporis; Viral
infection

1,937
(2.9%)

G00-G99: Diseases of the
nervous system

Toxic encephalopathy; Chronic
pain; Carpal tunnel syndrome

1,409
(2.1%)

H60-H95: Diseases of the ear
and mastoid process

Tinnitus; Otitis media;
Swimmer’s ear

1,341
(2.0%)

H00-H59: Diseases of the eye
and adnexa

Ocular pain; Unspecified vision
loss; Conjunctivitis

841
(1.3%)

E00-E90: Endocrine, nutritional
and metabolic diseases

Hypokalemia; Dehydration; Type
2 Diabetes

813
(1.2%)

While the number of ED visits per homeless patient averages between two to three
visits per year, in some cases, homeless patients visit much more often than the
average. This segment of the population is commonly referred to as “high utilizers”
or “high need, high cost” patients.37 In an analysis of Health Net Medi-Cal
administrative claims data, high utilization was examined. While there is no
standard definition for ED high utilizers, for the purpose of this analysis the
following criteria were used: 4 or more ED visits for patients 0-64 years of age in a
single year or 6 or more ED visits for patients 65 years of age or older in a single
year.38 While high utilizers made up of approximately 13-20% of the overall
patients in both age groups, they accounted for 38-64% of the total ED visits from
2016-2019 in LAC. High utilization rates among homeless patients are associated
with a lack of stable housing and social stressors. In addition, it suggests that the
homeless population could benefit from additional services to address their
complex medical, psychiatric, and social problems.22
According to Medi-Cal administrative claims data from both LA Care Health Plan
and Health Net, the number of inpatient hospital admissions from 2017-2019 has
remained relatively consistent (see Exhibit 6). In 2018, there was an 8.4%
increase in the number of hospital admissions along with a 7.8% increase in the
number of unique homeless patients over the previous year, but those numbers
dropped slightly in 2019. From 2017-2019, there were more than 79,000 inpatient
hospital admissions ranging in cost from $147M to over $191M per year. The driver
behind the more than $50M cost increase from 2017 to 2018 and 2019 is one
limitation of this analysis. Since the availability of cost data does not vary
significantly (cost data is available for 60% of claims in 2017, 65% of claims in
2018 and 68% of claims in 2019), it is unclear if there are any additional factors
driving this jump aside from a larger number of admissions and a slightly longer
average length of stay. The average number of admissions for homeless patients
stayed consistent at about two inpatient admissions per year. Further, the average
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length of stay has stayed relatively consistent as well – with inpatient hospital
admissions averaging about 5 days over the three years.
Exhibit 6: Inpatient Hospital Admissions among Homeless LA Care and
Health Net Medi-Cal Enrollees, 2017-2019
Metric

2017

2018

2019

Total IP Hospital Admissions

25,763

27,920

26,243

Unique IP Hospital Patients

11,859

12,781

12,458

Average Number of Admissions*

2.17

2.18

2.09

Average Length of Stay (Days)

4.98

5.37

5.26

$147.54M

$198.65M

$191.86M

Total IP Hospital Cost Paid**

*Average number of admissions is calculated among the homeless patients who were admitted to the
hospital at least once during the year, not of total homeless Medi-Cal enrollees in each plan.
**Total IP hospital cost paid was only available for 60-68% of admissions across the three years,
primarily due to homeless patients being admitted to either DHS facilities or capitated hospitals, or
being covered by health plan partners.

Exhibit 7: Inpatient Hospital Admission Diagnoses among Homeless LA
Care and Health Net Medi-Cal Enrollees, 2017-2019
ICD-10 Category

Example Diagnoses

I00-I99: Diseases of the circulatory
system

Myocardial infarction; Acute
diastolic heart failure

8,290
(16.2%)

A00-B99: Certain infectious and
parasitic diseases

Bacterial intestinal
infection; Tuberculosis

5,759
(11.2%)

K00-K93: Diseases of the digestive
system

Acute appendicitis; Toxic
liver disease

5,295
(10.3%)

S00-T98: Injury, poisoning and other
consequences of external causes

Anaphylactic reaction;
Poisoning

5,251
(10.2%)

J00-J99: Diseases of the respiratory
system

Acute respiratory failure;
Chronic pulmonary disease

4,443
(8.7%)

E00-E90: Endocrine, nutritional and
metabolic diseases

Type 2 diabetes with
complications

3,501
(6.8%)

R00-R99: Symptoms, signs and
abnormal clinical and laboratory
findings, not elsewhere classified

Dizziness; Headache;
Fever; Hyperglycemia

2,856
(5.6%)

L00-L99: Diseases of the skin and
subcutaneous tissue

Pressure ulcer; Post
procedural hemorrhage

2,780
(5.4%)

F00-F99: Mental and behavioral
disorders

Psychoactive substance
dependence; Paranoid
schizophrenia

2,454
(4.8%)

O00-O99: Pregnancy, childbirth and
the puerperium

Full-term uncomplicated
delivery; Ectopic pregnancy

2,423
(4.7%)

G00-G99: Diseases of the nervous
system

Alzheimer’s disease;
Epilepsy, Encephalopathy

2,051
(4.0%)

N00-N99: Diseases of the
genitourinary system

Acute kidney failure;
Urinary tract infection

1,941
(3.8%)

M00-M99: Diseases of the
musculoskeletal system and
connective tissue

Cervical disc disorder;
Spinal stenosis

1,658
(3.2%)
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Z00-Z99: Factors influencing health
status and contact with health
services

Homelessness, Procedure
or treatment not executed
– patient left facility

848
(1.7%)

D50-D89: Diseases of the blood and
blood-forming organs and certain
disorders involving the immune
mechanism

Anemia; Sickle-cell disease;
Iron deficiency

796
(1.6%)

C00-D48: Neoplasms

Chronic myeloid leukemia;
Malignant neoplasm

716
(1.4%)

*Of the total records, 28,688 records (35.9%) did not specify a primary diagnosis code.

Homeless patients are admitted to the hospital for treatment for a myriad of
diagnoses. According to Medi-Cal administrative claims data provided by LA Care
Health Plan and Health Net, the 16 most common ICD-10 primary diagnosis codes
– which account for 99.7% of all inpatient hospital admissions from 2017-2019 –
are reported in Exhibit 7. According to the analysis, diseases of the circulatory
system, certain infectious and parasitic diseases, and diseases of the digestive
system are the three most common primary diagnosis codes for homeless patients
during this time period – which accounted for almost 40% of inpatient hospital
admissions. Overall, these findings help, to some extent, describe more generally
what inpatient hospital admissions look like, but they do not shed light on where
homeless patients go once they are ready to be discharged.
Unfortunately, discharge or disposition data was not included in the Medi-Cal
administrative data provided by LA Care Health Plan and Health Net, thus there are
no findings on that topic. In interviews with private hospitals, it was understood
that medical and hospital discharge planning staff take care to ensure that
homeless patients, as often as possible, are connected with appropriate discharge
settings depending on their medical or behavior health status upon discharge from
visits to the emergency department or inpatient hospital facilities. Thus, the
discharge planning process is a critical step for connecting homeless patients to
care after their hospitalization, which is described in more detail in the next section
of this report.
Data Limitations: Variables specifying the “inpatient service group” were not
available from both health plans. While “inpatient service group” does not present
the actual diagnosis or chief medical complaint, it describes the service provided
during the stay (ex. medical, surgical, acute psychiatric, acute substance abuse,
etc.), which allows for more accurate estimates of length of stay and average visit
cost paid since these services can vary widely with respect to those factors.
Note: Patient-level ED/IP data was provided by two private hospitals and aggregate
statistics were provided by two private hospitals. Some data about discharge settings
was also provided, but was only representative of one hospital, thus it was excluded
since hospitals leverage different settings with different frequencies. Due to differences
in variables and formats, it was not possible to aggregate the data for analysis and
interpretation for inclusion in this section of the report. Appendix A includes detailed
data profiles for private hospitals.
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Discharge Planning
Discharge planning is an important aspect of a visit to an Emergency Department
(ED) and/or Inpatient Admission (IP) for any patient, and it plays an especially
important role for homeless patients who may need aftercare, medical or
psychiatric follow-ups, and connection to social supportive services. Interviews
were conducted with staff at UniHealth Foundation’s private hospital grantees to
delve deeper into the implementation of and challenges that arise during the
discharge planning process for homeless patients.
According to the Federal Center for Medicare + Medicaid Services (CMS), the
discharge planning generally consists of the following steps:






Determining an appropriate post-hospital discharge destination for a
patient,
Identifying what the patient requires for a smooth and safe transition from
the acute care hospital/facility to his or her discharge destination, and
Beginning the process of meeting the patient’s identified pre- and postdischarge needs.

Private hospitals report that discharge planning from the ED and inpatient settings
begins immediately once a homeless patient is stable. In some instances, patients
are visited by discharge planners and support staff within an hour or two of intake
during regular daytime hours. Private hospitals report that support staff engage
with the patient to conduct a psychosocial assessment to collect information about
the patient’s living situation, psychological state, and social supports, since these
factors will affect their recovery once discharged. This assessment, which is
developed internally and varies by each hospital system, informs the plan of care
and what referrals the support team need to make for settings like skilled nursing
facilities, recuperative care or homeless shelters.

Key Elements of Homeless
Patient Discharge Plan
An effective discharge plan
documents the following:


Discharge/Release Destination
Options



Actual Discharge/Release
Destination



Transportation Offering



Meals + Clothing Offering



Medication(s) + Vaccinations



Infectious Disease Screening



Follow-Up Care and Post-Discharge
Medical and Behavioral Health Needs



Insurance Coverage Screening



Post-Discharge Verification

Source: California Hospital Discharge
Planning for Homeless Patients, California
Hospital Association, 2019.

In addition to the tools used to assess a patient’s psychosocial status, some private
hospitals use a homeless patient discharge planning checklist that automatically
generates in the electronic medical records system when a patient is identified as
homeless. While hospitals approach discharge planning data tracking in their own
way, there could be a benefit to adopting and implementing a universal homeless
discharge planning template that would standardize the format of this data.
Coordination and communication among staff that are treating and engaging with
the patient during their stay is key for ensuring homeless patients are discharged
in a timely manner with the appropriate services and supports. Some private
hospitals report conducting “huddles” or “rounds” multiple times a day where
members of the patient’s care team, including doctors and nurses, discuss the
patient’s case and what supports will be necessary upon discharge. Medical and
support staff look for indicators that a patient is ready to be discharged – in
addition to stabilization of their chief medical complaint. Throughout the course of
treatment in the hospital, members of the care team are continuously assessing
the extent to which a patient will be able to manage the aftercare for an acute
condition or able to follow through with a care plan developed to manage a chronic
condition.
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Since discharge planning begins almost immediately, private hospitals report that
support staff are continuously engaging with the patient and the care team to
make decisions about the appropriate type of aftercare setting. These settings
include, but are not limited to, skilled nursing facilities and recuperative care
facilities. In anticipation of discharge, support staff will begin outreach to the
appropriate facilities in order to determine if there is a bed available, assess
whether the patient is an appropriate fit for the facility, and to begin the necessary
paperwork. Homeless patients that do not need an aftercare setting for further
recovery, or simply refuse to go to one, are referred to community-based homeless
shelter programs and some return to the streets via transportation provided by the
hospital.
According to private hospitals, the discharge planning process for homeless
patients is both more complex and takes more staff time than for stably housed
individuals. Homeless patients require additional assessment and comprehensive
discharge planning by trained social workers and clinical staff due to their usually
complex medical, psychological and socioeconomic backgrounds. In addition,
Senate Bill 1152 added specific discharge planning requirements, including
extensive documentation and tracking, requiring additional efforts from staff.

Promising Practice l Embedded Homeless Navigators
The integrated homeless navigation model developed by Kaiser Permanente Los Angeles Medical Center (LAMC) in
partnership with JWCH/Wesley Health Centers, a highly regarded federally qualified health center in Los Angeles
County, stands out as an effective practice that could be scaled to improve discharge planning for homeless
patients.
What began as a Community Benefit funded pilot over 8 years ago, is now solely funded by hospital operational
dollars and is fully integrated in LAMC’s Emergency Department workflows. JWCH/Wesley Health Center’s 1.5 FTE
Homeless Navigators work in conjunction with the Emergency Department care team to ensure homeless
individuals are linked to a wide range of homeless supportive services.
While the Kaiser Permanente LAMC team is focused on the immediate health needs of the homeless patient, the
homeless navigator is solely focused on services required at discharge, including direct links to primary healthcare,
mental health, behavioral health and other homeless supportive services, including recuperative care and housing,
when available.
Through this process, Kaiser Permanente LAMC has been able to start the discharge planning process at intake for
their homeless nonmembers and patients and create a seamless transition to recuperative care and beyond. This
model has significantly reduced the burden on medical and discharge planning staff, provided the unique support
and expertise of a community homeless navigator, and has improved the level outcomes of homeless patients
through better connections to homeless supportive services and other community resources.
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SNFs are the appropriate discharge setting for homeless patients who need medical
supervision during recovery, however, some private hospitals and recuperative
care providers reported challenges finding SNF placements for patients
experiencing behavioral health issues. Private hospitals noted that SNFs are
reluctant to take on the responsibility associated with a homeless patient,
especially since homeless patients require complex discharge planning and
coordination. There is also a perception by hospital staff that SNFs can be more
selective about the types of patients they accept since there is a lack of beds
resulting in “…a seller’s market where they can turn down folks.” Several private
hospital staff who were familiar with reimbursement rates contend that SNFs have
little incentive to accept homeless patients because Medi-Cal/Medicaid reimburses
at a lower rate than private insurance.

Recuperative Care
Los Angeles County defines recuperative care as, “short-term residential care for
individuals who are homeless and who are recovering from an acute illness, injury,
or exacerbation of chronic illness and whose condition would be exacerbated by
living on the streets, in a shelter or other unsuitable places.” Private hospitals
report that they consider recuperative care to be an appropriate setting for patients
that are physically independent but could benefit from a clean and stable
environment to recover from a medical condition. Private hospitals recognize that
the case management services provided in recuperative care are a value add for
homeless patients, since they provide ongoing support connecting homeless
individuals to the coordinated entry system and eventually permanent supportive
housing.
All private hospitals report having direct relationships with one or more
recuperative care providers from whom they lease beds. Private hospitals report
that funding for recuperative care comes from their community benefit program or
operations budget since recuperative is not usually covered under Medi-Cal. All
private hospitals interviewed reported funding recuperative care stays anywhere
July 2020
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Skilled nursing facilities provide a high level of medical care that is typically
appropriate for short-term post-hospital care.23 SNFs employ licensed health
professionals, such as registered nurses and physical, speech, and occupational
therapists to provide care to patients. Medi-Cal/Medicaid typically pays all costs
during the first 20 days of treatment but requires a patient copay for stays lasting
21 days or more.24 Stays at SNFs are usually short-term, lasting no more than 90
days.

Intensity = Low

Skilled Nursing Facility (SNF)

Skilled Nursing Facility*

Non-Medical Settings

Private hospitals reported that determining an appropriate discharge setting for a
homeless patient depends on a number of factors: 1) their need for medical
assistance or supervision during recovery; 2) their ability to self-manage an acute
or chronic condition; and 3) their willingness to accept a referral and check-in to an
aftercare facility. However, shortages are common among these settings, which
can impact where an individual is placed. Five key discharge settings detailed in the
following section. These setting vary in the level of medical care provided and cost.

Intensity = High

Discharge Settings

Recuperative Care*

Board and Care/
Adult Residential Facility

Homeless Shelter/
Emergency Housing

Streets/
Homeless Camps

Discharge settings vary in
terms of the level of
medical care provided,
licensing requirements for
staff and cost per day.
*These discharge settings
require medical referrals.
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from seven to 30 days depending on the patients’ medical condition and other
circumstances that might impact the length of recovery. Recuperative care
providers sometimes request extensions if patients need additional days in the
facility after the initial negotiated length of time.
There also appears to be variation in how often private hospitals look to send a
homeless patient to recuperative care. For example, one private hospital reported,
“only sending a handful of patients every month,” while another private hospital
reported, “[sending] patients to recuperative care everyday”. Those private
hospitals that report utilizing recuperative care on a lower frequency also report
being very selecting about the patients they choose to send to ensure they are a
good fit for the facility.

Board and Care/Adult Residential Facility
Board and care homes, sometimes referred as residential care homes or adult
residential facilities, are a type of group living arrangement for individuals in need
of day-to-day assistance. Board and care facilities usually operate on a much
smaller scale, generally housing eight to ten residents at one time with around the
clock staff to resident ratio of about 1:4.These facilities, which are usually licensed
through the Los Angeles Department of Public Health, provide room, board, and
help with some of the activities of daily living such as bathing, dressing, and using
the bathroom. While nursing and medical care are not provided onsite, health
services such as home health care, hospice care, and other home-based services
can be brought in from outside providers.
According to a 2018 brief authored by the Los Angeles County Mental Health
Commission’s Ad-hoc Committee on LA County’s Board and Care System, board
and care homes represent an affordable housing resource for individuals suffering
from mental illness and especially those experiencing chronic homelessness due to
a mental illness. As of 2018, the commission reported that there were 1,283 adult
residential facilities with a bed capacity of 11,979, however in the last three years
this number has certainly declined due to high operating costs and low
reimbursement rates.
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Board and Care Facilities
Struggle to Make Ends Meet

At a standard $35 daily
reimbursement rate, running a
board and care can very easily
become financially unsustainable
when accounting for operating
expenses related to the facility
and staff wages and benefits –
even after accounting for the
“patch” paid by Los Angeles
County to boost the rate.
In addition to the low
reimbursements rates resulting in
forecasted closures of board and
care facilities across the county,
the committee noted that a
consequence of closures will
exacerbate the homelessness
issue in the county since these
individuals are already vulnerable
due to having mental health
conditions – which will certainly
have negative implications for the
entire homeless system of
supports.39
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Homeless Shelters/Emergency Housing
Shelters are appropriate discharge settings for individuals who do not have ongoing
medical needs but lack permanent housing. Generally, homeless shelters provide
individuals with a clean bed, clothing, showers, meals, access to job searching
resources, and transportation. While this would be an appropriate discharge setting
for many homeless patients seen by private hospitals, shelter beds are rarely
available to accept new clients due to capacity issues. In 2019, only 11,000
emergency shelter beds available countywide, only 6,000 of which are available
year-round.

Homeless Shelter Beds
by the Numbers
According to the 2018 Housing
Inventory Count (HIC), Los
Angeles County had:

11K

total emergency
shelter beds

Unsheltered Conditions
Even if a bed is available, not all homeless patients agree to go to an aftercare
setting for further recovery or to a shelter. Often homeless patients elect to go
back to the streets or their homeless camp where they receive support and comfort
from their social networks. Patients sometimes actively refuse placements and
other times leave against medical advice while waiting for a placement to come
through; it is difficult to ascertain if the placement would have been accepted if it
had arrived sooner.
In these instances, hospitals provide transportation, instructions for medical followup, and schedule a follow-up appointment at a health center near their preferred
location, all while taking into consideration the patient’s ability to obtain food, keep
up their medications, and find transportation to doctor appointments and
pharmacy.
The following section provides an in-depth look at private hospitals efforts to
secure placements for homeless patients.

including…
6,017 year-round
shelter beds
3,566 emergency
hotel/motel vouchers
1,505 Winter Shelter
Program beds

Unsheltered People by the
Numbers
According to the 2019 LAHSA
homeless count, Los Angeles
County had:

44K

total unsheltered
people.

16,528 people in
cars, vans and
RVs/Campers
11,086 people in
tents and makeshift
shelters
16,600 people in
other unsheltered
conditions
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State Context l

California’s Homeless Patient Discharge Planning Law

Beginning in July 2019, hospitals across California are required by an unfunded mandate, the Homeless Patient Discharge
Planning Law, to implement a set of requirements regarding discharge planning for homeless patients. The law requires that all
public and private hospitals develop individual discharge plans for each homeless patient to ensure they have been offered
mandated services (meals, clothing, medications, vaccinations, transportation etc.) and have a documented and coordinated
post-discharge destination.
Senate Bill 1152, Discharge Planning for Homeless Patients, was written and passed in response to media stories about hospital
“patient dumping” or the act of hospitals allegedly discharging homeless patients into unsafe conditions or failing to make a “warm
handoff” with shelters or social service organizations upon drop off. Some hospital systems have even come under scrutiny for
allegedly leaving homeless patients on the street in nothing but a hospital gown. The public outcry from this practice resulted in
legislation focused on hospitals ensuring that homeless patients receive comprehensive discharge planning when leaving the hospital,
which includes a destination ready and willing to receive them if they so choose.
While the law is well intentioned in ensuring that homeless patients have access to resources and services upon discharge, its
implementation is not without its challenges. Hospitals have experienced challenges with locating beds for homeless patients in
shelters or other types of institutions, coordinating transportation, and ensuring proper follow-up related to vaccinations, infectious
disease screenings, health insurance enrollment information and follow-up care referrals. All of these additional tasks can increase
waiting times for other patients or keeping homeless patients longer than necessary in order to coordinate a discharge destination.
While some private hospitals had provided some basic services such as meals prior to discharge planning law, it has required
investment in additional resources, increased staff time, and development of documentation processes in order to comply with the law,
with no additional funding from the state.
Private hospitals report that discharge planning for homeless individuals is usually challenging due to lack of availability in the various
types of discharge settings. Although sometimes inaccessible due to lack of beds, recuperative care has emerged as an important
discharge setting for patients in need of acute or post-acute medical care or mental and behavioral supports. In addition to offering
patients recovery supports, recuperative care offers supportive social services designed to connect patients to the permanent
supportive housing and other resources, which has been proven to reduce hospital admissions, create stability, and promote
independence.
Source: California Hospital Discharge Planning for Homeless Patients, California Hospital Association, 2019.
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Benefits and Challenges
for Private Hospitals
Cost-Benefits and ROI of Recuperative Care
Numerous studies have shown that recuperative care and medical respite stays
shorten hospital lengths of stay, reduce hospital readmissions, and improve overall
patient outcomes.25
Cost-benefit and ROI studies have demonstrated that recuperative care saves
hospitals and healthcare systems money:


According to the National Health Foundation, a hospital stay in California
averages $3,300 per day, compared to an average of $250 per night for
recuperative care.27



Illumination Foundation estimates that the cost of 1.5 days in the hospital
approximately equals an entire month of recuperative care for a single
homeless patient.28



According to a brief published in 2011 by the National Health Care for the
Homeless Council, recuperative care stays yielded a $3 million total annual
cost avoidance for hospitals in Los Angeles.29



According to the Hospital Association of Southern California, a hospital will
significantly reduce the costs (about $1,200 per day) associated with
caring for homeless inpatients for an extended period of time by
transitioning them to recuperative care.30

Despite the clear cost savings and cost benefit of recuperative care, hospitals
frequently perceive recuperative care as “expensive,” and report paying $225-$250
per night. This perception may be driven by the fact that it is not reimbursable by
Medi-Cal and must be paid directly by hospitals.

Number of Recuperative Care Beds versus Current Need
As part of the scope of research set by the Advisory Committee, one of the tasks
was to assess the extent to which the inventory of recuperative care beds currently
available in Los Angeles County matches the need. There is currently no single,
comprehensive listing of all recuperative care beds in the county. But it is possible
to conduct some rough estimates of stock and need based on available data.
The most comprehensive listing of recuperative care located during the course of
this project was the LAC Department of Health Services Recuperative Care vendor
list. This list (last updated in 2018 and provided by DHS staff) indicates that there
are approximately 763 recuperative care beds across the county. Assuming about
400 additional beds were added since 2018, that would yield about 1,163 beds
total; or approximately one bed for every 38 unsheltered homeless individuals. In
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comparison, there are nearly nine times as many emergency shelter beds available
in Los Angeles County, depending on the time of year.
Assuming these 1,163 beds are available 365 nights per year yields a total of
424,495, “nights” across all beds. But average length of stay (LOS) must also be
factored in to estimate true capacity. When interim and PSH placements were more
readily accessible, NHF has reported an average of 11 days in recuperative care.
Using that average LOS, there are 38,590 unique 11-day stays available in
recuperative care beds, assuming every bed is used every day, and that any bed
can be used to meet the needs of any individual (which is not actually the case but
used to simplify these calculations.). As illustrated in Exhibit 8, as length of stay
increases, the total number of possible unique stays in recuperative care
decreases. Based on current housing conditions, both DHS and recuperative care
providers are experiencing patient LOS between six to nine months for a housing
placement to be made. This means functionally, with the current stock of
recuperative care beds, there are somewhere between 2,358 and 1,572 unique
stays available to individuals. With shorter lengths of stay, more potential stays
become available.

Estimated Recuperative Care
Capacity in LA County
1,163 total beds x 365 nights =
424,495 total “nights” per year.
11-day average length of stay =
38,590 unique recup care stays.
270-day average length of stay =
1,572 unique recup care stays.

Exhibit 8: Impact of LOS on Recuperative Care Total Potential Stays

Average LOS
(in days)

Potential number of unique stays
possible based on estimates of
existing beds

11

38,590

30

14,150

90

4,717

120

3,537

180

2,358

270

1,572

So, how does the availability of beds compare to need? Since high utilizers seek a
disproportionate amount of care, this group is often the target of exploration on
how to improve their health status and reduce healthcare costs through innovative
interventions and approaches26. According to an analysis of Medi-Cal data provided
by a single health plan providing coverage to more than 24,000 homeless patients
in Los Angeles County, 18% of homeless patients accounted for 52% of 9,322 ED
visits in 2019. Assuming the percentage of high utilizers for the entire homeless
population in the county hovers around 18%, if even a quarter of those individuals
required one recuperative care placement, that yields 2,700 recuperative care
placements, annually. Assuming an average LOS of 270 days, there would be a gap
of nearly 1,200 beds; and a gap of nearly 350 beds at a 180 day LOS. With
average LOS of 120 days or less, there would be a surplus of beds at this rate of
need. However, DHS currently funds 600-700 of these beds; and while private
hospitals are able to refer patients to DHS, county patients are given priority for
these beds.
This capacity analysis included a myriad of assumptions (many of them
conservative), and does not consider the added limitations of geographic proximity
of beds to hospitals, nor the need for specialized recuperative care beds required
for patients with behavioral health co-morbidities. Nonetheless, it provides a
starting point for a discussion about needs and gaps under current housing
conditions. One sentiment shared by those in the field is that the existing stock
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could meet current medical needs if housing placements were more readily
available, resulting in shorter LOS. This is a sentiment shared by those working in
the field. One recuperative care provider asserted that at any given time, about
30% of the individuals in their facility would be capable of and willing to accept a
permanent housing placement, if one were to be available.
The hospitals interviewed for this project had mixed opinions about whether more
recuperative care beds are needed to meet the demand they experience. These
differences seem to be based, at least in part, on their geographic location and
patient needs—anecdotally, hospitals who serve larger number of individuals with
behavioral health comorbidities most strongly expressed a need for more beds.
However, all hospitals acknowledged that they sometimes experience bed
availability issues, even when they have contracted beds with specific recuperative
care providers.
Finally, recuperative care providers report being near or at capacity most of the
time but did not specifically speak to the need for more beds. At the time of
interviews, at least one provider was in the process of adding a new 100 bed
facility in the Antelope Valley.

Other factors that impact private hospital access to
recuperative care beds
Limited number of beds appropriate for individuals with behavioral health
concerns. Not all recuperative care providers have the capacity to support patients
with mental and behavioral health co-morbidities, making these placements
especially challenging for hospital staff. Based on the DHS Vendor List described
previously, less than half (43%) of recuperative care beds are designated for
patients with behavioral health needs. This limits the number of facilities where
these patients can and will be accepted and could require significant travel
depending on availability.
Bed location. Bed location creates challenges for both hospitals and patients.
From a hospital perspective, the cost of providing transportation to a distant bed
creates additional expense. LA traffic patterns can result in nearly a full day of
travel to transport a patient to a crosstown facility for hospital staff and can be
distressing to patients. Hospital staff report that location frequently influences
patients’ willingness to participate in recuperative care. Many will refuse a
placement rather than be transported out of their community and away from their
social support networks (see Exhibit 9 for geographic location of recuperative care
facilities across the county).
Lack of a centralized clearinghouse to identify open beds. The process of
matching patients to the right type of bed to meet their needs, as close as possible
to their home community is made more complex by the fact that there is currently
no streamlined way to identify open beds. Hospital staff reported calling providers
one at time to find a bed, which is time consuming and inefficient.
Perceived access to beds funded by DHS. DHS Housing for Health currently
leases approximately 600-700 beds from recuperative care providers across the
county. While this makes DHS the largest single leaser of recuperative care beds,
private hospitals do not view access to recuperative care through DHS as an
option. This is due to a variety of reasons such as private hospitals being unaware
that they can make a referral as a non-county hospital (while County hospitals
have priority, private hospitals are able to submit referrals), and experiencing
turnaround times that are longer than their needs allow, including eligibility
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verification slowing the process. These was a key discussion theme in both the
UniHealth Advisory Recuperative Care Advisory Group meetings and interviews
conducted for this project. Both hospitals and DHS staff recognized that improved
communication and strong relationships between DHS enrollment staff and private
hospital discharge planners is needed to enhance utilization of recuperative care
resources.
Staff familiarity with resources for homeless individuals. Hospital staff work
hard to meet the needs of all patients, including those experiencing homelessness.
Given the complex and rapidly evolving homeless service landscape, it is
challenging to stay current and connected to both countywide and local resources.
Homeless navigation is an emerging specialty, and there is preliminary evidence
that integration of homeless navigators into emergency departments can
streamline discharge planning, relieve burden on staff, and create better outcomes
for patients.

Exhibit 9: Recuperative Care Facility Locations in Los Angeles County*

Los Angeles County
Service Planning Areas

1

2
3

4

5

1.

Antelope Valley

2.

San Fernando Valley

3.

San Gabriel Valley

4.

Metro

5.

West

6.

South

7.

East

8.

South Bay/Harbor

7
8

6

*Source: DHS Recuperative Care Vendor List, Updated November 2018

July 2020

23

Key Learnings
Recuperative care plays a critical role within the system of supports needed to
meet the health and housing needs of LA’s homeless individuals. It also ensures
private hospitals can meet the legal obligations of SB 1152. The insights of
providers from hospitals, health plans, county agencies, and recuperative care
organizations revealed key learnings that can help inform UniHealth Foundation’s
efforts to improve access, practice and policy in support of recuperative care.

Recuperative care is impacted by shortages and challenges in
the continuum of discharge settings.
The focus of this project was on recuperative care as a resource to meet patient
and hospital needs. However, the complexity of the findings drove home the point
that recuperative care is impacted by the larger system of care for individuals
experiencing homelessness of which it is a part, both in terms of health and
housing needs. Currently, gaps in other parts of the system—most notably,
transitional/bridge housing, shelters, PSH and to a certain degree, SNFs— all place
additional pressure on recuperative care and affect the availability of resources
experienced by hospitals.
This also means that there is no simple answer to the question of how many
additional recuperative care beds are needed to meet the needs of private
hospitals. For example, if PSH resources were increased, resulting in shorter
average LOS, the current number of beds may very well be adequate to meet
needs from a countywide perspective. DHS alone contracts 600-700 recuperative
care beds every day, with an average length of stay around nine months. This is
nearly 25 times the average length of stay in recuperative care reported by the
National Health Foundation.
In the interim, the findings from this project suggest that increasing beds in a few
specific geographic regions, increasing coordination of resources among hospitals
and enhancing collaboration between hospitals and DHS would likely be the most
effective and cost-efficient solutions to meeting hospital’s needs.

Fast Fact:
DHS alone contracts 600-700
recuperative care beds, with
an average length of stay around
nine months. This is nearly 25
times the average length of
stay reported by the National
Health Foundation.

There is no centralized access to information about
recuperative care bed availability and few connections – formal
or informal – among recuperative care providers.
While some agencies have informal connections to one another (typically through
staff relationships) there is no central clearinghouse of information about bed
availability in real time to streamline the process of locating beds when hospitals
need them.
Currently private hospitals negotiate relationships with recuperative care
organizations on a one-off basis. In some cases, this works well (see the Kaiser
Permanente Los Angeles Medical Center/JWCH model described on page 9) but in
some cases this makes finding a placement challenging if the “go-to” organization
lacks capacity when a bed is needed. It is not uncommon for hospital staff to call
upwards of 20 recuperative care providers in order to find a single placement. This
is time consuming and operationally inefficient, for both the hospital and patients
who sometimes leave the hospital before a placement can be located.

July 2020

24

Key Learnings

Recuperative care providers are not always able to care for
patients experiencing behavioral health issues in addition to
their medical conditions.
Across agencies, leaders and discharge planning staff noted that only “a handful” of
recuperative care agencies have the staff capacity to care for individuals
experiencing severe symptoms of chronic mental health conditions in addition to
medical conditions; estimates from DHS data suggest about 43% of beds are
available to this population. These issues can impact compliance with medical
treatment and the ability to have productive relationships with staff and other
patients in the communal living conditions found in recuperative care. As a result,
the discharge planning process is inherently more complex for these individuals.
Staff are not only charged with finding a bed, but rather finding a bed in the right
facility at the right time.

Strong connections to the community-based systems of care
serving homeless individuals can support discharge planning
and relieve some stress on hospitals.
Discharge planners are tasked with meeting a wide variety of needs in addition to
recuperative care for their patients experiencing homelessness. Some hospitals
have homeless navigators (through partnerships or via training of internal staff)
with specialized knowledge of homeless services. In the absence of this expertise,
meeting the myriad of needs homeless individuals experience can be overwhelming
for staff. Adding the identification of recuperative care on top, this is
understandably stressful.

Per night costs feel burdensome to hospitals and lead to
shorter lengths of stay.
The per night cost of recuperative care, while far less than an inpatient stay,
continues to feel burdensome for hospitals; in large part because it is not covered
at all by Medi-Cal. This, in turn, limits the lengths of stay they can support as
evidenced in the data. While the current length of stay in county-funded
recuperative care beds is about 9 months (at approximately $190 per night),
current stays in privately funded beds cost between $225-$250 per night;
subsequently stays average closer to 14 days and rarely exceed 30 days. Some
stakeholders believe a shared cost/pooled resource model could reduce costs for
private hospitals.

Homeless individuals’ needs, preferences and sense of trust
with hospital staff impact their willingness to accept and
remain in a recuperative care placement.
Hospital discharge placement data shows that individuals often refuse placements
in recuperative care. It is difficult to estimate the precise occurrence of this from
hospital data since, according to hospital staff, many individuals do not actively
refuse the placement but rather leave the hospital against medical advice even
before a placement can be made. In cases where the reason for refusal is known,
people most frequently decline services because they do not want to be
transported to a facility outside of their home community. Hospital staff also noted
the importance of trust in the discharge planning process. Although staff begin
discharge placement planning as early as possible during the stay, given most
stays are short, there may not be enough time for the intense trust building that is
often required for homeless individuals to feel comfortable enough to accept a
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placement, whether in recuperative care or elsewhere.
Recuperative care staff also report that some individuals leave recuperative care
without receiving necessary care. Some leave nearly upon arrival, receiving no or
little care, while others leave after receiving care for the acute medical issues but
before a housing placement can be made.
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Recommended Strategies
to Support Hospitals and
Strengthen Systems
This project provided critical perspective from stakeholders representing private
hospitals, recuperative care facilities, the County of Los Angeles/Department of
Health Services and health plans on the current state of recuperative care within
the system of care for persons experiencing homelessness. While the immediate
goals of this work were to identify strategies that UniHealth Foundation can
implement to support private hospitals, this work shed light on a variety of issues
and approaches that hold the promise of strengthening the entire system of care.
Therefore, recommendations are presented on a continuum, beginning with those
that could be most directly implemented by UniHealth Foundation with minimal
support from other systems players. These are followed by strategies that require
more intensive investment by the Foundation and/or involve more players to
implement. The final category of recommendations speak to systems change
efforts that, while more distal from the private hospitals that the Foundation
serves, have the potential to strengthen the system in meaningful ways that would
ultimately benefit private hospitals.

Build Resource Knowledge and Strengthen Relationships


Strengthen understanding of DHS programs and foster
collaborative relationships between DHS and private hospitals.
There are fundamental disconnects between private hospitals and DHS,
what has resulted in a myriad of misunderstandings about the availability
of DHS resources to private hospitals. UniHealth Foundation is uniquely
positioned to convene DHS, private hospital care coordinators and
recuperative care enrollment specialists to build more productive working
relationships by creating a space to share information and foster empathy
for one another’s work.



Support hospitals to integrate homeless navigators into their
Emergency Departments. UniHealth Foundation has already invested in
a pilot effort to embed housing navigators in medical settings in the San
Gabriel Valley. This work could be replicated to support hospitals
throughout LA County. Other promising models have been presented here,
including the Kaiser Permanente Los Angeles Medical Center/JWCH model.



Provide enhanced training about resources for homeless to
discharge planners/care coordinators. Hospitals would benefit from
UniHealth Foundation’s support to enhance staff knowledge of resources to
meet the needs of their homeless patients. High quality training is readily
available, such as LAHSA’s online Centralized Training Academy, but
hospitals could use financial support to cover staff time and enrollment
fees.

Address Systems Gaps


Fund a technology platform to streamline placements and enhance patient
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data. Access to real-time information about recuperative care bed
availability that can be linked to electronic medical records would
streamline the placement process and provide meaningful, cohesive data
about patient outcomes.




Subsidize the cost of recuperative care for private hospitals to
extend lengths of stay. Private hospitals reported paying $225-$250 per
night for recuperative care; in comparison, DHS pays an average of $150
per night. Subsequently, most hospital funded stays are between 10-14
nights, and stays longer than 30 nights are rare. Subsidizing some of the
cost of recuperative care might allow private hospitals to offer longer
stays, allowing patients more time to connect with housing resources and
receive other wrap around services that would increase the likelihood of
moving out of homelessness; or if qualified, moving into the Housing for
Health programs.
Continue to fund housing solutions. Recuperative care is intended to
meet a medical need, but in the LA homeless context, it is increasingly
being used to also address housing needs. In the absence of adequate
housing options, retaining individuals in recuperative care prevents them
from returning to the streets and provides opportunities to address
behavioral health issues, enhance life skills and access sources of income.
This strategy could create sustainable change in Los Angeles County and is
in-step with national innovations.31



Ensure Board and Care facilities are preserved via adequate
reimbursement. The continued loss of Board and Care facilities in Los
Angeles County would likely create a massive inflow of new homeless,
further burdening hospitals and the health care system. UniHealth
Foundation should continue to fund advocacy for enhanced reimbursement
rates to ensure long-term sustainability and in the interim might consider
time-limited financial support to providers at risk of closure.



Improve access to SNF care through partnerships with
recuperative care providers. Some SNFs lack the capacity to address
the complex discharge planning needs of homeless patients, which can
result in reluctance to provide care for them. There is evidence of
innovative partnerships between recuperative care providers and SNFs
(see call out box to the right) that could be more widely spread to increase
SNF willingness to serve homeless patients.

Support Policy and Advocacy Work


Fund advocacy efforts to include recuperative care reimbursement
in CalAIM. There are a number of nonprofits and membership
organizations that are working in advocacy for reimbursement reform
under Cal AIM. Recuperative care is one potential reimbursement, which if
included in the reform, would provide a significant new revenue stream for
recuperative care.



Create a streamlined system of pooled funding and shared
recuperative care beds among private hospitals. Private hospitals see
the value in pooled funding and shared beds to make better use of limited
existing resources. As a trusted leader, UniHealth Foundation can bring
hospitals together to create the necessary agreements and infrastructure
needed for this model.
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Illumination Foundation’s
work with Skilled Nursing
Facilities (SNFs)
Private hospitals report that
SNFs are usually reluctant to
intake homeless patients for a
variety of reasons, and one of
those reasons being hesitance
to take on the complex
discharge process homeless
patients require.
In order to solve for this issue
and ease this concern,
Illumination Foundation works
with the hospital to discharge
the patient to the SNF, and
then work with the SNF to
assess when the patient is
ready to “step-down” to
recuperative care. Once the
patient is ready, Illumination
transfers the patient to one of
their recuperative care
facilities.
“We've partnered now directly
with SNFs even at this point in
saying, ‘let us help you take
your step downs, because
that's not where they need to
be to free up that dollar bed as
well.”
This partnership has relieved
SNFs from finding placements
upon discharge along with
reducing the likelihood of
discharging homeless patients
back to the community. In
addition, high-need patients
are given the care and medical
treatment that they need in
order to recover in an
appropriate setting.
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Local Context l

Homelessness + COVID-19

In early March of 2020, COVID-19 first appeared in Los Angeles County – which has since seen the largest number
of confirmed cases among all of California’s counties, according to the California Department of Public Health.
12,341 cases and 600 deaths have been reported in Los Angeles County as of mid-April. While COVID-19 has
affected residents of all backgrounds, age groups, and socio-economic statuses, homeless individuals are at a
disadvantage when it comes to the spread and treatment of the virus. Since homeless individuals often lack access
to preventative healthcare, sanitary living conditions and basic necessities, they are often among the sickest
individuals in society.32 Homeless individuals are more likely to have underlying chronic health conditions and
disproportionately suffer from lung disease, hypertension, and cancer, all of which are risk factors for experiencing
COVID-19’s most severe and potentially fatal symptoms.33
In a recent publication by Culhane, Treglia, Steif, Kuhn, and Byrne (2020), the authors articulate the potential mortality
and hospitalization costs for homeless individuals amidst the COVID-19 crisis along with the amount of funding needed to
implement a comprehensive plan of action in Los Angeles County. After analyzing data from the Los Angeles Continuum of
Care, the authors conclude that infected homeless individuals are twice as likely to be hospitalized, two to four times as
likely to require critical care, and two to three times more likely to die from COVID-19. This is due to the fact that the
homeless population generally bears health risks comparable to those 15 to 20 years older (median age in Los Angeles is
46.7 years of age) and suffers from increased rates of hypertension, diabetes, cardiac disease, chronic respiratory disease
and cancer when compared to the general adult population. The authors estimate a potential 40% peak infection rate
among homeless individuals, which would result in hospitalizations ranging from 2.4% to 10.3% of the homeless
individuals in Los Angeles County – which equates to an estimated 2,995 hospitalizations.
The authors also provide estimates for the number of beds and the amount of funding needed to comprehensively address
COVID-19 for the sheltered and unsheltered in Los Angeles County (not including Pasadena or Long Beach). These
estimates include a bed density reduction of 50% in existing sheltering facilities to enable social distancing (3,426 of the
total beds available in Los Angeles County), and an additional 62,885 beds to ensure that homeless individuals, including
the approximate 40% of undercount, have access to beds that are suitable for observation of symptomatic persons or
those under quarantine. In total, the cost of new bed capacity and quarantine units is estimated to cost $1,771,053,700,
which is noted to be the greatest need of all counties in the United States.34
In response to the COVID-19 crisis as it pertains to housing and protecting the health of the homeless, Los Angeles City
Mayor Eric Garcetti announced measures to get people off the city’s streets and into temporary shelter beds with the help
of local, state and federal funds. The plan consisted of converting 42 recreation centers into temporary shelter for
homeless residents, which would provide over 6,000 new beds – more than double the number of shelter beds available in
the city previously.5 Other initiatives were also underway as of mid-April, including an effort to bring thousands of
individuals into hotel rooms that are considered the “most vulnerable” of the county’s homeless population. With
assistance from the state and federal sources, county officials are aiming to bring in individuals over 65 years of age and
those with pre-existing health conditions who would be at the highest risk for hospitalization if they were to contract
COVID-19.35
In addition to creating more temporary shelter beds, recuperative care could certainly play a critical role in the COVID-19
response. In an issue brief published in March 2020, the National Health Care for the Homeless Council named expanding
recuperative care or medical respite as a recommendation for immediate policy actions for local systems in response to
COVID-19. By funneling emergency funds to expand the number of beds in recuperative care facilities, these venues could
be used to house and deliver health care and supportive services to individuals diagnosed with COVID-19 or continue to
serve individuals not diagnosed with COVID-19 so they can continue to receive treatment in a safe environment.36
As of mid-April, while there is no clear answer as to when the COVID-19 pandemic will subside, while there are many
efforts in place that aim to reduce the pandemic’s impact among one of the county’s most vulnerable populations in Los
Angeles County, recuperative care should be considered as a potential strategy. For more resources on COVID-19’s
impact on the homeless population, visit the National Alliance to End Homelessness (https://endhomelessness.org/).
Note: Data collection for this project was conducted prior to the COVID-19 outbreak in Los Angeles County, thus Harder+Company did not obtain any information
from interviewees about the impact of the pandemic on their work with homeless individuals, the operation of their facilities, or the system of supports directly.
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Appendix A: Data Profiles
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Medi-Cal Health Plans
LA Care Health Plan and Health Net – the two largest Medi-Cal providers in Los
Angeles County – provided data for homeless individuals covered by their Medi-Cal
program and who visited the emergency department and/or admitted for inpatient
hospital care in Los Angeles County from 2016-2019 (for emergency department
encounters) and 2017-2019 (for inpatient hospital care).
Note: Emergency department visit data was not available for LA Care Health Plan,
thus emergency department analyses are based on data provided by Health Net
only.

Homeless Patient Emergency Department Demographics
Exhibit 1.

Race/ethnicity of Health Net homeless ED patients

41%

37%
14%

Hispanic

Exhibit 2.

Black/African
American

White/Caucasian

1%

0.3%

Unknown

Asian/Pacific
Islander

Other

Alaskan Native

29%

18 to 24 years old

12%

25 to 34 years old

25%

35 to 44 years old

15%

45 to 54 years old

10%

55 to 64 years old
65+ years old
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1%

Age of Health Net homeless ED patients

Under 18 years old

Age of
homeless
patients

5%

7%
2%

Mean

Standard
Deviation

Min

Max

29

18

0

105
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Emergency Department Utilization
Exhibit 3.

Number of Health Net homeless patient ED visits per year

17,222

17,777

18,024

2017

2018

2019

12,679

2016

Exhibit 4.

Number of Health Net unique homeless ED patients per year

6,304

6,524

6,782

2017

2018

2019

4,781

2016

Exhibit 5.

Exhibit 6.

Average number of Health Net homeless patient ED visits per
year

2.65

2.73

2.72

2.66

2016

2017

2018

2019

Paid costs for each Health Net homeless patient ED visit per
year

Year

M (SD)

Total for all costs

2016

$76.13 ($207.61)

$965,260.21

2017

$72.52 ($283.07)

$1,248,905.76

2018

$84.71 ($268.64)

$1,505,856.46

2019

$93.34 ($259.98)

$1,682,428.31
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Exhibit 7.

Diagnosis/reason for Health Net homeless patient ED visit,
2016-2019

Symptoms, signs, and abnormal clinical laboratory findings,
not elsewhere classified

20%

Injury, poisoning, and certain other consequences of external
causes

17%

Diseases of the respiratory system

11%

Mental, behavioral and neurodevelopmental disorders

9%

Diseases of the musculoskeletal system and connective tissue

8%

Diseases of the skin and subcutaneous tissue

5%

Diseases of the digestive system

5%

Diseases of the genitourinary system

5%

Factors influencing health status and contact with health
services

4%

Pregnancy, childbirth, and puerperium

4%

Certain infections and parasitic diseases

3%

Diseases of the nervous system

2%

Diseases of the ear and mastoid process

2%

Diseases of the eye and adnexa

1%

Endocrine, nutritional and metabolic diseases

1%

Diseases of the circulatory system

1%

Diseases of the blood and blood-forming organs and certain
disorders involving the immune mechanism

0.4%

Neoplasms

0.2%

Certain conditions originating in the perinatal period

0.1%

*Only reported ICD-10 codes at the diagnosis sequence 1 level.
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Exhibit 8.

Emergency Department (ED) Homeless High Utilizers enrolled
in Health Net, 2016-2019

Homeless patient “high utilizers” (HU) are defined as:


4 or more visits to the ED by an individual 0-64 years of age in a single
year, or



6 or more visits to the ED by an individual 65 years or older in a single
year.

Number of
ED Visits by
HUs

Total
Visits

Percent
of HU
Visits

Number
of HU
Patients

Total
Patients

Percent
of HU
Patients

6,570

12,470

53%

902

4,710

19%

65+

80

209

38%

10

71

14%

Total

6,650

12,679

52%

912

4,781

19%

9,173

16,863

55%

1,254

6,194

20%

65+

205

359

57%

17

110

16%

Total

9,426

17,222

55%

1,271

6,304

20%

9,173

17,274

53%

1,193

6,423

19%

65+

325

503

65%

20

101

20%

Total

9,498

17,777

53%

1,213

6,524

19%

9,127

17,651

52%

1,235

6,686

19%

65+

205

373

55%

13

96

14%

Total

9,332

18,024

52%

1,248

6,782

18%

2016
Under
65

2017
Under
65

2018
Under
65

2019
Under
65
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Inpatient Admittance
Exhibit 9.

Inpatient Hospital Admissions among Homeless LA Care and
Health Net Medi-Cal Enrollees, 2017-2019

Metric

2017

2018

2019

Total IP Hospital Admissions

25,763

27,920

26,243

Unique IP Hospital Patients

11,859

12,781

12,458

Average Number of Admissions*

2.17

2.18

2.09

Average Length of Stay (Days)

4.98

5.37

5.26

$147.54M

$198.65M

$191.86M

Total IP Hospital Cost Paid**

*Average number of admissions is calculated among the homeless patients who were admitted to the
hospital at least once during the year, not of total homeless Medi-Cal enrollees in each plan.
**Total IP hospital cost paid was only available for 60-68% of admissions across the three years,
primarily due to homeless patients being admitted to either DHS facilities or capitated hospitals, or
being covered by health plan partners.

Exhibit 10. Inpatient Hospital Admission Diagnoses among Homeless LA
Care and Health Net Medi-Cal Enrollees, 2017-2019

Diseases of the circulatory system

16%

Certain infectious and parasitic diseases

11%

Diseases of the digestive system

10%

Injury, poisoning and certain other consequences of…

10%

Diseases of the respiratory system

9%

Endocrine, nutritional and metabolic diseases

7%

Symptoms, signs and abnormal clinical and laboratory…

6%

Diseases of the skin and subcutaneous tissue

5%

Mental and behavioural disorders

5%

Pregnancy, childbirth and the puerperium

5%

Diseases of the nervous system

4%

Diseases of the genitourinary system

4%

Diseases of the musculoskeletal system and connective…

3%

Factors influencing health status and contact with health…

2%

Diseases of the blood and blood-forming organs and…

2%

Neoplasms

1%

Diseases of the eye and adnexa

0.1%

Certain conditions originating in the perinatal period

0.1%

Diseases of the ear and mastoid process

0.08%

Congenital malformations, deformations and… 0.05%
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Private Hospital A
Private Hospital A provided data for 2,861 homeless patients and 4,729 hospital
visits collected from 2016-2019.

Patient Demographics
Exhibit 11. Race/ethnicity of homeless patients

43%
25%

Hispanic

22%

White/Caucasian Black/African American

2%

1%

1%

6%

Unknown

Asian

More than one race

Other

Exhibit 12. Gender of homeless patients

Female
, 30%
Male,
70%

Exhibit 13. Age of homeless patients

24%

23%

21%

19%

7%
18 to 24 years old

Age of
patients

July 2020

7%
25 to 34 years old

35 to 44 years old

45 to 54 years old

55 to 64 years old

Mean

Median

Min

Max

43

44

18

90

65+ years old

39

Hospital Visits
Exhibit 14. Number of homeless patient hospital visits per patient

75%

13%

1

2

5%

3%

4%

1%

3

4

5 to 9 visits

10 or more visits

Mean

Median

Min

Max

2

1

1

36

Number of
visits

Exhibit 15. Length of stay in hospital for homeless patients, in days

19%
15%

15%
12%

12%

10%

9%
7%

2%
Less than a
day

Number of days in
hospital

July 2020

1%
1

2

3

4

5

6

Mean

Median

Min

Max

5

4

0

168

7

8 to 29
days

30 days or
more
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Exhibit 16. Common diagnosis for admitted homeless patients*

Mental, Behavioral and Neurodevelopmental disorders**

Diseases of the circulatory system

71%

5%

Injury, poisoning, and certain other consequences of
external causes

3%

Certain infections and parasitic diseases

3%

Diseases of the digestive system

3%

Other***

15%

*Only reported ICD-10 codes at the diagnosis sequence 1 level (n=4,733).
**Common mental, behavioral and neurodevelopmental disorders include
schizoaffective, bi-polar, and major depressive.
***Other includes diseases of the skin and subcutaneous tissue, endocrine,
nutritional and metabolic diseases, diseases of the respiratory system, diseases of
the musculoskeletal system and connective tissue, diseases of the genitourinary
system, diseases of the nervous system, pregnancy, childbirth, and puerperium,
neoplasms, diseases of the blood/ blood-forming organs, and diseases of the ear
and mastoid process.

Health Insurance of Homeless Patients
Exhibit 17. Health care coverage for homeless patients

Medi-Cal

53%

Medicare/Managed Medicare

19%

Medicaid/Managed Medicaid
Charity

14%
5%

Capitation

4%

Self Pay

4%

Other*

2%

*Other includes, but not limited to, private insurance, Blue Cross HMO/PPO,
commercial insurance and workers’ compensation.
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Discharge Setting for Homeless Patients
Exhibit 18. Common discharge settings for homeless patients
75%

6%
Home or Self
Care

Skilled
Nursing
Facility

4%

2%

1%

Left Against Home with Psychiatric
Medical
Home Health
Facility
Advice
Care

1%

1%

0.4%

Other
Healthcare
Facility

Deceased

Intermediate
care,
including
recuperative
care

10%
Other*

*Other includes, but not limited to, psychiatric facility, law enforcement, inpatient
rehab facility, or transfer to another hospital.
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Private Hospital B
Private Hospital B provided homeless patient data collected in 2019 for 2,208
patients and 4,109 hospital visits. Prior to 2019, Private Hospital B did not flag
homelessness in their electronic medical records system.

Homeless Patient Demographics
Exhibit 19. Race/ethnicity of homeless patients*

58%
34%

White

Black or African
American

5%

3%

1%

Other

Unknown

Asian

0.5%

0.1%

Native Hawaiian American Indian
or Other Pacific
Islander

*Some homeless patients had more than one race; thus, the total is over 100%.
Exhibit 20. Gender of homeless patients*

Female,
25%

Male,
75%

*Gender was available for 2,202 homeless patients.
Exhibit 21. Age of homeless patients*

23%
0.3%

6%

22%

21%

19%

Less than 18 years 18 to 24 years old 25 to 34 years old 35 to 44 years old 45 to 54 years old 55 to 64 years old
old

July 2020

8%
65+ years old
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Mean
Age of
45
patients
*Age available for 2,107 patients.

Median

Min

Max

44

2

89

Homeless Patient Hospital Visits
Exhibit 22. Number of hospital visits per homeless patient

71%

15%

1

Number of visits
per year

2

6%

3%

4%

2%

3

4

5 to 9 visits

10 or more visits

Mean

Median

Min

Max

2

1

1

103

Exhibit 23. Number of homeless patient hospital visits per month
January

322

February

334

March
April

The average number of
visits per a month is 349.

315
268

May

350

June

373

July

372

August

375

September
October
November
December

July 2020

350
325
373
433
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Exhibit 24. Length of homeless patient stay in hospital, by days

74%

10%
Less than
a day

4%

3%

2%

2%

1%

1%

3%

1%

2

3

4

5

6

7

8 to 29
days

30 days or
more

1

Number of days in
hospital

Mean

Median

Min

Max

1

0

0

109

Exhibit 25. Length of homeless patient stay in hospital, by days, per month

Less
than a
day

1

2

3 to 7
days

8 to
29
days

30
days
or
more

3%

8%

2%

1%

4%

10%

3%

1%

3%

6%

5%

0%

Mean

January
(n=322)

76%

February
(n=334)

71%

March
(n=315)

73%

April (n=268)

72%

11%

3%

11%

2%

0%

1

May (n=350)

68%

11%

5%

12%

3%

1%

2

June (n=373)

77%

10%

5%

6%

3%

0%

1

July (n=372)

76%

9%

3%

8%

3%

0%

1

August
(n=375)

74%

3%

7%

4%

0%

September
(n=350)

73%

4%

11%

3%

1%

October
(n=325)

71%

4%

9%

3%

2%

November
(n=373)

77%

3%

8%

2%

1%

December
(n=433)

73%

2%

9%

3%

1%

July 2020

10%
12%
12%

11%
9%
11%
9%
11%

1
1
1

1
1
2
1
1
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Exhibit 26. Common diagnosis for homeless admitted patients*
Symptoms, signs, and abnormal clinical laboratory findings, not
elsewhere classified**

25%

Mental, Behavioral and Neurodevelopmental disorders***

20%

Diseases of the musculoskeletal system and connective tissue

10%

Injury, poisoning, and certain other consequences of external
causes

9%

Factors influencing health status and contact with health
services

9%

Diseases of the skin and subcutaneous tissue

8%

Diseases of the respiratory system

3%

Diseases of the circulatory system

3%

Diseases of the digestive system

3%

Other****

10%

*Only reported ICD-10 codes at the diagnosis sequence 1 level (n=3,876).
**Common symptoms, signs, and abnormal clinical laboratory findings, not
elsewhere classified include chest pains, nausea, and suicidal ideations.
***Common mental, behavioral and neurodevelopmental disorders include alcohol
use, stimulant abuse, and schizophrenia.
****Other includes external causes of morbidity, diseases of the genitourinary
system, certain infections and parasitic diseases, diseases of the nervous system,
endocrine, nutritional and metabolic diseases, diseases of the ear and
mastoid process,
diseases of the blood and blood-forming organs and
certain disorders involving the immune mechanism, pregnancy, childbirth, and
puerperium, and neoplasms.
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Homeless Patient Health Insurance
Exhibit 27. Homeless Patient Health Insurance Type*

Medi-Cal

65%

Medicare

38%

Medicaid Out Of State

2%

Veterans Administration

2%

*Data available for 795 patients. Some patients had more than one benefit; thus,
the total is over 100%.

Exhibit 28. Homeless Patient Health insurance Carriers*
LA Care Health Plan

45%

Health Net

24%

Blue Cross
Blue Shield
Molina Healthcare of California
United Healthcare
Other**

11%
6%
5%
2%
8%

*Data available for 1,208 records
**Other health plan carriers include, but not limited to, Humana Choice Care
Network, Aetna, Kaiser Permanente, and Inland Empire Health Plan.
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Discharge Settings for Homeless Patient
Exhibit 29. Discharge settings for homeless patients, 2019

75%

11%

Home

4%

Against Medical
Advice (AMA)

3%

3%

2%

1%

Recuperative
Care

Inpatient Psych Inpatient Acute
Medicare
Care - Another
Certified
Hospital
Nursing Facility
(SNF)
*Other includes, but not limited to, home with home health, deceased, inpatient
rehab, Intermediate Care Facility (ICF) - Non-Certified Nursing Facilities and
Prison/Jail/Law Enforcement.

Other*

Exhibit 30. Discharge settings for homeless patients by length of stay

7

8 to
29
days

30
days
or
more

Avg
stay

0.4%

0.4%

1%

0.1%

1

1%

0.5%

0.5%

2%

0.2%

1

11%

8%

10%

19%

4%

7

Less
than
a day

1

2

3

4

5

6

Home (n=3,152)

82%

9%

3%

2%

1%

1%

Against Medical
Advice (AMA)
(n=440)

77%

8%

6%

3%

3%

8%

5%

10%

10%

15%

Discharge
setting

Recuperative Care
(n=185)
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Exhibit 31. Diagnoses for patients discharged to recuperative care
settings*
Symptoms, signs, and abnormal clinical laboratory findings,
not elsewhere classified**

27%

Injury, poisoning, and certain other consequences of
external causes***

14%

Diseases of the skin and subcutaneous tissue****

14%

Mental, Behavioral and Neurodevelopmental disorders

8%

Diseases of the musculoskeletal system and connective
tissue

6%

Diseases of the digestive system

6%

Diseases of the circulatory system

5%

Diseases of the respiratory system

5%

External causes of morbidity

4%

Diseases of the genitourinary system

3%

Endocrine, nutritional and metabolic diseases

3%

Factors influencing health status and contact with health
services

3%

Other*****

3%

*Only reported ICD-10 codes at the diagnosis sequence 1 level (n=185).
**Common symptoms, signs, and abnormal clinical laboratory findings, not
elsewhere classified include chest pains, shortness of breath, and suicidal ideations.
***Common injury, poisoning, and certain other consequences of external causes
include head injuries, neck fractures, and rib fractures.
****Common diseases of the skin and subcutaneous tissue include cellulitis of
limbs and cutaneous abscesses.
*****Other includes diseases of the blood and blood-forming organs and certain
disorders involving the immune mechanism certain infections and parasitic
diseases, diseases of the ear and mastoid process, diseases of the nervous system,
pregnancy, childbirth, and puerperium, and neoplasms.
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Private Hospital C
Private Hospital C provided data for homeless patient emergency department visits
in 2018.

Homeless Hospital Visits
Exhibit 32. Number of homeless patients and homeless patient visits

4,607

2,407

Patients

Visits

Exhibit 33. Emergency department utilization by homeless patients

4,892

2,202

Patients

July 2020

Visits
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Private Hospital D
Private Hospital D provided homeless patient data collected from January 2019 to
December 2019 for their Los Angeles service area.

Hospital Visits
Exhibit 34. Number of homeless patients and homeless patient encounters

7,648

6,490

Patients

July 2020

Visits
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Department of Health
Services (DHS)
The Department of Health Services (DHS) provided data on homeless clients and
recuperative care funded beds from January 2016-November 2017.

Homeless Patient Demographics1
Exhibit 35. Race/ethnicity of homeless patients
Hispanic/Latino

34%

Black/African American

31%

White/Caucasian

22%

Unknown

4%

Multi-racial

4%

Asian
Native Hawaiian/Pacific
Islander
American Native

3%
1%
0.4%

Exhibit 36. Gender of homeless patients

72%

27%
1%
Male

Female

Transgender

1,496 homeless patients that were enrolled in recuperative care between January 2016
and November 2017.
1

July 2020
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Exhibit 37. Age of homeless patients

34%
17%

18%

30 to 39 years old

40 to 49 years old

11%

18 to 29 years old

21%

50 to 59 years old

60+ years old

Referrals and funding


The average cost per bed is $150 per night.



Between June 2019 and January 2020, DHS has been able to
accommodate 427 of the 451 clients with an application to interim (94.7%)
within the month they applied.

Recuperative care stays


Average length of stay is 6 to 9 months.



Most patients exit to permanent housing, others to another facility/level of
care, reunited with family/friends or leave without notifying the interim
housing staff.
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Recuperative Care Provider
A
Recuperative Care Provider A provided data for 113 homeless clients collected from
2018-2020.

Homeless Patient Demographics
Exhibit 38. Race/ethnicity of homeless patients

48%
31%

White/Caucasian

Black/African
American

3%

2%

Asian or Pacific
Islander

American Native

9%

8%

Unknown

Other

Exhibit 39. Gender of homeless patients

73%

25%

Male

July 2020

Female

2%

1%

Unknown

Transgender
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Exhibit 40. Age of homeless patients

20%

23%

23%

22%

25 to 34 years old

35 to 44 years old

45 to 54 years old

55 to 64 years old

11%

2%
18 to 24 years old

Age of
patients

Mean

Median

Min

Max

48

44

21

82

65+ years old

Recuperative Care Stays
Exhibit 41. Length of stay for discharged homeless patients*

26%
22%
18%
13%

12%

9%

Less than a
month

1 month

2 to 3 months

4 to 5 months

6 to 8 months

9 to 10 months

*77 of the 115 stays had data on the intake and discharge date.

Number of
months

Mean

Median

Min

Max

3

2

0

10

Discharge Setting for Homeless Patients
Exhibit 42. Discharge settings for homeless patients

27%

26%

Referred to
other interim

Declined
services

July 2020

14%
Permanent
housing

10%

9%

9%

Incarcerated Higher level of
Unable to
care (HLOC) locate client
transfer

3%

1%

Residential
treatment

Deceased
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Exhibit 43. Discharge setting for homeless patients by length of stay
Less
than a
month

1 month

2 to 3
months

4 to 5
months

6 to 8
months

9 to 10
months

Average
length
of stay

Declined services (n=20)

40%

25%

15%

0%

15%

5%

2

Referred to other interim (n=21)

14%

10%

5%

29%

19%

24%

5

9%

18%

18%

0%

45%

9%

5

Discharge setting

Permanent housing (n=11)
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Recuperative Care Provider
B
Recuperative Care Provider B provided data for 497 homeless patients with 530
visits collected from 2015-2019.

Homeless Patient Demographics
Exhibit 44. Race/ethnicity of homeless patients*

38%

32%
21%

Hispanic

Black/African
American

White/Caucasian

4%

4%

Asian or Pacific
Islander

Unknown

1%
American Native

*Race/ethnicity only available for 160 patients.
Exhibit 45. Percentage of chronically homeless

No,
43%

Yes,
57%

Exhibit 46. Age of homeless patients

46%
25%
5%

9%

25 to 34 years old

35 to 44 years old

July 2020

14%

45 to 54 years old

55 to 64 years old

65+ years old

57

Mean

Median

Min

Max

55

57

25

95

Age of patients

Recuperative Care Stays
Exhibit 47. Length of stay for discharged homeless patients*

30%

18%
11%

15%

11%
5%

Less than a
month

1 month

5%

3%

2 to 3 months 4 to 5 months 6 to 7 months 8 to 9 months

10 to 11
months

12 months or
longer

*348 of the 530 stays had data on the intake and discharge date.

Number of
months

Mean

Median

Min

Max

3

2

0

20

Homeless Patient Health Insurance
Exhibit 48. Homeless patient health insurance types*

64%

12%

Medi-Cal

Inactive/ No
Insurance

11%

Medi-Cal
Connect

9%

Part of Extended
Reporting Period
(ERP)

2%

1%

1%

Medicare

Other

Unknown

*Some patients had more than one type of insurance; thus, the total is over 100%.
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Exhibit 49. Homeless patient health insurance carrier*

Health
Net,
26%
L.A.
Care,
73%
*Data was provided for 265 cases.

Discharge Setting for Homeless Patients
Exhibit 50. Homeless patients discharge settings

26%

20%

Left to
Missing in
Housing for
Action
Health (HFH) (MIA)/Against
Housing
Medical Advice
(AMA)

11%

Procedural
Stay*

15%

10%

8%

5%

4%

Higher Level Transferred to Return Home
of Care
another
(HLOC)
recuperative
Transfer
care or interim
housing

Deceased

Other**

*Procedural Stay is 24-hour inpatient unit that provides skilled nursing care to a
select group of patients.
**Other includes Hospitalized, Scattered Housing, Terminated, Supportive Housing,
Family Reunification, and Incarcerated.
Exhibit 51. Common discharge setting by length of stay at Recuperative
Care Provider B

8 to 9
months

10 to
11
months

12
month
s or
more

Average
length
of stay

25%

13%

11%

10%

7

7%

6%

0%

0%

0%

2

0%

0%

0%

0%

0%

0

Less
than a
month

1
month

2 to 3
months

4 to 5
months

6 to 7
months

Left to HFH
Housing (n=89)

4%

2%

10%

24%

MIA/AMA (n=68)

40%

24%

24%

100%

0%

0%

Discharge
setting

Procedural Stay
(n=36)
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harderco.com

Harder+Company Community Research works
with public- and social-sector organizations across
the United States to learn about their impact and
sharpen their strategies to advance social change.
Since 1986, our data-driven, culturally-responsive
approach has helped hundreds of organizations
contribute to positive social impact for vulnerable
communities. Learn more at www.harderco.com.
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