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Today’s Webinar

• Introduction to HHIP Implementation Toolkit

• Understanding HHIP Performance Metrics

• Maximizing Enhanced Care Management (ECM) and 

Community Supports for People Experiencing 

Homelessness

• Next Step: Expenditure Planning

• Data Sharing Components of Toolkit

• Q&A

Reminder: Follow Up Office Hours on April 20 and 26



Introduction to HHIP 
Implementation Toolkit



August 2022: CalAIM & HHIP Basics

www.homebaseccc.org/healthcare



NEW: HHIP Implementation Toolkit



Overview: HHIP Implementation Toolkit

1. Fundamentals of Homelessness Response for MCPs

2. Understanding HHIP Performance Metrics

3. Maximizing CalAIM ECM and Community Supports

4. Sample Bi-lateral Data Sharing Agreement

5. Needed HMIS Data Elements for Cross-Sector Work

6. Sample Workflow for Data Matching

7. Medi-Cal and HHIP Coverage of Street Medicine

8. HHIP Expenditure Planning



Understanding HHIP 
Performance Metrics



Overview: HHIP Implementation Toolkit
Red = priority

1.1 Engagement with the 

local CoC, including, but not 

limited to:

1.2 Connection and 

integration with the local 

Coordinated Entry System 

(CES). 

1.3 Identifying and 

addressing barriers to 

housing-related CS 

1.4 Partnerships with 

counties, CoCs, and/or 

organizations with which the 

MCP has a data sharing 

agreement for member 

matching.

1.5 Data sharing agreement 

with county mental health 

plans 

1.6 Partnerships and strategies 

to address disparities and 

equity in service delivery, 

1.7 Lessons learned from 

development and 

implementation of the 

Investment Plan.

2.1 Connection with street 

medicine  

2.2 MCP connection with HMIS

2.3 Tracking & managing 

referrals for CS 

3.1 Percent of MCP members 

screened for homelessness/

3.2 The # of MCP members who 

were discharged who were 

screened for homelessness 

3.3 The # of MCP members 

experiencing homelessness who 

were successfully engaged with 

ECM. 

3.4 The # of members receiving 

at least 1 CS

3.5 The # of members who were 

successfully housed.

3.6 The # of members who 

remained successfully housed.



Metric 1.2: Connection and integration with the local 
Coordinated Entry System

A narrative description of updates made to the CE process as a result 
of the MCPs involvement, including how health factors and risks have 
been incorporated into the CE assessment and prioritization process, 
and the MCP's progress toward becoming a CE access point.

Information 
Required

Pay for Reporting Metric: MCPs are awarded for the narrative 
description on progress, rather than for meeting a specific performance 
measure.

To meet the 
performance 
measurement

Work with their local MCPs to explain how CE works locally and 
discuss the possibility and desirability of them becoming access 
points to ensure their members experiencing homelessness are 
referred to access points. Together with the MCPs they should 
discuss health-related factors that can be incorporated into CE 
prioritization and assessment process to improve the overall equity 
and operation of CE.

How CoCs can 
assist



Metric 1.4: Partnerships with counties/CoCs, and others 
with which the MCP has a data sharing agreement that 
allows for exchange of info and member matching

The total # of providers the MCP has contracted with to deliver housing-
related services and the #  of those who are actively sharing MCP 
member housing status information. If the data sharing agreement is 
through an intermediary, the MCP must have  access to the members' 
information related to their housing status.

Information 
Required

Pay for Performance Metric: At least 75% of the providers the MCP 
has contracted with to deliver housing-related services must be actively 
sharing MCP member housing status information.

To meet the 
performance 
measurement

Work to develop a data-sharing agreement that facilitates information 
exchange and member matching between HMIS and MCP client 
records. Identify the process required to engage in data exchange and 
provide sufficient time to engage in that process. Seek bi-lateral data 
exchange so information about clients is coming back to the CoC, 
which can facilitate housing stability. 

How CoCs can 
assist



Metric 2.1: Connection with street medicine team 
providing health care for individuals who are homeless

The % of MCP members experiencing homelessness during the 
measurement period who received care from the MCP's street medicine 
partner (or the alternative services provided directly by the MCP in rural 
communities where no street medicine program exists).

Information 
Required

Pay for Performance Metric: MCPs must report a 10% increase as 
compared to Measurement Period 1 submission.

To meet the 
performance 
measurement

Identify current street medicine programs, if any. Make connections with 
health care providers who have street medicine programs or would be 
open to participate with associated funding. Share best practices about 
how the CoC does street outreach, which can be applied to street medicine 
programs. Connect street outreach to street medicine programs, if any. 
Strategize with MCPs on what is needed to begin or expand street 
medicine so that additional people are able to access these services. 

How CoCs can 
assist



Metric 2.2: MCP connection with the local HMIS

Whether the MCP has the ability to: 1) Receive timely alerts from their local 
HMIS when an MCP's member experiences a change in housing status; 
and 2) Match their member information with HMIS client information. MCPs 
must also describe their process to translate the timely alerts into 
supporting referrals for CS from CoCs and other housing providers.

Information 
Required

The first two elements are Pay for Performance. The MCP must answer 
yes to both. The element of translating timely alerts into CS referrals is a 
Pay for Reporting Metric, which means MCPs are awarded for reporting 
on their process, rather than for meeting a specific performance measure.

To meet the 
performance 
measurement

Work with their MCPs to provide direct access to HMIS that is more than 
read-only or enter into DSAs to facilitate both member matching and alerts 
of housing status changes for MCP members.

How CoCs can 
assist



Metric 3.4: MCP Members experiencing homelessness 
receiving at least one housing-related Community 
Support

The % of MCP members experiencing homelessness who received at least 
one of the MCP's offered housing-related CS services

Information 
Required

Pay for Performance Metric: MCPs must report a 5% increase from their 
Measurement Period 1 submission or their LHP (whichever of the two 
reported a higher percentage).

To meet the 
performance 
measurement

Educate providers about the specific CS services offered by their local 
MCPs. Collaborate with MCPs to provide information to homeless service 
providers that describe the process for making CS referrals and can 
encourage their housing service providers to apply to become CS 
providers.

How CoCs can 
assist



Metric 3.5: MCP Members who were successfully housed

The % of MCP members who experienced homelessness during the 10-
month measurement period 2 (Jan.-Oct. 2023) who were successfully 
housed during that time.

Information 
Required

Pay for Performance Metric: MCPs must report a 25% improvement from 
Submission 1 for full points; partial points awarded for signficant 
improvement that is less than 25%.

To meet the 
performance 
measurement

Help ensure that as many MCP members experiencing homelessness as 
possible are connected to the community CE, as well as referred to/ 
connected to ECM, housing-related CS, and other resources and services 
that help people find and access stable housing. Share with the MCPs the 
lack of affordable housing in the area and discuss ways to leverage MCP 
funding to increase housing availability.

How CoCs can 
assist



Metric 3.6: MCP Members who remain successfully housed

The % of MCP members experiencing homelessness who were 
successfully housed during the first four months of 2022 who remained 
housed through Oct. 31, 2023; the % of members experiencing 
homelessness who were successfully housed from May 1-Dec.31, 2022 
who remained housed through Oct. 31, 2023. 

Information 
Required

Pay for Performance Metric: MCPs must report at least 85% for full 
points; partial points will be awarded for significant achievement that is less 
than 85%.

To meet the 
performance 
measurement

Provide insight to MCPs on the strategies and supports most likely to help 
recently homeless individuals and families sustain their housing. Provide 
MCPs information on prevention resources and discuss ways to leverage 
MCP funding to increase housing availability.

How CoCs can 
assist



Questions?



Maximizing Enhanced Care 
Management (ECM) and 

Community Supports (CS)



Enhanced Care Management (ECM)

• For Medi-Cal members with complex care needs

• Intensive care coordination and services across multiple systems to 

help address both clinical and non-clinical needs of Medi-Cal members

• Required to meet members where they are in their communities, not just at 

the Dr.’s office (e.g., at shelters, on the street, or at home)

• Care managers help Medi-Cal members set clear goals, ensure they 

receive the full array of benefits they are eligible for, and coordinate across 

systems

• Anyone can refer Medi-Cal members for ECM, including self-referrals



Community Supports (CS)

• For Medi-Cal members with complex health needs and unmet social 

needs

• MCPs can provide as many of the 14 pre-identified services as possible:

For more details about each Community Support, see DHCS Community Supports Policy Guide

https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf


CoCs and MCPs are critical partners

• CoCs can:

• Identify eligible members; 

• Make referrals to ECM and CS services; and

• Support people not yet enrolled in Medi-Cal to enroll and select 

their MCP.

• Support CoC agencies to become contracted Community 

Support providers

• MCPs can:

• Leverage Medi-Cal funding to pay for CS housing-related 

services (e.g., housing navigation, housing deposits); and

• Preserve precious CoC funding for other needed services



Tips for Maximizing ECM and CS for 
People Experiencing Homelessness

• Know the forms your local MCPs use and the processes they 

require for referrals. 

• If more than one MCP in the county, ask them to coordinate and 

agree to one central form for ECM and CS referrals. 

• Use the template included in the HHIP Implementation toolkit to 

collect referral information and share with local providers.

• Understand which CS services the local MCPs offer (the HHIP 

Implementation toolkit includes a template CoCs can use to track 

which CS services are being offered by each of their local MCPs).



Topics to discuss with MCP partners

• Streamlining referral forms;

• Required documentation;

• Process for referrals; 

• Steps and time frames; and

• Referral follow-up protocols from MCP partners

• Update the CoC on referral status 

• Connect with CoC for missing documentation 

• Confirm enrollment and approval

• Provide name and contact information of ECM or CS provider.



Topics to discuss with MCPs (cont.)

• Ensure success by:

• Matching Medi-Cal members with providers who have 

experience working with people experiencing homelessness;

• Minimizing the number of providers each person is connected 

to (especially if multiple CS services are involved);

• Helping CoC providers to become contracted CS providers; 

• Identifying the most needed CS services among people 

experiencing homelessness; and 

• Training CoC providers to facilitate successful referrals.



Questions?



Expenditure Planning



Looking ahead…

• Long-term, ongoing investments and partnerships with 

MCPs

• Not all MCPs will continue to provide services in your 

county (DHCS limited the # of MCPs in many counties). 

• Opportunity to leverage incentive funds toward needed:

• HOUSING

• Filling gaps where state and federal funding is limited or 

non-existent



Investment Plans → Expenditure Plans

• MCPs and partners will want to develop Expenditure 

Plans that consider:

• The potential total amount of incentive funds each MCP s 

may be eligible for (assuming they meet all metrics).

• Other sources of funding that may be available in the 

community (federal, state, municipal, or private funders).

• The HHIP investment activities that have already been 

identified by the community. 

• Additional gaps and needs in the community’s homelessness 

response most in need of additional financial investment.



Key Considerations

• CoCs may want to discuss the following with MCP partners: 

• Should additional funds be invested in existing activities or in 

other needs that have yet to receive HHIP funding?

• What existing strategic plans in the local community should 

be referenced for new ideas?

• Are there populations or sub-populations of the community 

that are not currently being served or who are underserved?

• Are there opportunities to leverage one-time funding into 

more permanent investments, such as new affordable and 

accessible permanent housing? (E.g., Can MCPs invest in 

rehabilitation or renovation of a building that a homeless 

service provider could then operate as PSH moving forward?)



Preview: Expenditure Planning Tools

Initial stages planning tool:

Expenditure Plan template:



Questions?



Data Sharing Components



Data Sharing Sample Agreement

• Thanks to partners at 

Benefits Data Trust

• Identifies key 

considerations for a bi-

lateral data sharing 

agreement with MCPs.

• Not legal advice, but a 

template to work with 

legal advisors.



Sample Data Matching Workflow

• Text and visualization

• Sample to implement 

data matching



Needed Data Elements

• In anticipation of data 

sharing

• List of potential new 

data fields/data 

elements for HMIS to 

track newly shared 

health care data.



Questions?



Join us for Virtual Office Hours!

* Thursday, April 20th, 11:00 am – 12:00 pm

* Wednesday, April 26th, 11:00 am – 12:00 pm

Register to get the Zoom link!

https://homebaseccc.zoom.us/meeting/register/tZUlf-mupjIqH9NyZg-V2f1RVkk9W4ijLH8M


Additional Resources

• Homebase website: Resources for Building Health Care-Homeless Response 

System Partnerships, which will include Toolkit and already hosts a packet of 

Materials on Understanding and Leveraging CalAIM:

• CalAIM Basics

• CalAIM’s Housing-Related Services

• The Housing & Homelessness Incentive Program (HHIP)

• Opportunities for Homeless Systems of Care under HHIP

• Homebase webinars on Health Care-Homeless Response System 

Collaboration (this webinar recording and slides will be available here)

• DHCS Housing and Homelessness Incentive Program site: resources, 

informational webinar, submission materials (templates and metrics)

• Medi-Cal Managed Care Health Plan Directory

https://www.homebaseccc.org/healthcare
https://www.homebaseccc.org/healthcare
https://www.homebaseccc.org/_files/ugd/7a8b17_2559da258bb14f5e8566e8a609500c74.pdf
https://www.homebaseccc.org/_files/ugd/7a8b17_99e88fe62eb44585adb2f73044762fe3.pdf
https://www.homebaseccc.org/_files/ugd/7a8b17_bf17b2b0efab48c79b8f3b916fc281ff.pdf
https://www.homebaseccc.org/_files/ugd/7a8b17_f7a46b3e37f745e6a352562d169bc1fe.pdf
https://www.homebaseccc.org/homebase-webinars
https://www.homebaseccc.org/homebase-webinars
https://www.dhcs.ca.gov/services/Pages/Housing-and-Homelessness-Incentive-Program.aspx
https://www.dhcs.ca.gov/individuals/Pages/MMCDHealthPlanDir.aspx
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