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National Coalition for the Homeless 

Projects for Assistance in Transition from Homelessness (PATH) 

Congress should work to meet the needs of people with severe mental illness who become 
homeless by funding the Projects for Assistance in Transition from Homelessness (PATH) 
program at a level of $40 million for FY97. 

Congress should ensure the continued existence of the program by passing S. 1180, the 
Substance Abuse and Mental Health Services Administration (SAMHSA) Reauthorizationj 
Flexibility Enhancement and Consolidation Act of 1995. 

The Program 

The Projects for Assistance in Transition from Homelessness (PATH) grant program was authorized 
by the Stewart B. McKinney Homeless Assistance Amendments Act of 1990. It is administered by 
the Center for Mental Health Services under SAMHSA. The PATH program was created to help 
states and territories provide community-based services for people with serious mental illness who are 
homeless or at imminent risk of becoming homeless. 

PATH programs have proven very successful in reaching out to people who have been alienated 
from mainstream systems of care. PATH services eliminate the "revolving door" of episodic 
inpatient and outpatient hospital care. Multi-disciplinary teams address client needs within a 
continuum of services, providing needed stabilization so that mental illnesses and co-occurring 
substance abuse and medical issues can be addressed. Assistance is provided to enhance access to 
housing, rehabilitation and training and other needed supports. Without targeted funding for this 
purpose current providers will not be able to accommodate the particular needs of mentally ill 
homeless people, who will be left to wander the streets untreated and risk being hospitalized at the 
most expensive point of care. 

Federal, state and local PATH funds are often the only resources available to communities to support 
the types of services that are necessary for homeless people with severe mental ilhiesses: outreach to 
those outside the mental health system, engagement in treatment and services and transition to 
mainstream mental health treatment, housing and support services. PATH works - it meets a need 
no other program meets and, in so doing, reflects a wise use of scarce resources. 

Appropriations 

Until 1996, from $29.4 - 33 million was appropriated annually for PATH. For every $3 dollars of 
federal funds provided, a $1 match in non-federal ftinds is required. Services provided by PATH 
dollars include outreach, screening and diagnostic treatment, rehabilitation, alcohol and drug 
treatment, staff training, case management, supportive services in residential settings and assistance in 
gaining housing. Not more than four percent of a state's allocation can be used for administrative 
expenses. 

In 1994, 395 agencies reported providing one or more PATH-funded services to 127,231 people, 
using $29 million in Federal ftinds and an additional $20 million in State and local matching ftinds. 
On average, PATH ftinds represent more than 25% of the ftinds used by local provider agencies to 
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serve homeless individuals with severe mental illnesses. Without these tunds, vulnerable individuals 
would not be connected to needed services. 

• In a recent letter from HHS Assistant Secretary John J. Callahan, the Administration has 
professed its strong support for programs that serve homeless persons with mental illness. 
However, the President's proposed FY 1997 budget will effectively end the PATH program 
by consolidating it within the former Mental Health Block Grants (now called Performance 
Partnership Grants) with no additional funding. We urge you to contact Assistant Secretary 
Callahan and let him know that the administration should show its support for services 
to homeless people with mental illnesses by funding those services. Secretary Callahan 
can be reached at 202/690-6396. 

• Congress should be encouraged to appropriate $40 million for the PATH program for FY97. 
This increase of $11 million over FY95 ftinding (and $20 million over FY96) would go a 
long way to addressing the rapidly increasing - and currently unmet - needs of homeless 
Americans with mental illnesses. 

Reauthorization 

The Substance Abuse and Mental Health Services Administration (SAMHSA), which administers the 
PATH program, is subject to reauthorization this year. S. 1180, the SAMHSA Reauthorization, 
Flexibility Enhancement and Consolidation Act of 1995, sponsored by Senator Kassebaum, has been 
voted out of committee and currently awaits action by the Senate. In the legislation's current form, 
PATH has been preserved as a distinct funding stream. There does not seem to be a great deal of 
enthusiasm for the SAMHSA reauthorization at this time and the bill may not come up for a vote in 
either house this year. This means that SAMHSA's continued existence would depend entirely on the 
appropriations process and on the willingness of Congress to continue to fund unauthorized programs. 

• The Administration and the House Appropriations Committee have tried to consolidate PATH 
within the Mental Health Block Grants, which primarily fund Community Health Centers. 
Because CMHCs have not historically targeted ftinding to activities for mentally-ill homeless 
people, it is likely that any effort to incorporate PATH within Mental Health Block 
Grants will substantially reduce resources available to PATH programs. 

• Homeless people with mental illnesses are among the most vulnerable of all Americans. A 
recent survey of 29 cities conducted by the U.S. Conference of Mayors found that 23% of 
homeless persons had a serious mental illness. Mental illness and the lack of needed services 
was identified by 16 of the 29 cities as a main cause of homelessness. Failure to provide 
targeted PATH funds to the states places thousands of people at risk of losing access to 
needed services. Reauthorization within S. 1180 will make future targeted funding much 
more likely. 



National Coalition for the Homeless 

May 30, 1996 

Mark Mioduski 
Minority Staff Director 
House Appropriations Subcommittee on 
Labor, Health and Human Services and Education 

United Stated House of Representatives 
Washington, DC 20515 

Dear Mr. Mioduski, 

Thank you for agreeing to meet with Barbara Duffield and myself in order to discuss fiscal 
year 1997 appropriations for programs that serve homeless people within the jurisdiction of 
your subcommittee. 

As you mentioned, it is likely that the majority will again attempt to consolidate the funding 
for the Projects for Assistance in Transition from Homelessness (PATH) program within the 
mental health block grant this year. Yet state mental health directors - and the Community 
Mental Health Centers the block grant mostly serves - do not have a history of reaching out 
to homeless people with severe mental illnesses. Furthermore, if no funding for PATH 
services is added to the block grant, it seems unlikely that the states would be able to provide 
those services. Clearly, it is important that Congress continue to target funding to services 
for homeless people with severe mental illness. 

Should consolidation occur, it will be important that Congress indicate its belief that funding 
in the block grant go to support for PATH programs and services. As you requested, I am 
including report language that you may find useful. 

While the bill does not provide separate funding for grants to states for the Projects 
for Assistance in Transition from Homelessness (PATH) program, the Committee 
notes that all activities currently funded under the PATH program may also be funded 
under the mental health block grant. The Committee recognizes that meeting the 
needs of homeless people with severe mental illnesses requires special skills and 
training and that local PATH providers are uniquely qualified to carry out this work. 
States governments have also generally recognized this expertise by providing 
generous grants to match Federal PATH dollars. In order to guarantee that these 
efforts continue, the Committee recommends that $40,000,000 of the funds 
appropriated for the Mental Health Block Grant be set aside to be distributed to the 
states in order to provide services to homeless persons with severe mental illness. 

PATH is a critical program which provides outreach, mental health and case 
management services and other assistance to persons who are homeless and have 
serious mental illnesses. The PATH program makes a significant difference in the 

1612 K Street, NW #1004 • Washington, DC 20006-2802 • 202/775-1322 • Fax: 202/775-1316 
Pmon. nrhCcbnri.nM • Homeoage: httD://nch.ari.net • Handsnet: HN0055 



lives of homeless persons with mental illnesses. PATH services eliminate the 
"revolving door" of episodic inpatient and outpatient hospital care. Multi-disciplinary 
teams address client needs within a continuum of services, providing needed 
stabilization so that mental illnesses and co-occurring substance abuse and medical 
issues can be addressed. Assistance is provided to enhance access to housing, 
rehabilitation and training, and other needed supports, assisting homeless people in 
returning to secure and stable lives. 

Let me know if we can be of assistance in any other way. 

Sincerely, 

David Beriss 
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National Coalition for the Homeless 
ACTION ALERT 

THOUSANDS TO BE CUT FROM SSI AND SSDI DISABILITY ROLLS, 
PLACED ON A SHORT PATH TO HOMELESSNESS 

On March 29, 1996, President Clinton signed into law legislation (P.L. 104-121) that would deny 
SSI and SSDI disability benefits and, by extension, access to Medicaid, to people whose 
addictions are considered to be a "contributing factor material to" the determination of their 
disability status. More than 200,000 people who are currently on SSI or SSDI receive their 
benefits due to a disability determination linked to drug addiction or alcoholism (DAA). All of 
these people are liable to have their benefits terminated on January 1,1997. Furthermore, as of 
March 29, no new beneficiaries for whom addictions are material to their disability will be added to 
the rolls. 

While many current beneficiaries can be reclassified as disabled through conditions not related to 
addictions, the Social Security Administration believes that at least 40,000 people are likely 
to be eliminated from the rolls due to these changes. Starting in 1997, the 
Congressional Budget Office estimates that as many as 50,000 people per year will be prevented 
from receiving these benefits due to classification as DAA. 

SSI and SSDI benefits are often the only resources available for individuals to access housing and 
treatment, both of which are fundamental to recovering from drug addiction and alcoholism. 
Furthermore, they provide needed access to health care through Medicaid. Changes in the 
disability definitions are likely to result in 40,000 more Americans becoming homeless beginning 
in 1997, and in many thousands more becoming homeless over the next few years as people are 
found to be ineligible for SSI and SSDI. Without housing and treatment, these 
individuals will be highly vulnerable to renewed substance abuse and personal 
suffering. This will also lead to increased pressure on homeless service providers 
and greater costs to the indigent medical care system. IT IS IMPORTANT THAT 
YOU ACT NOW! 

• Help Prevent Your Clients From Losing Eligibility. Persons (and their 
Representative Payees) currendy receiving benefits due to DAA must be notified by SSA 
no later than June 28,1996 that their benefits will end on January 1,1997. If they reapply 
by July 28,1996, SSA must make a new medical determination no later tiian January 1, 
1997. If the client is found to have a non-DAA condition, benefits will continue. Remind 
your clients and their representative payees that they should be receiving notice of these 
changes in the mail. Placing notices with dates, contacts and addresses in 
shelters, soup kitchens and clinics will help reach people who may not 
regularly receive or read their mail. 

Contact your local Social Security Office and state Disability Determination 
Service to determine what steps you can take to facilitate the reapplication 
process. You may be able to determine in advance who is liable to be terminated, 
allowing those clients to begin reapplication preparations. You may also be able to collect 
application materials and help your clients prepare them, thus expediting the process. The 
National Coalition for the Homeless will serve as a clearing house for information related to 
discussions with local SSA and DDS offices. Please contact David Beriss at 202/775-1322 
with your experiences or if you would like to hear about other approaches. 

• Prepare other local service providers to help prevent people from losing 
their benefits. Anyone whose clients may receive benefits due to addictions, as well as 
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medical practitioners who may perform disability evaluations, should be provided with 
training concerning these changes. The Coalition on Homelessness in San Francisco has 
begun training providers and can provide ideas and materials if you are interested in 
organizing such training. Contact Jennifer Freidenbach at 415/346-9693. 

Congress' action in this situation was based neither on solid data nor on a well-
thought out approach to helping vulnerable Americans address their addictions or 
overcome their disabilities. $50 million was added to the Substance Abuse Block Grant in 
this legislation, but this is hardly enough to significantly impact the problem. In fact, these 
additional funds are not even targeted to current or former SSI or SSDI recipients, housed or 
homeless. Currently, there are no federal funds targeted to services for homeless persons with 
substance abuse disorders. However, there are steps you can take to change this 
situation. 

Let members of Congress and the Administration know that this change will 
result in a significant increase in homelessness. Health problems will also 
worsen and health costs for the medically indigent - borne by states and local governments 
- can be expected to rise, with increased use of emergency rooms and detoxification 
facilities. Furthermore, an additional $50 million does not begin to address the need for 
treatment resources, especially since there are an estimated 1 million Americans currendy 
on waiting lists for treatment. If Congress and the Administration are serious 
about addressing substance abuse, they should substantially increase 
resources available for treatment, targeting a significant portion to people 
excluded from SSI and SSDL Members of Congress can be reached at 202/224-
3121. Carol Rasco, head of the President's Domestic Policy Council, can be reached at 
202/456-1414. 

• The Substance Abuse Prevention and Treatment Block Grant is die main source of federal 
substance abuse treatment funds. There are currendy no set-asides within this grant for 
outreach to or treatment services for homeless people. However, you may be able to work 
within your state to target some of these funds to the needs of homeless people. Contact 
your state Alcohol and Drug Abuse Director and Governor and alert them to 
the impact these changes in SSI and SSDI will have on homelessness. 
Remind them that housing and treatment play essential roles in helping 
people control their addictions. If you do not know who your state alcohol and drug 
abuse director is, please contact David Beriss at the National Coalition for die Homeless, at 
202/775-1322. 

The increase in homelessness, in substance abuse on the streets and begging will come at a 
high political cost for local elected officials. Your governor, mayor, city council 
members, police chief and public health officials may be enlisted as allies 
in working to make sure more resources are made available to prevent 
homelessness among people with substance abuse disorders. We will need to 
build strong local coalitions if we are to motivate Congress to devote resources to 
addressing the problem it has created. Help educate people: Treatment works and 
housing is the first form of treatment. 

For further information, please contact David Beriss at the National Coalition for the Homeless, 
(202) 775-1322, email: nch(S)ari.net. 



Health Care for the Homeless 
Federal Policy: Issues;r june 1996 

Health Ciare for the Homeless, projects provide accessible and comprehensive health services-to homeless 
persoris. Offering an integrated model of care. HGH projects improve the quality of the Hves of horneless 
persoiis through primaiy. and preventive health care, outreachi-mental health and addictions, services, case 
management, transpdrtation and translation services - and assistance in securing housing and an income. .' 

Initiated by the Riobert.Wood Johnson Foundation and the Pew .Charitable Trusts in 19,85, Health Care for the 
Homeless became a Federal program in-1987. : Today, the U.S. Public/Health Services' 'Bureaii of Primary 
Health'.Gare ftihds 123 Health Care for the Homeless'projects in 48 States and the District .of Columbia. 
These public and pnvate. nonprofit agencies served 450,000 homeless men, women, and children in 1995. 

The tiirbulent health care environment-and dramatic, declines. ih: pubiic support directed to ihdigent and disabled • 
populations' increase the impoirtance of Health Care for the Homeless as-a program targeted to'people who are 
honieless. Maiiitaining-these vital health sem^ " \ ' 

Guaranteeing the Continuation of the National Health Care for the Hoiheless Program: 

• Reauthorization'of The National Health Care for.the Homeless Program - A version of S. 1044, 
the Consolidated. Health Centers Reauthorizatiori Act, or its eqiiivaient should be adopted to assure stability 

•'for the national-Health Care for the Homeless Program. The proposed guarantee of three year, targeted . 
: fijhding for HCH and iinigrant health programs should ^ 

• Appropriation for the National Health Care for the Homeless Program - Congress should provide 
. at least $72..iriillion for, the Health Care for the Homeless Program's portion of-the consolidated health ; 

centers appropriation in FY97, eimbling thê ^̂  • 

Streiigthenihg mental health services for homeless persons: 

•PATH (Projects for Aissistaiice m the Transition froin Homelessness) is the sole Federal program specifically 
funding inental health services for :hundreds of thousands of Americans with mental illnesses on bur streets. We 
seek ah BY97 appropriation of $40 ^ , 

Securing accessible addictioiis treatment for homeless persons: i 

Research has demonstirafed that services which address the-specific; needs of homeless persons with addictions can . 
be effective. The Federal Substance Abuse Prevention and treatment explicitly require : 
that the heeds of homeless persons .be addressed by States and local providers, and FY97 appropriations 
should accurately reflect the complexify of treating vulnerable persons vnth addictions. 

Meaningful Medicaid reform: . 

Until health insurance is universally available by means oiF a single payer system, any reform of the Federal 
Medicaid program should niaintahi the legally-enforceable entitlement to health care for indigent, disabled, 
and elderly Americans, The.pairticipation of Heailth Care for the'Homeless projects and other indigent care ' 
• prpyiders "in'-Medicaid -is vital if Medicaid- is to cpiriprise.-ian effective" safety 'net, • ' ." . 

For further inforniation, please ĉ ^̂  
The National Health Care for the Homeless Council, 615/226-2292 
The National Coalition for t̂ ^ 
The NatibnarAssociation of Cominunity Health Cê ^̂  



• Re^uthbnzatio^^ ; V • 
Health G^e for the Hpnieless Progr 

We urge M and the. Seniate to adopt Sil044 br< equivalent ' 
legisliatibn. The guarantee of proportional funding for homeless health care within 
S:1044 should be Extended to 5 . ' . ^ V / ' - •! 

We further lirge; t̂  Commerce •Gortimitteê  
reaiithprizeS' the Health' Gare for the at least five yearsi arid •: 
which guaraiitees funding tar^ homeless health care projects for this period. , : 

'•• The Federally-ftihded Health Care for the .Homeless Program .was-, created as Section -340 of .the Public .Healtii ' . , ; ' •, 
; ,SeWices Act by the Stê ^ 1987.' This legislation a Robert •; •;, 
. Wood Johnson ;Fdundatiph/Pew Charitable Trusts, endeavor establiishing Health Care for the Hpmeless .projects . 
in 19 .cities ,iacross ;.the Um^̂  he?dth care programs ; • 

; ,specifically•targete& to.hp . } 

.The past ten'years- have.'furth.er dempristtated sig'nificajice of .targeted .i^^ for, health-.care services to ' •) 
homeless: persbrisl' 'Their'ppprhealth s.taM 'contributes tp'their homele'sshess; :,their.:hometessness.causbs-̂  '•• . | ' ' ' 

;. health problems, while.'exacerb.atihg existing-'conditibps-,A'dditidtially," homelessness dramatically conipUĉ tes>'. • .;• • ; 
•.treahiKnt'.\ Ah integ^^ mpdel pf ;carei ;coordiimtinĝ  ,pf services - best :addresses' the : • , ' . 

; health:need3 of hbiiaeless p not only primary health services, .but putfeach,; mental . .., - . 
'';heaith,W addictiphs'services, ahidPase mahagerhent,.as well as attention to'mee&g clients in,the a r e a s ; . 
of employment arid ediicational . services, child ' care, trarispPrtation, ' dental care, translation services',, and • • *" ; 
affbirdablehousing).i.^;-'- - ; ' ' " r - ' ^ - V - ' , ..̂  t'V. •• - • V'''.̂ ' •'.'̂ 't' • , .' .••••;'' 

'Absent a Health;.Carevfpr.ihe HPineleŝ  niight pffer some levei' of p 
• care to homeless persons. Indigent care systems are, hpWever, oyerwhehne'd by .burgeoning demand; associated " • v 
\yith risirig poverty rates accpmpaiiied.bymcreasing numberŝ  indi'geht caire 
infrastructure i.uicluding rural;and inner.city hospitals; public clinics, and ŝ^ practitioners;- is. also threatened •. 

!iby the, c6risblidatiPri';bf health services and.the growth of fbr-pirbfitnaariaged' care compahies (which rarely haye ,, •. • ' >; 
• , theexperierice," expertise, or willtpseiryee^^ ' • • . f - . - ,. ' ' . ' . • . " 

.,Thus, a hatibnal Healtĥ  C the Homeless Prpgram remains indispensable, .iiie. authoriaatipn.for:̂ ^̂ ^ : V 
• program expired oh'Septernber-3p, 1995.;i, Legislation to assure ite continue has been adopted by .the ; ' 
Seiiate.Î bbr and Human Resoî ^̂  the Consolidated Healtĥ Geriters Reauthprizat̂ ^̂ ^̂  • 

. but -has not been brbughr- tb the;. Seriate-'floor. • 'in the House, • Cbrigressrnan;Bill Richardson (D-NM); has ," "• 
Cintrbduced a reauthorization-measure [HrRî GSl.] >' as have-Gongressmeh John Dingell..(D-KlBQ ;aŷ^̂  ,' • 

: ."V/ajmah (D.-GA) [H.R.2206]; neidier.bill-has,been considered by-the;Gominw^ ; , ;.' •/ : f . ; 

; 'S; 1044 cPniblid^ the health center prograriis. cubehtly op as Sections 329 (lifigraht Health)',' 3 .; 
. (Gbmiminitî Healt̂ ^̂ ^ 340,,̂ ealth Garê f̂e the:HpnielessX-̂ d:340A;p^ M Piiblic Hbusirig) u i ^ ^ 
-••-a single Sectibn'bf.the'-Pu^ ;Ser/icê . Act. ;it;authbi:ize^ for five- ŷ airsT,. but',maii](toihs-;diê ^ 
. , existing" propoitip 
:. and fifth ye^^• of' th^authbriiatipii, jh6 Secretkry; of Health aiid- Humari;,5eî  is-Required'tP assure, that.̂ :. | . -
funding is distriM the needs.,pf vulrierâ  populations;: • hbweyer. prbje^^ 

" spec'ifically>address the heal.th needs of hpmeless persons wô iid,not.be guaranteed,f̂ ^ r "\̂ ^e .we siippoft • . 
, thei coiisplidatip^^ of reducing administrative costs^ .specific and "complex health needs pf homeles.S :' •.: . < 
• persons reqaite-.the ava existingihbmeless health care infrastructure; . legislation should provide > ^ • \ 

t h i s ' g u a r a n t e e . . . "••..••'•• .-y? -.••-•̂  • ^ > ^ : , " ; ' . :--



ApprGpriatipn for the Natibrial 
Health Care for the Homeless Program- June 1996 

We urge the President and Congress National Health Cai-je for the Homeless 
Program's portion of the consolidated health centers appropriation in FY97 at least.at 
$72 million ^ equivalent to the FY95 appropriation ($65.4 milh^ inflation of 5% 
per year. In FY97 the consolidated health centers appropriation should total at least 

'$832:miliion.'' . • 

Hundreds .Pfthoiisands of homeless Americans need accessible, appropriate health care services. Health 
Care for the Hpmeless projects across the U.S. depend on Federal funds, combined with the substantial 
dollars which they leveragP, to help meet this need. But these Federal funds are not at all secure. , 

The Omnibus AppirPpriatipris and Rescission-Act; adopted on. 4725/96 concluded the Federal appropriations, 
process for this fiscal year. Fbr FY96 the Natioiial Health Care for the Hpnieless Prograrii received a level of 
funding equiyaJent to the FY95 amount of $65.4 million. This appropriation is part Of ia larger consolidated. -
health centers a^prPpriatibh of $759,523,OOCiv which includes monies for community health centers, rriigrant" 
health centers,,health centers in public housing, and Native Hawaiian . ' : ' ' ; 

The $65:4 million in Federal.contributions suppPrts 123 Health. Care for the Hpmeless pfpjects; These 
community-based primary.care providers.reached 450,000 different homeless people in 1995, who are generally 

-uninsured persons with'multiple health, and. social pi-pblems. At current levels of funding, HCH projects ' 
currently are able to assist only one^fifth pf those living on the streets pr in shelters: This publicly-suppprted.. -
primly care infrastructure' becomes increasingly more .importarit as the numbers pf Americans whp are 
uninsured and.homeless rises. Arid Federal Health;Care for the Horiieiess,dollars are ah-essential element pf 
this mfrastructure: \ conibined with at.;leak'$32;7,mllion in matching local dollars. Federal funds produced 
nearly $100 million for these; crucial targeted health ŝ  

The rapid consolidatibn 'withiri the health care industry and the moyemerit tp managed care for Medicaid 
participants is increasing the pressui-e on the .existing indigent care infrastmcturei; Econoniic pressures on iuner 
city hospitals and ;.iridepend6nt rural practitioners reduce the availability , of care for the uninsured. The ' 
conversion of not-rfor-profit health facilities tb fpr-profit status may increase corporate cpnd-ibu'tions tP public 
treasuries, but diminishes the'provision of uncompensated care, These taX dollars'must be directed toward the , 
.41 million Americaiis withPut health insurance, and pa^ the most vuhaerable among' us - hpmeless'. 
./.persoris..-- • ." • 

'. Without the Federail funds, rhaiiy .HCH projects wbiild be forced to shut their doors, exacerbating the effects 
of untreated health problems - both fbr hbriieless individuals and for the, gerieral,pubUc., The important TB and 
Hiy riianagement and prevention- which HGH.prPjects provide would be lost; remainmg public health providers 

; woiild .become even riipre.crpwdejd; perisons with rriental illness and addictions Avould remain unserved on our 
streets; homeless cMldren would go wittiout inimunizations; homeless women \yould have no access to ptenatai 
care; and emei"gency room use - the most,expensive point of care - would,increase. As a consequence, our 
cpnimunities'health w(.ould declW arid he 

As, homelessness increases and, the'complexity 'Of the health problems of honieless persons mounts, additibnal , 
dollars are required tb meet these needs. An adequate Health Care for die Homeless Prpgram is'an investment 
in an effective and' accessible health care infrastrucuire, an iriyestnient with substantial returns-for homeless • 
individuals arid fariiilies, as;well as fbr the health of our comm .' . -; 



Strengthenihg Mental H For Hprn l̂es$ %rsons : : : 
.-0.^•:x^;:;;-\.'•hfflalth'-Ciare.tQ Jun'e-;1:996''.-' ;-f?'-'/.','''. ''d':, 

In iFY97 Congreiss jahii the; President should increase fundinjg for PATH to 
v̂  ;v$40,000,̂ 00J- T services to i75;|00̂  ' 

homeleiss-/persons.::^ '' ^-lV -''^-y-': -K- J-'-'-yr^-^y 

ACCESS, i dem - ; 
^ should receive an FY97 appi:̂ )pm wiU maiintafin 7 

valuable sê ^ mental illness0ŝ  

j .̂ ., "•' . . the Health Care for die Horiieiess prPgr^ deriiPristrate' that.hom^ ' "; • ' ' 
• "• • ,'• can.'best.be addir̂ ssed,if-a comprehensive'set. bf services ciients; These, ihclude'ribt only.:.;; .'. ,V... • 
< ;•• v̂\'-p)fimary'healtî ^̂  ••• '̂.••''/'r'yy i ' ' - ' '••^•'"r:,. '.•"''.•'•, 

.. . ' . A' sigmfieant.pf.Pportion of hprrieless persoris suffer frbriiiinental.ilta^ Outcasts pii Main.Street: The ' 
.' ' ' ^ Report of t^^ any: given : ^ 

. ! night,. 1/3.of the singk̂ ^̂  serious mentd illnesŝ  Unfortunately, Qur '; ' , ' . 
•J-:':' - existing mental .'health seiy ice! s largely'maccessible"tp:homeie.ss;perŝ ^̂  .Few public pr private , '-V ,.. 
,' r,. •'. 'mental--̂ ^̂ ^̂  providers\,hive''&^̂ ^ needs of thesev'yeiy ;\ailhera^ . 

.':''gptsaT[i.^\-^^ :\'':^ ';'•..• '.•'-.••"'••:.,• '•••• i' 

, / -/Persoris wit^ se'ribus.and persistent riie'ntari^^ whb-.are jiving on the .streets frequently cycle throiagh ; '/^ 
•.; • such ihstitiitibris :as 'cbiiftsv jails.. emei-gency- rooms'̂ .and psychiatric hospitals'.. Without, stabilizing seryiees . ': • ̂ ; - ' • 

r . " and "appropriate housing,', these' persons suffer, m.prdinately. while ̂  .' • ,' ... 
^.'•':7," 7'?bmmumt)^ '.-' '• r-'^ ^'^ V.^-.V^ . ^-.'-'--V..'-' • • -••'''- •"-' '.' . " 'K 

•. Succeksfully tireating-persb̂  with'mental ilhiesses living bri.buir stteets, requires extensive putreach, flexible " ' ' • 
: ... ,. appointment:Schedules,"a;ggressive cas"ê  permanent.housing resources 

,': patience,'. and.persistence. f)utreach -wprkers riiay' visit;a person with .serious, arid persistbrit mental'illness i-1 . . . 
\ .. for ohe yeair o'r more'befpfe;:ê ^ relationsMp.pftriist.wluch enables psychiatric ,' ,'. ;; 

.' • seryjces;̂  It is'fre tb provide'food, closing,-showers and:p^ ,' '̂• 
';: persons prior' tb, or ̂ simuitarieous \yith,; thevprovisibn of medication iand. ttierapy.' And; it is essential' tP ' ,, ' , - • 

; ' ' ;cpprdiiia'te'aggrê ^̂  with a range of odiei: health and social̂  inodel ' 
.'of-care Pari'result iri'ibng^fem community. ; - ; V ^ j • ' ^-

., - the PATH,and ACGES.Sprpĝ ^ which-are the sole.source of Federâ ^ triental.- ' ; 
: health ifieeds; of .lioriielM of .these nOntraditipnal' serVî  , ,;' 

' preserved: ' PATO, ft-oj.e for Aissistance in thie .Trarisitibn.from Homelessness, prpyides monies in each . ' ! 
. -. Sta'te'̂  out to homeless persons with mental Ulriess who carinpf access existing . ; 

•-': : services!'i»ATH:i^ects jassi^ted; 127,231-differentpefsipris inj 1994; >Ve recorimend'in^ .Fy97 . . 

• . /- ACCESS fi^^ fundame'ntalv.....; .. ; 
.' • ; ' systemic, changes iri'tiiiê prg^ nienlil-health arid related sen'ices.Q - . 

: severely disabled.persons.' TTiesysteniiĉ changes suggeŝ ^̂  \ • 
.models pt^vrat^^ effective and, cbst-efPicip̂ ^̂  -In 1^97, ACCESS 

•/.\,-'^ •-.'bpth-seryiide^and!^vaiuatioh;compdn^ :'••[•• ' ] ' ••]:',]•''••}'• 



Securihg Accessible Addictions Honieless Persons 
Health care for the Homeless - June 1996 

We urge the President and Congress to fund alcohol and drUg abus6. treatment to 
meet the extraordiniary needs of homeless persons, including putreachj treatriient, 
and supportive services, such as housing and Vocational assistance. Language 
irequiririg States to develop their own resiponses to homelessness and addictions 
should be incorporated in the Federal Substance Abuse Block Grant. 

We call for an evaluation: of the actual cost of̂  the short-sighted public policy 
enshrined in P.L.104rl2i (i.e. the rê ^ 
Federal benefits) and for Federal measures to ameliorate its impact̂  including 
outreach to those abandoned by this policy.̂  ^̂̂̂^ ̂  ^ 

.; An importaiit component of ari ̂ integrated model of care is the availability,-pf alcohol .arid, ding abuse -
serviceswhich-are explicitly responsive" tb homeless'.people. A substantial proportion of those living 
'on the streets suffer ifrbm addictions to alcohbl.or drugs., Although all Health Care fPr-'the Honieless 
projects bfferaddictioiis-services, none have: sufficient resources to meet the demand;, Further, rib'other 

, Federal'ftinds are-currently targeted to the needs of the hundreds of thousands^bfhomeless.Americ^^ 
who are riot assisted by HCH projepts.'̂  Federally f̂unded research-deirionstratipn.projects have proven 
that hpmeless persoris can benefit from addictiohs services tailored to theu: '̂ pecial-heeds, but existing 
services are generally 'not designed tp be accessible to- persons who live bn thê  streets".' • And the costs 
>bf,uriti:eateid addic'tioris-to the addicted, â ^ . / . 

;It .is riot enough to'decry the scourge of addictions. Data frpin;die University of Chicago and the Rand 
Corporation demonstrate that each $ I . spent for addictions services saves $7 foi: taxpayers; but we rriust -
be'commtted to invest in accessible.t̂ ^ ' \ • -

The demand for .adequate â^̂  treatment is exacerbated by, recent changes in federal law., 
P.lL. 104-121; the. Contract With America Downpayment Act of 1996, denies medical insuirance and 
cash assistance to persons whose addibtioris to alcblibl oi" drugs have "m.ateriaily.' contributed" to the 
fmdirig of disability by the Social Security Admmist'ratiori.' Beginning on January 1, 1997,.-200,000 ,to 

:.250,00b vulnerable adults are in danger of losing their, eligibility for SSI,; Social Security Disability , 
and Medicaid." '• ' . ; - , .• ' •. 

Only $50 million, or .$200.per perŝ  per year, has been added to an insufficient Federai' Substance 
Abusb Treatmerit;ahd-Prevention Block Grant to anieliprate.the iiripact of this legislation: Health Care 

' for the'Homeless'prpjeetsvakeady strained to meet the needs of persons with addictioiis, will surely , be 
.overwhelmed. And,the social costs of this policy •- increased pumbers bf vulnerable and de 
addicts and alcoholics living ort our streets arid begging fpr assistance - aire enormous. • ; '... 

. To"'the detriment of us all. Federal :-addictions;.policy. continues" to serve vulnerable pppulations 
• inadequately. We call upon the Congress and the President to:iTiake.an irivestmerit in .the'treatment and 

services which can assist'our clierits.aiid impro^ communities; to require th t̂ States .develop their 
pwri riiePhanisms to .meet these needs; and to report tp the public on the actiial 'costs Of policies', which 
exclude-perisons with" addictions froiii .aĉ ^̂  , • ; 



VMeaningful̂ ;M Reform; y ,: 
•'- " •••,,':••.,,'• • •HealllT'Gare-.for-the''̂  î 9̂6';',-;:• "V-> /• '•• '• • V;-• \ 
• , Any reform'of the Federal Medicaid P̂^ 

; : entitlement to health seî 'ites. f t^ elderly ŷericatis.̂ ^̂ ^̂ ^̂ ^̂ '̂̂ ^̂ ^̂ ^̂^ ' , 

; • Paytnent • / 
^ prdjects to adê ^ ; ; - / • ^ ^ 

• -Seirices Gompi which tlife^HGH m̂^ - '.̂  V 
V Qiitreach, pase management,, me#â ^ 

translation servicesmiust bf remain reihibursable uh^ 

'':"•[ -Medicaid'is the,Federal health\ins which currently, guarantees ,̂ set of beriefits'tb .eligible- .' . ^ 
-, • . perspns.'. as. well.as.-p̂  • • ;"' 

':;.'' .is ̂ authbrized^under Title, X of, the Social .Security, Act; ,^each State operate its owii prPg^am;under specific'V, ,, 
. Federal regulatipm 18:4% of the^!^^^^^ served-by HCH progiranis^iri 199.4 Were-Medicaid beneficial \ i 

.this prOgrarii is ari important source pf funds tp HCH: Additibnaily,'Medicaid'p health. '*; 
, 'care.services fpr homeless persbiis.not served by Health Care for'the Hbnieless projects, :whiie functibning as , ;, 

; ?,>.,an essential-homele's3ries^^ ' >:"/ 'v''',. • .• - ' :. '" »• '''•',• •••' : ''•• '/ 'l-'.-'i':-

•. - .-.President GliritPn; has .publicly cpriiriiittedh iriaintaining the historic guarantee of health care tb iridigent; 
;! ; - disabled, , and elderlyvAiriericans.; At-.die. same t Federal Health Care Financing Adiriinistratiori h^^ with-

' ^-his-apprbyal,; â  waivei-'s of eyery";,aspect of • 'Fedefal- Medicaid re^ '.•,•.;:' 
' • entitlement. .'-Tl̂  pressure tp take the next step,, an^ . ' • . 

• /• ̂ ' Several Coiigressibrial proposals would.traiisfonri; the Medicaid.prbgram"'uito a.bl 
\i•• . ' • guarantee • that iiidividuals:, bp providers would receive aiiy' specific services or .payments- '.The Natipiial ^ \:.• .: 

. ' ' Governors Assbciatiori has adopted a \yell-receiVed Medicaid proposal which could end -the guarantee :that 
,'• '. 'coinprehensive healdi'care.w Most prbppsals iricliidedrariiatic.reductions iri / 

Federal Medicaidspendirigaiid.li^ for State, speiiding, preseritirig, an additional'threat,;,;' ', 
•--to-^thpMedicaidprpgra^^^ ';• ••' J^VV \^ . " - p 

V . It iseernsiinevitable tiiat M^ either thrbugh.the "thoiisand ciits" of the waiver . .!' .' 
: ; ^ • process,'̂ or by the elinu of Title XiX Of the'Sbcial Security Act.vialegislation':;;'Y^ is'cnicial ' 

tb assuriiigAccess tb health'ser̂  arid homeless persons.. .Coiisequen̂  hot adopt, . 
: v .V:'-/and th'e Presidents'^ as .the,MediGrant;pr.opo.'sal:P the ?.' '• 

• ; ' National Gbyernprs'-Assbciatibn which ends the Medicaid entitlement arid-reduces the': qiiality'.aind availability .' • - < 
!i''-;"V;• ofMedicaid'services .'.•','''.•••'' •.'";' " :̂ '> ''^-', ' '•• •'•"•,;:•• ''\^' '••• 

;, FiiilheririOT^ the.'mterestsPfh6meless;pei:spns,-'M^ riiUst incliide inechariisriis..wW^ assiire.that . .-
: • Health Care fbr the Hpmeless projects^^^^ :.<•"' ] 

'• / ' ' 'niese:mechaniisiM; cbuW die. cost-based reimbarsemeht associated with Federally Qualified • .' 'V 
, ; :;,, Health Center ;status,, adequate risk7aajusted'Giapitatibn-.;paym^ for 'HCH projects which contract for prepiaid . 

• services'with Mainajged Care brganizatiPnsi "or a Federallyrguaranteed supplementol payment'to HCH>'projects... , 
. .. '.'."Services cbmplemeritirig'priniafy ckre.w HCH mbdel 'requires,̂  outreach, pase / - • 

•••~r, health arid "addictiPiis' ŝ  and ,translation services T- niust be- retairied as- reimbursable,' 
" •';.^'-;: ,sierviees.under,'.hew-Me ':'.;\'-''" .'̂ -v'r'-' '-v '•v' ''j ••--'• '̂••V'!''''̂ ^̂  ' •.';/•;'' ' ',. ' • 

,. . Until health insurance is iiniv'ersally aviilable, e:ig -by means of a riationai sirigie'payer system,' a stroiuĝ  Federal. ; ..̂ '̂  
. ' .'- Medicaid is an-absolutely, eŝ ŝ ^̂  \% . \ ' - . • - . , ' ' ," 



ESTIMATE OF 

States 

Alabama 

Alaska 

Arizona 

Arkansas 

California 

POTENTIALLY REDUCED NUMBER OF PATH CLIENTS SERVED 
UNDER FY '96 PATH FUNDING 

FY'95 
PATH 
Funds 
On dollars) 

300000 

300000 

386000 

300000 

3705000 

FY 96 
PATH 
Funds 
(in dollars) 

300000 

300000 

300000 

300000 

1721000 

% Cut in 
Funds from 
FY '95 to 
FY 96 

22 

54 

U of PATH 
Clients 
served in 
FY'95 

1555 

215 

1048 

836 

15855 

Estimate of 
Potentially 
Reduced # of 
PATH Clients 
Served in FY'96 

0 

231 

8562 

Colorado 

Connecticut 

Delaware 

346000 300000 

357000 300000 

300000 300000 

13 

16 

1522 

1593 

273 

198 

255 

Dist of Col. 300000 300000 39 0 

1267 Florida 1481000 688000 54 2346 

Georgia 474000 300000 37 552 204 

Hawaii 

Idaho 

300000 300000 

300000 300000 

620 

487 0 

Illinois 

Indiana 

1233000 573000 

392000 300000 

54 

23 

1426 

1651 

770 

380 

Iowa 

Kansas 

300000 300000 

300000 300000 

788 

821 

Kentucky 300000 300000 0 428 

Louisiana 324000 300000 1528 107 

Maine 300000 300000 869 

Maryland 521000 300000 42 2079 873 

Massachusetts 688000 320000 54 2276 1229 

Michigan 846000 393000 54 1975 1067 



States FY'95 
PATH 
Funds 

FY'96 
PATH 
Funds 

% Cut in 
Funds 

# of Clients 
Served in 
FY'95 

Estimate of 
Potentially 
Reduced # of 
PATH Clients 
Served in FY'96 

Minnesota 345000 300000 13 5293 688 

Mississippi 300000 300000 0 197 0 

Missouri 405000 300000 26 4148 1078 

Montana 300000 300000 0 1472 0 

Ntbnaka. 300000 300000 0 621 0 

Nevada 300000 300000 0 797 0 

New Hampshire 300000 300000 0 983 0 

New Jersey 964000 448000 54 5656 3054 

New Mexico 300000 300000 0 280 0 

New York 2054000 954000 54 9777 5280 

North Carolina 366000 300000 18 868 156 

North Dakota 300000 300000 0 835 0 

Ohio 968000 450000 54 3909 2111 

Oklahoma 300000 300000 0 833 0 

Oregon 300000 300000 0 748 0 

Pennsylvania 1049000 487000 54 6145 3318 

Rhode Island 300000 300000 0 775 0 

South Carolina 300000 300000 0 3455 0 

South Dakota 300000 300000 0 656 0 

Tennessee 323000 300000 8 2056 164 

Texas 1654000 768000 54 7527 4065 

Utah 300000 300000 0 1068 0 

Vermont 300000 300000 0 1999 0 

Virginia 557000 300000 46 2816 1295 



States FY'95 
PATH 
Funds 

FY'96 
PATH 
Funds 

% Cut in 
Funds 

# of Clients 
Served in 
FY'95 

Estimate of 
Potentially 
Reduced # of 
PATH Clients 
Served in FY '96 

Washington 468000 300000 36 2143 771 

West Virginia 300000 300000 0 1823 0 

Wisconsin 359000 300000 16 2907 465 

Wyoming 300000 300000 0 96 0 

Puerto Rico 309000 300000 3 3982 119 

Guam 50000 50000 0 60 0 

Virgin Islands 50000 50000 0 34 0 

Am Samoa 50000 50000 0 58 0 

N. Mariana Isl. 50000 50000 0 41 0 
TOTAL 114840 37707 



National Coalition for the Homeless 

The PATH Program 

The Projects for Assistance in Transition from Homelessness (PATH) formula grant 
program was authorized by the Stewart B. McKinney Homeless Assistance Amendments Act 
of 1990 (PL 101-645). It is administered by the Center for Mental Health Services under 
SAMHSA. The PATH program was created to help all states and territories provide 
community-based services for people with serious mental ilbess who are homeless or at 
imminent risk of becoming homeless. 

PATH has been appropriated from $29.4 - 33 million annually since 1991. For every 
$3 dollars of federal funds provided, a $1 match in non-federal ftinds is required. Services 
provided by PATH dollars include outreach, screening and diagnostic treatment, 
rehabilitation, alcohol and drug treatment, staff training, case management, supportive 
services in residential settings and assistance in gaining housing. Not more than four percent 
of state's allocation can be used for administrative expenses. 

Each state is required to report annually on its use of PATH funds. That data is 
compiled and evaluated by the Center for Mental Health Services and used for program 
planning. The latest data available is from FY 94. The federal appropriation was $29.5 
million. States matched with $20 million, far exceeding their required one-fourth. In FY 94 
over 127,000 people received PATH-supported services. 

PATH works. It acknowledges that mainstream mental health services are 
inadequately equipped to treat this most disenfranchised segment of our population. The key 
to rehabilitating seriously mentally ill homeless people is to win their trust and then to engage 
them in an integrated support system. They do not and cannot be expected to seek out care. 
As Dr. E. Fuller Torrey testified before the Labor Committee on July 27, severe mental 
illnesses-brain diseases-impair cognition. The severely mentally ill homeless are easily 
alienated from mainstream systems of care and require special outreach and carefiil casework 
management. 

Homeless people cannot be reached by mail or telephone. They cannot make 
appointments consistently because they spend a good part of every day waiting in line for 
food and shelter. Many don't have access to transportation. When these problems are 
compounded by mental illness they become far less engaged or able to meet their needs. 
Severely mentally ill homeless people are the lowest priority on most people's lists. They are 
the "bums." When given the choice, charitable donations go to children and families, and 
mental health facilities serve easier to reach populations. A PATH provider in Las Vegas 
says "no one else can work with this population. Our mental health system won't work with 
them. Our clients are afraid of mainstream mental health and we have to accept that. If we 
lost our PATH funds over 200 more people would be on the streets. We get our clients 
Social Security. We continue to work with them. You've got to meet their basic needs. 

1612 K Street, NW, #1004, Washington, DC 20006 • 202-775-1322 • Fax 202-775-1316 



Mental health is not set up for that. PATH providers know how to reach these people. We 
are more laid back. We can get our clients off the street in a day." 

A PATH grantee in Des Moines reports that his agency, the Broadlawns Medical 
Outreach Project of Polk County Health Services, Inc. is the only agency in Des Moines 
allowed to conduct outreach. These people die during Iowa winters. This Polk county social 
worker reported that one and a half hours after he had learned that PATH had been zero-
funded in the 1996 House appropriations bill, he received a call from the district office of the 
Des Moine's congressman asking what to do with the homeless people appearing at the door. 
They had been thrown out of their shelter and the shelter advised the congressman's staffer to 
call Broadlawns. The social worker claims that loss of PATH funds will mean many more 
people in jail and on the street and many more using drugs. 

A PATH grantee from Buffalo wrote to us in August, "...we have found quite a few 
people who are so very grossly psychotic that they are unable to orient themselves enough to 
remember to TAKE medication and are deemed basically unacceptable by community 
residences. These are the true, homeless mentally ill." She reports that one client, missing 
from her facility for a year and a half, showed up at her facility "sunburned, wide-eyed, 
decompensated, frightened, with severe ataxia (loss of muscle coordination), a new speech 
impediment and a very stiff gait." He'd been hit by a car which broke both his legs in two 
places, and left on the road unconscious. He was hospitalized, but misdiagnosed, and treated 
with the wrong psychotropic drugs. Then he was committed to a nursing home where he was 
diagnosed as mentally retarded. He eventually became combative with staff, so he was put 
on a bus back to Buffalo. 

Her PATH funds allowed her to secure her client temporary housing, reconnect him to 
Social Security and Food Stamps and be seen by an on-site physician who gave him the 
proper prescriptions. All this for a fraction of the cost of emergency room care or 
incarceration. Because this provider is equipped to treat severely mentally ill homeless 
people, she is much more likely to rehabilitate them and take them off the streets. 

The director of the Community Advocacy and Support Alliance in St. Louis, Missouri 
explains that PATH funding has allowed his agency to fund a Shelter Outreach Team, which 
goes to shelters in the St. Louis area to locate mentally ill clients and bring them in for 
voluntary treatment. He says that over one-third of those referred become engaged with 
community services. His is the only outreach team in St. Louis, and without PATH funds, 
he claims outreach would not take place. Asked if PATH funding were eliminated would 
private donations pick up the tab, he replied, "not a chance." Asked if the state would fund 
outreach he reported that the State Department of Mental Health has been cutting funding for 
years. Finally, when asked about mental health block grants, his response was "this is not a 
priority. This group has no political or economic clout." Community mental health centers 
can treat many more patients much more efficiently with measurable results when they don't 
have homeless patients. Under a community mental health block grant the homeless would 
be left untreated and their numbers would multiply. 



The Bazelon Center for Mental Health Law writes that "the experiences of homeless 
people and more than a decade of treatment research support outreach and engagement as the 
most successful approach in moving people with mental ilhiess out of homelessness." The 
executive du-ector of the National Health Care for the Homeless Council reports that PATH 
helps to pay for services which "are generally quite effective and have resulted in long term 
stabilization for thousands of psychiatrically disabled people." 

It is the outreach and case management paid for with PATH funds that allow us to 
engage our clients in a support system that can provide psychiatric treatment, primary health 
care, substance abuse treatment, when necessary, vocational training and some housing 
services. 



Clinton Presidential Records 
Digital Records Marker 

This is not a presidential record. This is used as an administrative 
marker by the William J. Clinton Presidential Library Staff. 

This marker identifies the place of a publication. 

Publications have not been scanned in their entirety for the purpose 
of digitization. To see the full publication please search online or 

visit the Clinton Presidential Library's Research Room. 



J . / . J ' , >fr<amtfl*i.^ 

« 1 

4 ' 



Department of Health and Human Services 

OFFICE OF 
INSPECTOR GENERAL 

ACCESS TO COMMUNITY HEALTH 
CENTERS BY HOMELESS PERSONS 

•̂"̂  JUNE GIBBS BROWN 
I f i f ^ Inspector General 

JULY 1996 
•̂•wjaC*- OEI-07-95-00060 



T A B L E OF C O N T E N T S 

PAGE 

EXECUTIVE SUMMARY 

INTRODUCnON 1 

FINDINGS 4 

Outreach Services 4 

Treatment Services 5 

Barriers to Services . , 6 

Shelters Referring Clients 7 

OPPORTUNITIES FOR IMPROVEMENT 8 

AGENCY COMMENTS 10 



E X E C U T I V E S U M M A R Y 

PURPOSE 

To determine the extent that Federally funded community health centers serve 
homeless people and how such services can be improved. 

BACKGROUND 

This survey was requested by the Office of the Assistant Secretary for Planning and 
Evaluation, (ASPE) representing the Secretary of the Department of Health and 
Human Services as a member of the Federal Interagency Council on the Homeless, 

Community health centers (CHCs) are health clinics that provide comprehensive 
family-oriented preventive and primary health services to medically underserved, 
disadvantaged populations experiencing financial, geographic, or cultural barriers to 
care. There are 623 Federally supported centers in the U.S. and its territories which 
serve over seven million people. 

We selected a random sample of 72 urban centers. We then obtained the names and 
addresses of homeless shelters in each of the their service areas. We did not gather 
information from centers which received grants under the Health Care for the 
Homeless Program since these programs are funded to serve the health care needs of 
homeless persons. 

We mailed surveys to the sample of centers and homeless shelters. These surveys 
focused on barriers on accessing services, outreach services to the shelters, referrals of 
homeless clients, treatment services, and case management for homeless persons. We 
received surveys from 50 centers and 98 shelters in 46 cities. 

We also conducted on-site visits at 6 cities with 7 CHCs and 16 nearby shelters. At 
these cities we interviewed center management and the directors of homeless shelters 
to supplement and clarify information from the surveys. 

FDTOINGS 

Two Thirds of the Community Health Centers Provide Outreach Services for 
Homeless People 

We found that 64 percent (32 of 50) of the CHCs provide outreach services for 
homeless people. These services include sending staff to homeless shelters, and/or 
contacting homeless shelters to provide information on services available. However, 
we found that for 13 of these centers at least one nearby shelter reported that the 
centers do not send staff to their shelter. 



It is possible that in 9 of the 18 cities where centers did not provide outreach services 
the health care needs of homeless persons might be served because a specific Health 
Care for the Homeless Program, funded under a Federal Section 340 Public Health 
Service grant, exists in those cities. However, the remaining nine cities had neither a 
Health Care for the Homeless Program nor outreach from the local center. 

Community Health Centers Provide A Wide Range Of Treatment Services To 
Homeless People 

The CHCs provide a broad range of treatment services such as acute medical 
examinations and treatment, screening services for tuberculosis, hypertension, sexually 
transmitted diseases, and preventive services including well child care, immunizations, 
comprehensive physicals, prenatal monitoring, and dental. They also provide 
prescription drugs, laboratory, and radiology services. 

Nevertheless, The Centers Face Significant Barriers In Providing Services 

Sixty-nine percent (34 of 49) of the CHCs reported that barriers existed with homeless 
persons obtaining services from the center. The most significant barriers are the lack 
of available transportation, the center's hours of operation, the clients' 
inability/unwillingness to follow through on a plan of care, unavailability of necessary 
services in the community, and the transient status of homeless persons. Fourteen 
percent adapted their treatment or screening protocols to meet the needs of homeless 
clients. 

Some Homeless Shelters Do Not Refer Clients To Nearby Health Centers 

Twenty-eight percent (27 of 97) of the shelters reported they did not refer clients to 
the centers for health care services. The remaining 70 homeless shelters did. Shelter 
clients used public transportation, shelter bus tokens, or their own transportation to 
travel to the centers. Others walked, relied on family and friends, or in some cases 
used an ambulance. 

OPPORTUNITIES FOR IMPROVEMENT 

The findings in this report reflect a greater potential for Community Health Centers 
helping homeless people and suggest that better communication between the Health 
Resources and Services Administration (HRSA) and the centers, and between the 
centers and homeless shelters could have a positive impact on access to medical 
services for homeless individuals. 

HRSA can pursue improvements in services offered homeless people in the 
Community Health Center program by building on its existing efforts. 
This might include: 

• Developing and disseminating materials about effective practices. 
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• Holding workshops and training sessions for community health centers, 

• Emphasizing the responsibility to lessen all barriers which diminish the ability 
to serve homeless persons who present themselves to the clinic 
(e.g., hours of operation, transportation to the center), 

• Encouraging periodic contact between management of the health centers and 
the shelters. 

Community Health Centers themselves should improve conmiunication with homeless 
shelters. Some ways to accomplish this include: 

Identifying all homeless shelters that exist in their service areas. The city task 
forces, coalitions, or networks on homelessness are valuable resources. 

Providing, on a routine basis, information to those homeless shelters in their 
service areas on services available and locations, 

• Conducting periodic meetings with homeless shelters to discuss the medical 
needs situation in their area, the barriers that exist, and means to best address 
those barriers. 

AGENCY COMMENTS AND OIG RESPONSE 

We received written comments from both HRSA and ASPE. HRSA concurred with 
our suggestions and will develop an action plan to implement them. ASPE 
commented on the importance of the findings, but raised some questions and made 
recommendations for additional analyses. As they requested, we clarified our use of 
the terms "homeless" and "outreach." Their suggestions for additional analysis of such 
topics as referral patterns, service coordination, emergency services, case management, 
and actions taken to address barriers are important. Unfortunately they are beyond 
the scope of our study, which was limited primarily to ascertaining whether and to 
what extent the community health centers funded by the Federal Government were 
actively involved in serving homeless individuals. Copies of their comments are 
attached. 

m 



I N T R O D U C T I O N 

PURPOSE 

To determine the extent that Federally funded community health centers (CHCs) 
serve homeless people and how such services can be improved. 

BACKGROUND 

This survey was requested by the Office of the Assistant Secretary for Planning and 
Evaluation, (ASPE) representing the Secretary of the Department of Health and 
Human Services as a member of The Federal Interagency Task Force on the 
Homeless, 

Homeless People 

Homeless people are a heterogenous group of men, women and children. They 
include long term street dwellers, residents of homeless shelters and temporary living 
quarters, the chronically mentally ill, the economically disadvantaged, single men and 
women, the physically abused, families with children, as well as runaway and castoff 
youths. 

Homeless individuals have a variety of health care problems, including a high 
incidence of mental illness and substance abuse/alcohol disorders. In over half of the 
cases, they are without health insurance to cover medical care for physical and 
emotional problems. 

Community Health Centers 

CHCs are health clinics that were first funded by the federal government as part of 
the "War on Poverty" in the mid-1960's. Originally managed under the Economic 
Opportunity Act, the neighborhood health center program was transferred to the 
Public Health Service in the early 1970's. Centers are located in each of the 50 States, 
the District of Columbia, and the U.S. Territories and Possessions, The authorizing 
legislation is Section 330 of the Public Health Service Act, Public Law 94-63. 

The centers provide comprehensive family-oriented preventive and primary health 
services to medically underserved, disadvantaged populations experiencing financial, 
geographic or cultural barriers to care. They tailor services to meet the specific needs 
of the community and special populations that include homeless persons, people 
infected with HIV/AIDS, the elderly, and substance abusers. 

There are 623 Federally supported CHCs in the United States and its territories. 
Serving over seven million people, they are a significant component of the health care 
services industry in this country. An estimated 61 percent of center users are 
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members of minority groups (27 percent African American, 27 percent Hispanic, and 
7 percent other), AJso, about 63 percent have incomes under the poverty level and 
another 22 percent are between 100 and 200 percent of poverty. 

To fulfill the provisions of the Public Health Service Act (42 USC 254c), the centers 
must, either through its staff and supporting resources, or through contracts or 
cooperative arrangements: 

• Serve areas designated as medically underserved; 

• Provide basic primary medical care services plus support and facilitating 
services appropriate for the target population; 

• Have a governing board where the majority of the members are users of the 
centers' services; and 

• Adjust the cost of services to the patient's ability to pay. 

The support services that supplement basic services include mental health services, 
dental services, eye examinations and glasses, podiatry services, ambulatory surgical 
services, health education services (including nutrition education), and other services 
appropriate to meet the health needs of their medically underserved population. 

Medical services are provided to homeless individuals who present themselves to the 
center for care. Charges for services are based upon income of the patient. As such, 
homeless individuals are served as are other patients who utilize the center for 
medical care. 

Correspondingly, Health Care for the Homeless Programs (Section 340 of the Act), 
which were not the subject of this study, receive targeted funds and thus should be 
more able to conduct outreach and deal with the complex problems of individuals 
living on the streets and in other nontraditional settings. 

METHODOLOGY 

Inspection Focus 

The inspection focuses on how CHCs can best service the health care needs of 
homeless persons. 

Sample Selection 

We used the Bureau of Primary Health Care's 1994 Directory of Primary Care 
Programs to identify centers which were funded under Section 330 of the Public 
Health Service Act. We excluded any centers which also received special funding to 
operate a Health Care for the Homeless Program. 



We selected fi"om the universe of 198 urban Section 330 CHCs a random sample of 
72 centers. We excluded rural centers because a random telephone survey of 30 rural 
centers had shown the majority of them do not serve on-the-street homeless persons 
or do not have homeless shelters in their service areas. From the sampled centers we 
obtained the names and addresses of 172 homeless shelters in their service areas. In 
addition to a mail survey sent to sampled centers we conducted on-site visits to 6 cities 
with 7 centers and 16 shelters. At these cities we interviewed the centers' 
management and the directors of homeless shelters to supplement and clarify 
information from the surveys. 

We mailed surveys to the sample of centers and homeless shelters. These surveys 
focused on the following issues with data pertaining to calendar year 1994. 

• Outreach services to the shelters 
• Treatment services 
• Barriers on accessing services 
• Referrals of homeless clients 

We received completed surveys from 50 centers and 98 shelters located in 46 cities. 
Eighty-six percent of the them had a corresponding shelter return a survey. While the 
surveys were comprised of many closed-ended questions, we also used open-ended 
questions which provided more in-depth information to explain and expand upon 
close-ended responses. 

We summarized and tabulated the self reported responses to all the survey questions. 
The responses were quantified to determine such issues as the extent of barriers that 
prevented access to services, the number of CHCs that provide outreach services to 
homeless shelters, and the quantity and type of referrals for medical and/or financial 
services. 

Due to survey constraints in our study design we did not examine all health center 
service configurations that provide medical care to homeless people. Therefore, the 
total extent of arrangements among shelters and service providers to refer to a 
particular program because of specific capabilities could not be taken into account. 
This could have been the case for cities in our study which had Health Care for the 
Homeless Programs, plus an unknown number of those cities where other programs 
may also serve homeless individuals. 

This report is one of two related reports on health care for homeless persons. A 
companion report will address the extent that community mental health centers serve 
the homeless population. 

We conducted our review in accordance with the Quality Standards for Inspections 
issued by the President's Council on Integrity and Efficiency, 



F I N D I N G S 

TWO THIRDS OF THE COMMUNHYHEALTH CENTERS PROVIDE 
OUTREACH SERVICES FOR HOMELESS PEOPLE 

Sixty-four percent (32 of 50) of the centers provide outreach services for homeless 
persons. These centers sent staff to homeless shelters, soup kitchens, and food 
pantries. They provided information on services available to homeless clients, assessed 
needs, provided food and clothing, performed medical services, screenings and triage. 
They send staff to the majority but not all of the shelters in their service areas. 
However, we found that for 13 of them, at least one nearby homeless shelter reported 
that the center did not send staff to their shelter. Also, in our sample of 50 centers 
we found 48 percent (22 of the 46 cities) have Health Care for the Homeless 
programs funded by a Federal Section 340 grant. This would mean that such a 
grantee also operated in the city. We are not, however, aware of the proximity of 
those grantees to all the homeless shelters. 

The remaining centers do not contact or send staff to homeless shelters to conduct 
outreach. It is possible that in 9 of these 18 cities the health care needs of homeless 
people might be served because a Health Care for the Homeless grantee program 
exists in those cities. However, the remaining nine cities had neither a grantee nor 
received outreach from the local CHC, 

Shelter staff identified their outreach needs. Following are examples of some of the 
outreach services which they feel would be important, 

"We are always struggling to help our residents receive needed health care. 
We would welcome contact from any medical group that can help," 

"Not enough clients are seen due to lack of available physicians' time. There 
needs to be more medication, casework, aftercare, and outreach to psychiatric 
patients," 

"Non-emergency transportation should be accessible to shelters for early 
morning pick-up for sick children to get to the clinic," 

"They only visit our shelter every other week. A lot of times chents have come 
and gone by the time they make another visit," 

"We need better communication specifically about services they offer and fees 
required. Evening and Saturday hours would be helpful for the working 
families who need their services." 



COMMUNITY HEALTH CENTERS PROVIDE A WIDE RANGE OF 
TREATMENT SERVICES TO HOMELESS PEOPLE 

The centers provide a broad range of treatment services. The type of services most 
commonly provided to homeless clients include: 

• Acute medical examinations and treatment, e.g. scabies, lacerations, and foot 
ulcers. 

• Screening services for tuberculosis, hypertension, sexually transmitted diseases, 
and human immunodeficiency virus, 

• Preventive services including well child care (Early, Periodic Screening 
Development and Treatment program), immunizations (adults and children), 
comprehensive physicals, prenatal monitoring, and dental. 

As shown below, a significant number of CHCs also provide other services which are 
available to any homeless patient. 

Number of CHCs Tvpe of Services 

40 Laboratory services 
34 Prescription drugs 
26 Radiology services 
19 Mental health counsehng 
8 Substance abuse treatment 

Thirty-one of them reported the percent of treatments that were associated with 
emergencies. The responses ranged from 1 to 90 percent, with an overall average of 
15 percent of treatments being related to emergencies. 

The typical center in our sample operated with a budget of $4,4 million, treating an 
average of almost 15,000 persons/users annually. There was an average of 264 
homeless clients served out of an estimated 500 homeless persons in their service area. 
Approximately 3 percent of their annual budget goes toward the operating costs for 
serving homeless clients. In addition, for those centers who reported both the total 
number of persons served and the total homeless clients served, approximately two 
percent of the total were homeless. 

All centers receive funding from Federal grants, with supporting funds from State and 
local grants. One-third (34 percent) also rely on foundations and donations. Other 
sources of revenue include third party payers, like Medicare, Medicaid, and patient 
payments. Some conduct fund-raising and United Way campaigns as well. 

Fifty-eight percent of the CHCs' clients are single adults over age 20, with over half of 
them having no insurance. 



The centers reported that at the time of their first encounter, homeless clients were 
living in the following locations (in descending order): emergency shelters, 
family/friends, motels, and on the street. 

NEVERTHELESS, THE CENTERS FACE SIGNIFICANT BARRIERS IN 
PROVIDING SERVICES 

While most centers provide services for homeless persons, nevertheless, the centers 
have reported significant barriers in reaching them, A number of centers were not 
able to report how many homeless persons they serve. However, the figures we do 
have document that centers are not reaching all of the homeless population in their 
service area. 

Sixty-nine percent (34 of 49) of the centers reported that barriers exist for homeless 
people in obtaining services. The most significant barriers (in priority order as 
reported by CHCs) are: 

(1) The lack of available transportation 
(2) The center's hours of operation 
(3) Transient status of homeless individuals makes it difficult to establish a plan 

of care (e.g., outreach, transportation) 
(4) Clients' inability/unwillingness to follow through on a plan of care 
(5) Other necessary services not available in the community (e,g., affordable 

housing, mental health services) 

In general, the shelter responses to barriers paralleled this hst. Additional barriers 
reported by the shelters include the clients' unwillingness to go to the center for 
services and the client not staying long enough in the shelter. 

Many centers indicated that they attempt to address barriers in making services more 
accessible to homeless clients. The following number reported specific services or 
procedures implemented to address barriers. 

Number of CHCs Actions to Address Barriers 

22 Provide transportation to the center 
20 Changed their hours and/or extended the hours of 

operation 
19 Improved availability of telephones 
8 Provide services at alternate sites (e.g. an off-site clinic) 

Fourteen percent (6 of 44) of the centers adapted their treatment or screening 
protocols to meet the needs of homeless clients. Some of these efforts include: 

• Addressing as many health needs as possible at the initial appointment. 



• Adjusting any follow-up plan to consider how the needs of homeless clients will 
impact treatment or follow-up, 

SOME HOMELESS SHELTERS DO NOT REFER CLIENTS TO 
NEARBY CENTERS 

Twenty-eight percent (27 of 97) of the homeless shelters reported they did not refer 
clients to centers for health care services. Reasons reported (in priority order) 
include: 

(1) They were not aware of the center 
(2) They use an existing Health Care for the Homeless program 
(3) Clients will not access a center due to long waits for appointments 
(4) The center is in a different area of town 
(5) Clients will not go there due to safety concerns 
(6) The center is not a member of the local homeless coalition 
(7) Centers have not been receptive to homeless individuals 

The remaining homeless shelters referred their clients to centers. Shelter clients used 
public transportation, shelter bus tokens, or their own transportation to travel to the 
center. Others walked, relied on family and friends, or in some cases used an 
ambulance. 



O P P O R T U N I T I E S F O R I M P R O V E M E N T 

The findings in this report reflect a greater potential for CHCs helping homeless 
people. Better communication between the Health Resources and Services 
Administration (HRSA) and the centers, and between the centers and homeless 
shelters could improve access to medical services for homeless individuals. Therefore, 
we suggest that: 

HRSA SHOULD PURSUE IMPROVEMENTS I N SERVICES OFFERED HOMELESS 
PEOPLE I N THE COMMUNITY HEALTH CENTER PROGRAM BY BUILDING ON 
ITS EXISTING EFFORTS. Examples include: 

• Developing and disseminating materials which outline "best practices" from the 
Community Health Center program and, as applicable, the Health Care for the 
Homeless Program to improve outreach and referral techniques to serve 
homeless persons. 

• Holding workshops and training sessions for Community Health Centers as part 
of the Bureau of Primary Health Care's program presentations. 

HRSA SHOULD PROMOTE WIDESPREAD COLLABORATION BETWEEN CHCs 
AND NEARBY SHELTERS. 

HRSA could do this by such activities as: 

• Emphasizing the responsibility of CHCs to lessen all barriers which diminish the 
ability to serve homeless persons who present themselves to the clinic 
(e.g., hours of operation, transportation to the center). 

• Encouraging periodic contact between management of the center and shelters 
to assess the homeless populations' medical needs, and possible solutions to 
addressing those needs. 

Ensuring that national associations representing homeless shelters are provided 
listings of CHCs nationally. This will permit these organizations to further 
disseminate the information to local homeless shelters. 

CHCs SHOULD IMPROVE COMMUNICATION WTTH HOMELESS SHELTERS. 

Some ways to accomplish this include: 

• Identifying all homeless shelters that exist in their service areas. The city task 
forces, coalitions, or networks on homeless populations are valuable resources. 

• Providing, on a routine basis, information to those homeless shelters in their 
service areas on services available and locations. 



• Conducting periodic meetings with homeless shelters to discuss the medical 
needs situation in their area, the barriers that exist, and means to best address 
those barriers. 

AGENCY COMMENTS AND OIG RESPONSE 

We received written comments from both HRSA and ASPE, HRSA concurred with 
our suggestions and will develop an action plan to implement them, ASPE 
commented on the importance of the findings, but raised some questions and made 
recommendations for additional analyses. 

One of ASPE's questions relates to the definition of "homeless". We found no 
uniform or standard definition of this term. For example, some include those 
individuals who reside in transitional housing while others do not. Similarly, some 
would include those who are temporarily staying with friends or relatives but who 
otherwise would be homeless, while others would not consider such individuals as 
homeless. In preparing our survey we consulted with staff of both HRSA and ASPE 
and agreed to gather information using a broad definition. We explicitly asked the 
Community Health Centers to identify the conditions under which their homeless 
clients lived, including those temporarily staying with friends and relatives. We 
modified our report to make this clear and have provided staff of HRSA and ASPE 
with a summary of responses which we received from the centers on this matter. 

Similarly, ASPE requested us to include a definition of "outreach" and the types of 
activifies it includes. We modified our report to provide a fuller description of the 
kinds of outreach activities provided by the centers and needed by the shelters. 

ASPE requested analysis of addifional topics, such as referral patterns, service 
coordination, emergency services, case management, and actions taken to address 
barriers. We agree that these are all very important topics. Unfortunately they are 
beyond the scope of our study. In our early consultations with both ASPE and HRSA 
staff we agreed that our review would be limited primarily to ascertaining whether and 
to what extent the community health centers funded by the Federal Government were 
actively involved in serving homeless individuals. We also expected to identify issues 
for further study, such as those described by ASPE in their comments. Nevertheless, 
even though we did not gather extensive data on the these subjects, our staff are 
available to provide insights on these or other such topics based on their observations 
and impressions from their site visits. 

The full text of HRSA's and ASPE's comments are attached. We appreciate their 
advice and assistance in this study. 



A G E N C Y C O M M E N T S 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 

MAY 8 IS95 

Public Health Service 

Health Resources and 
Services Administration 

Rockvilie MD 20857 

TO: 

FROM: 

SUBJECT: 

Inspector General, OS, DHHS 

Deputy Administrator 

Office of Inspector General (OIG) Draft Report "Access 
to Community Health Centers by the Homeless" 
OEI-07-95-00060 

J^oiLn?.^? ^̂ ""̂ ^̂  22, 1996, memorandum requesting 
comments to the d r a f t report, "Access to Community Health Center! 

shoSd. j r o u J ^ ; : "'"^ suggeitions that H I I I 
S o ^ i f ' ^ i V S ^ ^ improvements m services offered homeless 
people i n the Community Health Center (CHC) program by b u i l d i n a 
^ S c f i n d ' " ^ widespread c o l l l b o r a t i o n bet^eln 
CHCs and nearby shelters, and 3) determine how CHCs should 
;̂!;Pf°;:̂ '̂=°"̂ r"̂ ^̂ î?",̂ ith homeless shelters. HRSA w i l l develop 

lnr.^f=J ^^S^l^di^g target dates, to implement the ^ 
Sf?^^5^°''^ and w i l l take i n t o consideration the examples the OIG 
offered concerning t h e i r implementation. 

Sf^u^iS??^^^'/"^''^^^ ^ marked-up copy of the d r a f t report 
with e d i t o r i a l and margin comments f o r the OIG's consideration. 

Jfonn D. Mahoney 

Attachment 



DEPARTMENT OF HEALTH «L HUMAN SERVICES Office of th« Secretory 

Woshingion, D.C, 20201 

MAY 1 0 1996 

TO: June Gibbs Brown 
laspector General 

FROM: Assistant Secretary for Planning and Evaluation 

SUBJECT: Comments on tlic OIG Draft Report: "Access to Conununity Health Centers by 
the Homeless," OEI-07-95-00060 

Thank you very much for the opportunity to review the above referenced draft. Knowledge 
about the extent that Federally funded community health centers (CHCs) serve the homeless and 
Low such services can be improved is highly important In general, we found the report 
comprehensive: it addressed outreach services to shelters, tneatinent services, barriers to 
accessing services and the referral of homeless clients. The reported banicrs to services and 
reasons given by shelters for not referring clients to centers for health care services is important 
We did, however, have some concerns and recommendations. 

1. Definitions: Absent were definitions of homeless and outreach. Without the definitions, 
the findings become obfuscated. For example, tlie report states that over two-tMrds of the 
homeless clients treated were staying in an emergency shelter or living with family or 
friends. We had not included the latter group in our definition of homclcss-did tlie 
CHCs write this In as an "other" category? The definition of homeless is of critical 
importance, particularly, as it is used as part of the rationale for excluding rural centers 
(i.e., the majority ofrural centers do not serve "tlie normal on-the-street homeless.") We 
are not sure of what Is meant by '"normal" we surmise that the report is referring to 
persons who are lileruUy homeless. 

The finding that some centers did not send staff to shelters could be better interpreted if 
there was a definition of outreach services and the types of activities it included. As it 
reads now, outicach includes providmg information on available services, visiting 
shelters, havmg contact with homeless people, non-emergency transportation, and hours 
of service. 

2. Exclusion of rural centers. With regard to the probe which led to the exclusion ofrural 
centers, more information about (he probe is needed to add clarity and justification for 
their exclusion. How was the probe conducted? Did it consist of site visits and/or 
convereaUons witli key informants? We recommend you provide more utformalion on 
the probe used to exclude rural centers. 
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3. Referrals. The reports cites constraints on the survey design as the reason for not being 
able to take into account the total extent of referral patterns. If there any data that could 
shed some light on the types of services to which shelters report making referrals, (and 
where CHCs rank in" relationship to other types of services) please provide them. 

4. Service coordination. Mentioned in a couple of places is the co-location of Health Care 
for the Homeless (HCH) programs in the same community. If these data permit, please 
report on referral activities and other service coordination activities in places where HCH 
programs are co-located. 

5. Emergency services and case management. An interesting finHing is the reported 
percentage of emergency services provided to homeless clients. A related question is 
whether these were in fact "true" emergencies or were persons accessing primary health 
care through the emergency room. If data are available on the nature of the 
emergencies, we request fliat they be reported. 

Additionally, did any of the centers report providing case management services? If so, 
report the percentage which provide case management services. 

6. Barriers. Important fmdiugs were presented on the actions taken to address the barriers 
to service. A fairly common rqported action was the "improved availability of 
telephones." Please clarify what is meant by the action (e.g., were 1-800 numbers or hot 
lines added or were telephones made available within the communities)? 

If the data permit, please report comments made by respondents on the ejBFects of actions 
to address barriers (e.g., increased access to services, unproved quality m screening, 
mcreased service usage, etc.). 

If the data penult, report on the difference in the barriers identified by CHCs and those 
identified by shelters? 

7. People focused language (rather than illness and homeless focused). The report 
consistently refers to homeless persons as "the homeless" and persons with chronic 
mental illness as "the chronicaUy mentally ill." We ixxommcnd you revise the 
terminologies to read: homeless persons or homeless people, and persons witli chronic 
mental illness. 

We hope die comments and recommendations Nvill be usefid and look forward to receiving the 
iinal report. 

Peter B. Edelman 



T H E W H I T E H O U S E 

W / W M I i m I O N 
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PRESIDENT CLINTON'S FY 1997 BUDGET PROPOSAL ^ N 
FOR HOMELESS ASSISTANCE PROGRAMS ^N* ^ 
COMPARED TO FY 199$ A N D FY 1996i ^ .r 

Program Dept. 

FY 1997 
FY 1995 FY 1996 Clinton Budget 

Apprapriatioiu Appropriations Proposal Change Change 
Oct 1,1994- Oct 1.1996- Oct. 1 1 9 9 ^ (tom from 
8ept.30.199S Sept. 39.1998 Sept. 30,1997 FY 1995 FY 1996 

HUD McKlnoai Act Programs 
(Includes SRO Section 8 Moderate rehablll' 
tatiOn; supportive Housing; Emeroenccy 
Shelter Grant; Shelter * Can; Rural 
Homeless Assistance: Safe Havens) 

HUO S 1.12 Billion $823 million S1.12 Billion 0% + 36% 

Hflitting Opportunities tor 
People with AIDS (HOPWA) 

Emergency Food and Shelter Program 
(Administered tiyFEMA) 

HUO "$ 186 million " $ 171 "million $171 Million 0% 

FEMA S130 million S100 miUion S100 million •23% 0% 

EducalloQ (or Hemeleit 
^ t f ren end Youth 

Educ. $ 28.8 million $23 million $ 29 million . 1% + 26% 

PATH 
(block grants to States for mental health 
services to homeless people) 

HHS $ 29 miHion $20 million $0" 1̂ 100% -100% 

ACCESS 
(demonstration program on how to help 
homeless people with mental Illness) 

HHS $ 21 million SO* 5 0 ^ -100% 0% 

^ Health Care for Uw Homeless 

' Emeigeocy Cammunlly Services 
Homeless Great Program 
(set-aside In the Community Services 
Block Program) 

HHS $65.4 million $ 65.4 m l l l i i ^ i ^ $65.4 mi l f io^hj" 0% 0% 

HHS $19 million $0* $0'** -100% 0% 

Hunawey and Homeiut Youth froqnm HHS 
(Including drug abuse prevention and 
Uansitional IMng programs) 

JLî jftonsolMatad Into a mental health perfromancc pannarehlp prognm «nh no set-aside 
(^Consolidated Into Health Cenie« Cluster 

*** Eligible actMty under CSBG. but no set-aside and no additional money. 

$68.6mllfion $57.1 million S 68.6 million 0% * 20% 
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E X E C U T I V E O F F I C E OF T H E P R E S I D E N T 

TO: 

FROM: 

CC: 
CC: 
CC: 

27-Jun-1996 03:03pm 

Nancy-Ann E. Min 

Molly Brostrom 
Domestic P o l i c y Council 

Jeremy D. Benami 
Douglas L. Steiger 
S k i l a S. H a r r i s 

SUBJECT: RE: PATH program 

Thanks Nancy-Ann f o r responding so q u i c k l y . 1 j u s t wanted t o 
c l a r i f y a couple t h i n g s ( I t h i n k 2 i s r e a l l y the only outstanding 
q u e s t i o n ) : 

1 — We w i l l not oppose PATH as a separate l i n e - i t e m from the MH 
PPG. 

2 — Given the SSI changes and the f a c t t h a t the FY 96 and 97 l e v e l 
of $20 m i l l i o n i s below the 95 l e v e l of $29 m i l l i o n , i s there any 
chance of our advocating an increase t o PATH above the c u r r e n t $20 
m i l l i o n ? 

3 — I f ppGs do come a l i v e again t h i s session or we r e v i s i t them ^ _J 
next year, we can work w i t h your o f f i c e t o help ensure t h a t ^ ^ 
homeless people are served by the block grants. ^ 

thanks much 



E X E C U T I V E O F F I C E OF T H E P R E S I D E 
NT E X E C U T I V E O F F I C E OF T H E P R E S I D E 
N T 

26-Jun-1996 11:14am 

TO: Nancy-Ann E. Min 

FROM: Molly Brostrom 
Domestic P o l i c y Council 

CC: Jeremy D. Benami 
CC: Douglas L. Steiger 

SUBJECT: PATH program 

Jeremy and I , and Doug Steiger of your o f f i c e , met yesterday 
afternoon w i t h the National C o a l i t i o n f o r the Homeless who r a i s e d 
several issues w i t h us regarding the PATH program t h a t we would 
l i k e you t o consider. (As you may know, the Interagency Council 
on the Homeless i s a working group of the DPC so we're f a i r l y 
i n v o l v e d i n homelessness issues across agencies.) 

PATH was created t o help states provide community-based services 
f o r people w i t h serious mental i l l n e s s who are homeless or a t 
imminent r i s k of homelessness. The program was funded a t $29 
m i l l i o n I n FY 95 and $20 m i l l i o n i n FY 96. 

For FY 96 and 97, we proposed t o f o l d i t and the Mental Health 
Block Grant (MHBG) i n t o a Performance Partnership Grant (PPG). 
For FY 96, we proposed l e v e l funding; f o r FY 97, a f t e r Congress 
added back more t o PATH and MHBG than we expected them t o , we 
ended up proposing decreased funding. 

The N a t i o n a l C o a l i t i o n f o r the Homeless i s very much opposed t o 
the merger I n the PPG. They claim t h a t experience demonstrates 
t h a t homeless people won't be served unless money I s s p e c i f i c a l l y 
t a r g e t e d , and t h a t there are not s u f f i c i e n t t e e t h I n the PPGs t o 
ensure homeless people are served. 

We have th r e e requests/suggestions: 

1) Rep. P e l o s i Introduced an amendment t o keep PATH as a separate 
l i n e - i t e m I n FY 97. Since i t looks u n l i k e l y t h a t the PPGs we 
have proposed w i l l be authorized t h i s year, we suggest t h a t we 
not oppose Pelosi's amendment, i . e . allow PATH t o remain a 
c a t e g o r i c a l program t h i s year. 

2) We have also been asked t o push f o r Increased funding f o r 
PATH. I f we f i n d ourselves i n a p o s i t i o n t o do so, we t h i n k an 
increase could be very h e l p f u l , given t h a t our proposed FY 97 



level I s below FY 96 and perhaps more Importantly, given the 
recent SSI change. 

As you know, we signed legislation this year which eliminates 
alcoholism and drug abuse as c r i t e r i a for e l i g i b i l i t y for SSI. 
There i s a good chance that many of the people who are no longer 
eligible for SSI w i l l be homeless/at risk of homelessness, and 
may have mental health as well as substance abuse problems. An 
Increase to PATH may be an additional way to address the expected 
impact of the SSI change (50,000 people are estimated to be no 
longer eligible for SSI). 

3) Finally, we were not Involved In the development of the PPGs, 
and so are not sure what sort of teeth do exist, but we would 



l i k e to work with your s t a f f to ensure that the PPGs contain 
adequate safeguards to ensure that homeless people are served by 
block grants. 

We'd be happy to s i t down and t a l k with you or your s t a f f further 
I f you have questions. Thanks. 



E X E C U T I V E O F F I C E 0 F T H E P R E S I D E N T 

26-Jun-1996 12:49pm 

TO: 

FROM: 

CC: 
CC: 

Molly Brostrom 

Nancy-Ann E. Min 
Office of Mgmt and Budget, HP 

Jeremy D. Benami 
Douglas L. Steiger 

SUBJECT: RE: PATH program 

1 agree with a l l of your suggestions. I had already Instructed 
Doug that while I s t i l l think the PPGs are a good idea, i t has 
gone nowhere, and I do not want to f a l l on my sword over i t with 
such a small issue such as t h i s one, ( I am not sure they agree, 
but that I s my p o s i t i o n ! ) . The only po t e n t i a l problem I see Is 
that I f Rep. Pelosi's amendment i s not j u s t to Increase funding 
f o r PATH, but to cut something else i n order to give the money to 
PATH, we may f i n d ourselves i n a b i t of a c o n f l i c t . But hopefully 
i t w i l l come up I n such a way that we can finesse I t . 



E X E C U T I V E O F F I C E 0 F T H E P R E S I D E N T 

26-Jun-1996 01:01pm 

TO: Nancy-Ann E. Min 

FROM: Douglas L. Steiger 
O f f i c e of Mgmt and Budget, HD 

CC: Molly Brostrom 
CC: Jeremy D. Benami 

SUBJECT: RE: PATH program 

The P e l o s i Amendment j u s t took the $20 m i l l i o n out of the Mental 
Health PPG and b a s i c a l l y continues the f i n a l FY96 s i t u a t i o n . 
Here's the numbers ($ i n m i l l i o n s ) , f o r your i n f o r m a t i o n : 

FY96 FY97 Budget FY97 Chairman FY97 Cmte 
(po s t - P e l o s l ) 

MH PPG 
PATH 

275 275 
20 0 

295 
0 

275 
20 

I 
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Current Status of 
PATH and Health Care for the Homeless 

April 11,1996 

Health Care for the Homeless 
Most grant awards for FY96 have been made at a 95% funding level. Since both houses of 
Congress, and last year's budget were all set at $65.4 million it is assumed that their budget is the 
same under the CR as a cluster. ^ 4^:^..^;^^ uy^Ald^^^^ C.^ACd^ 

T ' »4ê HH^ 6&^H^ Cl-Tt^ . 
In FY 95 received $65 million." Though there has been no legislation authorizing the 
Consolidated Health Centers Cluster, funds for FY 96 are being appropriated as if the 
consolidation had occurred. Both the House and the Senate are currently working on authorizing 

clust^^ J, . CL^-i^ (? *?<-?<M ^ - (U t fu^^^^-f^ C.H«C.y-̂ H 

Logic: Most Health Care for the Homeless programs are run out of Community Health Centers. 
As a result, combining both programs into the same grant package (called the Consolidated 
Health Center Cluster), will greatly reduce the application process for grantees. 

PATH -"Pî fc-ĉ c A&c.'s-ftv/tct "Vw- T/t^^<:i K IJV̂  |f»T^ lWvw£g.2t*v<LSi O ^ ^ ^ 
FY 96 and 97 Presidential budget has path under the Performance Partnership Grants (PPG) 
which combines path and Mental Health Block Grants (MHBG). Path funds are being 
distributed now, however, the Senate has suggested that path be funded separately from the 
MHBG with $20 in FY96 (with an additional $250 for the MHBG's). The President's FY 96 
request is $304 million which is the same amount as the 95 funding for Path and MHBG's 
combined. The Presidential Budget FY 97 request for the PPG's, however, is only $275 million 
•- this is the amount spent on MHBG's in 1995. The FY 97 request essentially adds path to the 
block grant without providing additional funds (though the states will be free to use these grants 
however they see fit, including on PATH). 

Logic: HHS proposed consolidating PATH into PPG's. PPG's are meant to let states focus on 
their most critical needs instead of requiring states to follow stringent Federal spending 
requirements. If PPG's are passed by the states they will increase accountability, provide 
flexibility, and are meant to better target vulnerable populations. If PPG's become a reality 
states would, theoretically, be free to spend all of their money on PATH programs, 

Program 
PATH 
MHBG 
PPG 
Totals 

FY95 
29 

275 

FY96 Pres. 

304 

FY96 Senate 
20 

250 

FY97 Pres. 

275 

I 

304 304 270 275 
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Current Status of 
PATH and Health Care for the Homeless 

April 11,1996 

Health Carefor the Homeless 
In FY 95(^^e'ceived $65 million through its own line item. The administration has proposed 
putting this program into the Consolidated Health Centers Cluster in FY 96 and Fy 97. Though 
there has been no legislation authorizing the Consolidated Health Centers Cluster, funds for FY 
96 are being appropriated at FY 95 levels (almost as if the consolidation had occurred). Both the 
House and the Senate are currently working on authorizing this cluster. 

Recent activity in the House(?) suggests they may keep HCH funding at proportional FY 95 
funding for the next two or three years. 

Dr. Marilyn Gaston, director of HRSA's Bureau of Primary Health Care, would like input into 
the reorganization of HCH and the BPHC, which are currently seperate, but which may be 
merged if the block grant takes place. 

Logic: This will reduce the burdens for grantees - about 50% of which are Community Health 
Centers. This will also allow more flexibility to focus on the needles populations. 
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National Coalition for the Homeless 

The Health Care for the Homeless Program 

Congress should pass S.1044, or its equivalent, in order to reauthorize the national Health Care 
for the Homeless Program. The reauthorizing legislation must include 5 years of distinct funding 
for the HCH program. 

Congress and the Administration should continue to support targeted, comprehensive health 
services for homeless people through adequate funding for the Health Care for the Homeless 
Program. 

The Program 

The Federally funded Health Care for the Homeless program was created as Section 340 of the Public 
Health Services Act by the Stewart B. McKiimey Act of 1987. Building on the experiences of 19 
projects funded by the Robert Wood Johnson Foundation and Pew Charitable Trusts, this program has 
demonstrated that health care programs targeted to homeless people can effectively reach this very 
vulnerable and seriously ill population. 

It is clear that targeted funding for health care services to people who become homeless is 
necessary. Poor health contributes to homelessness, is caused by homelessness and treatment is 
dramatically complicated by homelessness. This means that homeless people require a continuum of 
comprehensive health care services. In recent years, indigent care systems have been overwhelmed 
by demand associated with rising poverty rates and the growth in the numbers of uninsured 
Americans. The indigent care infrastrucuire (including rural and inner-city hospitals, public clinics 
and solo practitioners) is also operating under threat from the consolidation of health care and the 
growth of for-profit managed care companies that are not anxious to serve vulnerable populations. 

Health Care for the Homeless projects provide accessible and comprehensive health services to 
people who become homeless in an effort to improve their health. These projects provide an 
integrated model of care which is effective in improving the quality of lives of homeless persons. 
The HCH model includes primary and preventive health care, mental health and addictions services, 
case management, transportation and translation services and, of course, assistance in securing 
housing and an income. 

In fiscal year 1995, the HCH program provided grants to 122 community-based organizations and, 
through them, to over 300 subcontractors. These include free-standing clinics, community and 
migrant health centers, local health departments and community coalitions. The HCH program served 
over 450,000 homeless men, women and children in 1995. 

Reauthorization 

S.1044, sponsored by Senator Kassebaum (R-KS), would consolidate health center programs 
(including Community Health Centers, Migrant Health Centers and Health Centers in Public Housing, 
along with HCH) under a single section of the Public Health Services Act. While the reauthorization 
would run for 5 years, S.1044 maintains proportionate funding for each of the previously distinct 
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sections for only 3 years. During the last two years of the authorization, the HHS Secretary is 
suppo.sed to insure that funding is distributed to meet the needs of vulnerable populations. 

• S. 1044 has been reported out of committee and awaits action on the floor of the Senate. 
There is currently no viable alternative legislation in the House of Representatives. Ask 
members of the House to support legislation that would reauthorize the Health Care for 
the Homeless Program with targeted funding for at least 5 years. Members of the House 
Commerce Committee, chaired by Representative Bliley (R-VA) and of its Subcommittee 
on Health and Environment, chaired by Representative Bilirakis (R-FL), would be 
responsible for such legislation and are thus especially important. 

• Urge Senators to ask Senator Dole to schedule S.1044 for a vote and, of course, to 
support its passage. Senators Kassebaum (R-KS), Kennedy (D-MA), Jeffords (R-VT), 
Pell (D-RI) and Simon (D-IL) are the key players on this legislation in the Senate. 

Appropriations 

The Senate and House have so far been unable to come to an agreement on funding for the entire 
government, including programs that serve poor and homeless Americans, for the remainder of FY 
1996. H.R. 3019, the Balanced Budget Downpayment Act, would provide funding for the 
government for the remainder of the year, until September 30. This bill includes level funding ($65.4 
million) for the Health Care for the Homeless program. 

• The lack of a full year's appropriation creates significant uncertainty regarding the availability 
of health care for homeless persons throughout 1996. Members of Congress should be 
urged to move quickly to pass H.R. 3019, with HCH funded at 100% of the FY95 level 
of $65.4 million. 

Maintaining targeted fimding for the HCH program is essential, however, making sure that funding is 
adequate is also important. In his proposed FY97 budget. President Clinton funds HCH as part of a 
"consolidated health centers cluster" at $757 million. This would flat fund Conununity and Migrant 
Health Centers, Health Centers in Public Housing and Health Care for the Homeless at a time when 
demand for health care among underserved and vulnerable populations is increasing dramatically. 
Furthermore, in the past 5 years, the health center programs have lost more than $40 million in dollar 
value, as their funding has slipped from the equivalent of $800 million to $757 in 1997 dollars. 

• To make up for this loss, we recommend an additional $75 million ($832 million total) be 
provided for the consolidated health centers for fiscal year 1997. This would provide a 
10% rise in funding overall and close to $72 million for the Health Care for the Homeless 
Program. In turn, this money will generate increases in state and local matching dollars, 
increasing the quality and amount of services available to the most vulnerable Americans. 



Health Care for the Homeless 
Fact Sheet 

The Federal Health Care for the Homeless Program (HCH) was created in 1987 with the passage of the Stewart B. 
McKiimey Homeless Assistance Act. The HCH program awards discretionary grants for health care delivery to people 
who are homeless. Eligible applicants for the grant awards are local private nonprofit orgaaizations and public entities 
which target the health needs of homeless individuals and families. 

The HCH program recognizes (he diverse health related needs of homeless persons and requires a coordinated, 
comprehensive response. The HCH programs: 

« Provide for primary health care and substance abuse services at locations accessible to homeless persons; 

• Provide for emergency care with referrals to hospitals for inpatient care services and/or to mental health 
services as needed; 

• Provide for outreach services to access difficult to reach homeless persons, and for aid in establishing eligibility 
for entitlement programs; 

• Develop community coalitions composed of health care providers and social service agencies to complement 
existing health and social services; and 

« Obtain coramilmenta from communities for social service support and financial Funding 
contributions to programs serving homeless persons. 

To ensure Federal grant dollars are maximized, grantees are required to obtain matching funds 
(33 1/3 percent nonfederal match for continuation grantees and 25 percent match for new 
grantees) from nonfederal sources. Also, HCH programs are encouraged to develop or 
participate in coalitions composed of community health care providers and social services 
agencies to ensure adequate and appropriate services for persons who are homeless. 

HCH appropriations by fiscal year are as follows; 
Year 1987 1988 1989 1990 1991 1992 1993 1994 1995 
Appropriation* $46.0 S14,3 $14.8 S35.7 $51.0 $56,0 S58.0 $63,0 $65.4 
*all numbers in millions 

Health Care for the Homeless Successes: 

In 1994 these funds provided assistance to 123 grantees in 48 states, DC, and Puerto Rico. 

Nearly one in eight (12%) of HCH grants were awarded to r\iral communities; 25% of persons served resided in 
rural areas. 

Programs provided 2,020,972 encounters to 457,447 users in 1994. 

Subcontractor relationships wer« established with 329 organizations to supplement services provided by grantee 
organizations. 

Since 1988, the number homeless persons receiving care from HCH programs increased 16 percent per year, on 
average. 

Fifty seven percent of users had no medical care resources. Medical care resources available to some users 
included Medicaid (19%), Medicare (2%), private insurance (2%), self-pay (2%), and VA medical (2%). 

- 1 — I — I 1 1 — : : r 
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PROJECTS FOR ASSISTANCE IN TRANSITION 
FROM HOMELESSNESS (PATH) 

FACT SlHEET 
1994 

WHO ARE THE PROVIDERS OF PATH-SUPPORTED SERVICES? 

• 395 local organizations provide services to persons who are homeless and have 
serious mental illnesses 

» 5S% of these providers are community mental health centers; other types of 
providers include social service agencies, health care providers, and housing 
providers 

> Over 2,000 persons are engaged in the provision of PATH-supported services 
to clients who are homeless and have serious mental illnesses 

WHAT SERVICES ARE OFFERED? 

»» 84% of all providers perform outreach to persons who are homeless 
b 83% of providers offer case management services 
> 74% of providers use PATH funds to assist clients in accessing primary health 

care services, job training, education services, and housing 
• Additional services provided include community mental health services, 

supportive and supervisory services in residential settings, and substance abuse 
services 

WHO ARE THE CLIENTS THESE PROVIDERS SERVE? 

• In Fiscal Year 1994, over 127,000 persons received outreach or other PATH-
supported services 

> According to demographic information provided by the States, for those dients 
for whom demographic information was available: 

• 3% of clients were children under 18 
93% were adults ages 18-64 
3% were adults ages 65 or older 

• 65% of clients were male 
35% of clients were female 

• 53% of clients were Caucasian 
32% were African-American 
15% were of other races 

21 % of clients were of Hispanic origin 
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• Persons receiving PATH-funded services have some of the most disabling 
mental disorders. Among clients ̂ or whom a diagnosis was made: 

• 73% of clients had schizophrenia and other psychotic disorders 
14% had affective disorders such as depression 
13% had personality disorders or other mental disorders 

• Nearly 50% of persons served had a cooccurring substance use disorder in 
addition to a serious mental illness: 

• At the time of first contact with providers supported by the PATH program: 

• 43% of clients served lived on the street or in emwgency shelters 
• 24% lived in temporary housing settings 
• 33 % of clients lived in private or other residences, psychiatric 

hospitals, or other settings | 

^ Many of the clients served had been homeless for considerable periods of 
time. During their most recent episode of homelessness; 

• 32% had been homeless for less than 30 days 
• 33% had been homeless fô  30-90 days 
• 22% had been homeless for 90 days -1 year 
• 13% had been homeless foj: more than one year 

WHAT IS TEffi ROLE OF THE STATE MENTAL HEALTH AUTHORmES IN 
ADMINISTERING THE PATH PROGRAM? 

> In Fiscal Year 1994, the PATH program distributed nearly $29 million in 
Federal funds through formula grants to each State, the District of Columbia, 
Puerto Rico, and the U. S. Territories 

> States are required to match a each three dollars in Federal funds with at least 
one dollar of State or local funds. In FY 1994, States well-exceeded the 
minimum level of matching fiinds, providing over $20 million in fiinds to 
match the $29 million Federal allocation. 

> The States select providers based on their assessment of mental health needs 
among persons who are homeless and oversee providers' use of PATH funds 

> States provide training and technical assistance to local s^ce providers. 1 
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National Coalition for the Homeless 

Projects for Assistance in Transition from Homelessness (PATH) 

Congress should work to meet the needs of people with severe mental illness who become 
homeless through adequate funding for the Projects for Assistance in Transition from 
Homelessness (PATH) program. 

Congress should ensure the continued existence of the program by passing S. 1180, the 
Substance Abuse and Mental Health Services Administration (SAMHSA) Reauthorization, 
Flexibility Enhancement and Consolidation Act of 1995. 

The Program 

The Projects for Assistance in Transition from Homelessness (PATH) grant program was authorized 
by the Stewart B. McKinney Homeless Assistance Amendments Act of 1990. It is administered by 
the Center for Mental Health Services under SAMHSA. The PATH program was created to help 
states and territories provide community-based services for people with serious mental illness who are 
homeless or at imminent risk of becoming homeless. 

PATH programs have proven very successful In reaching out to people who have been alienated 
from mainstream systems of care. PATH services eliminate the "revolving door" of episodic 
inpatient and outpatient hospital care. Multi-disciplinary teams address client needs within a 
continuum of services, providing needed stabilization so that mental illnesses and co-occurring 
substance abuse and medical issues can be addressed. Assistance is provided to enhance access to 
housing, rehabilitation and training and other needed supports. Without targeted funding for this 
purpose current providers will not be able to accommodate the particular needs of mentally ill 
homeless people, who will be left to wander the streets untreated and risk being hospitalized at the 
most expensive point of care. 

Federal, state and local PATH funds are often the only resources available to communities to suppon 
the types of services that are necessary for homeless people with severe mental illnesses: outreach to 
those outside the mental health system, engagement in treatment and services and transition to 
mainstream mental health treatment, housing and support services. PATH works - It meets a need 
no other program meets and, in so doing, reflects a wise use of scarce resources. 

Appropriations 

Until 1996, firom $29.4 - 33 million was appropriated annually for PATH. For every $3 dollars of 
federal funds provided, a $1 match in non-federal funds is required. Services provided by PATH 
dollars include outreach, screening and diagnostic treatment, rehabilitation, alcohol and drug 
treatment, staff training, case management, supportive services in residential settings and assistance in 
gaining housing. Not more than four percent of a state's allocation can be used for administrative 
expenses. 

In 1994, 395 agencies reported providing one or more PATH-ftinded services to 127,231 people, 
using $29 million in Federal ftinds and an additional $20 million in State and local matching funds. 
On average, PATH funds represent more than 25% of the funds used by local provider agencies to 
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serve homeless individuals with severe mental illnesses. Without these funds, vulnerable individuals 
would not be connected to needed services. 

• Congress has so far failed to pass an authorization tor PATH for FY 1996. Because 
SAMHSA believes that it has no spending authority for PATH grants for FY96, it has 
not begun the process of soliciting information from states in order to release such 
funding. We believe that the current continuing resolution gives SAMHSA the necessary 
spending authority and that It should begin the grant process Immediately. 

• House and Senate conferees on H.R. 3019, the Balanced Budget Downpayment Act, have 
agreed to provide $20 million for PATH in FY96. While this is a substantial reduction from 
FY95, it provides for PATH'S continued existence. Members should be encouraged to 
support H.R. 3019 and should be asked to speed Its passage. PATH programs will begin 
to shut down in the next few months If this situation Is not resolved now. 

• In a recent letter from HHS Assistant Secretary John J. Callahan, the Administration has 
professed its strong support for programs that serve homeless persons with mental illness. 
However, the President's proposed FY 1997 budget will effectively end the PATH program 
by consolidating it within the former Mental Health Block Grants (now called Performance 
Partnership Grants) with no additional funding. We urge you to contact Assistant Secretary 
Callahan and let him know that the administration should show Its support for services 
to homeless people with mental Illnesses by funding those services. Secretary Callahan 
can be reached at 202/690-6396. 

Reauthorization 

The Substance Abuse and Mental Health Services Administration (SAMHSA), which administers the 
PATH program, is subject to reauthorization this year. S. 1180, the SAMHSA Reauthorization, 
Flexibility Enhancement and Consolidation Act of 1995, sponsored by Senator Kassebaum, has been 
voted out of committee and currently awaits action by the Senate. In the legislation's current form, 
PATH has been preserved as a distinct funding stream. There does not seem to be a great deal of 
enthusiasm for the SAMHSA reauthorization at this time and the bill may not come up for a vote in 
either house this year. This means that SAMHSA's continued existence would depend entirely on the 
appropriations process and on the willingness of Congress to continue to fund unauthorized programs. 

• The Administration and the House Appropriations Committee have tried to consolidate PATH 
within the Mental Health Block Grants, which primarily fund Community Health Centers. 
Because CMHCs have not historically targeted funding to activities for mentally-ill homeless 
people, it is likely that any effort to incorporate PATH within Mental Health Block 
Grants will substantially reduce resources available to PATH programs. 

• Homeless people with mental ilhiesses are among the most vulnerable of all Americans. A 
recent survey of 29 cities conducted by the U.S. Conference of Mayors found that 23% of 
homeless persons had a serious mental illness. Mental illness and the lack of needed services 
was identified by 16 of the 29 cities as a main cause of homelessness. Failure to provide 
targeted PATH funds to the states places thousands of people at risk of losing access to 
needed services. Reauthorization within S. 1180 will make future targeted funding much 
more likely. 



facs imi le 
T R A N S M I T T A L 

to: Molly Brostrom 
fax #; 456-7028 
re: Health Care for the Homeless and PATH 
date: April 11,1996 
pages: 2, including this cover sheet. 

Please see the attached overview of the two programs. 

-Mike 

tn^gyU^^ 0^ oill^ 0^ P^(rs -c^h fC^^ ^L^h 

From the desk of.,. 

Michael Shoag 
ASPE. HHS 

HHH BIdg. Room 440d 
200 Independence S.W. 
Washington, D.C. 2020i 

(202} 260-0285 
Fax: (202) 690-8252 
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SAMHSA 
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CJyiHS MISSION 

Bernard 9. Arons, M.D., Director 
thqmos H. Bornvmonn, Id.O., Deputy Director 

Ihe worn faa of a mother's untrsaud menial illness, 
the empty gaze of a child wAo is seriously disturbed and 
unserved, the emotional scars of a victim of domes tic 
violence and sexual abuse, the nagging sight of people 
vftth mental disorders who are homeless,.,. 

These ara among the 
images that led Congress 
to create the Center for 
Mental Health Services 
within the Substance Abuse 
and Mental Health 5er-
vices Administration, one 
of the Public Health 
Service agencies in the 
Department of Health and 
Human Services. 

The Center's mission is to 
bring new hope to those 
who live with a serious 
mental or emotional 
disorder by leading 
)?cdcTal/Sta;o pa;in«tsbip8 to demonstrate, evaluate and 
disseminate service delivery models to treat mental 
illness, promote memal health and prevent the 
development or worsening of mental illness when 
passible. 

Public Law 102O21 mandates the Center's leadership 
;role in menial health services delivury and policy 
development. Toward thac end, Center activities involve 
faiilltatlng the development and application of scientifi­
cally established findings and practice-based knowledge 
: to prevent and treat mental disorders, and improving 
access, reducing barriers and promoting high qiiality, 

effective programs and services for people with' 
risk for - these disorders. 

or at 

Center programs and staff help States improve the 
quality and range of treatment and support services to 
people with mental illnesses, their families and their 
communities. A wide range of programs demonsira[e 
effective responses to the increasing number of 

memal, emotional and 
behavioral problems 
among America's young­
sters, and programs of 
outreach and case man­
agement for the thou­
sands of Americans who 
are hoineless and severely 
mentally ill. They 
suppon cffons to help 
States and communities 
improve rehabilitation 
services and they encour­
age the creation and 
effectiveness of consumer 
self-help alternatives. 
They sponsor policy 
studies, evaluations and 

assessments that will help policymakers at every level 
of govemraont organize and iinance systems of care, 
of critical importance as the Nation moves toward 
managed care delivery systems. 

In addition to working with State and local govern­
ments to promote, evahate and replicate integrated 
services and improved access to comprehensive 
systems of care, the Center collaborates with other 
Federal agencies and deparrmems whose programs 
affect the lives of people wi;h mental illnesses to 
enhance mental health services delivery and policy 
development. 
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HOMELESS SERVICES PROGRAM 

THI PIOPLK 
W i S I R V I 

Gladys dxdn't like shelters (and she had tried many over the years), but 
one bitter cold night a few years ago, she tried out a new shelter a young 
street worker had recommended. After a few weeks, Gladys started a 
fight with the woman In the next cot, who, she believed, was sending her 
messages through the television. Most shelters simply sent Gladys back 
on the streets when she got into fights, but this one was different, Out' 
reach workers from a mental health center were able to assess her and 
take her to the center for treatment. 

Medications silenced the voices, and she started to feel better. Her case 
manager arranged for her to move temporarily to the center's supported 
residence for homeless people with mental illnesses. By now, Gladys, 
working with her case manager, was able to start attending to the rest of 
her life-what she called "the gettings ": getting someplace permanent to 
live, getting good medical care (inclttding surgery to make her hand 
more usable), getting off alcohol and other drugs, and getting some 
education and training so she could get a paid Job instead of living on 
welfare. She also talked about the "givings ": using her considerable 
street wisdom and native intelligence to help other people. 

• It is difficult to know exactly how many Americans ore both homeless 
and have serious mental illncssca-this includes people on the streets, 
in Jails and in emergency shelters. 

• On any given night throughout the country, even by conservative 
estimates, up to 600,000 people are homeless. An estimated one third 
have serious mental illness. Over half also have an alcohol and/or 
drug problem. 

• Minorities, especially African Americans, are over-represented among 
homeless persons with mental illnesses. 

• The complex needs they present are extraordinary. Homeless person.*? 
with mental illnesses often are reluctant to accept shelter and memal 
health treatment beciuse of prior negative experiences. In addition to 
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mental health treatment, they need primary health care, substance abuse 
treatment, legal assistance, help accessing entitlements, and other supports 
while they learn to abandon skills thai helped them survive on the streets. 
Few providers can address this range of needs. 

CMHS was the lead Federal agency on the Federal Task Force on 
Homelessness and Severe Mental Illnesses, and provided coordination and 
oversight for the implementation of 58 action steps to promote systems 
Integration, outreach, access, housing options and alternative services. 

The Center provided leadership in implementing Priority: Home! The 
Federal Plan to Break the Cycle of Homelessness, through co-chairing the 
Mental Health and Substance Abuse Work Group that developed an action 
plan to implement the mental health and substance abuse treatment, housing, 
and supportive service recommendations contained in the Federal Plan. 

The Homeless Programs Branch works extensively with State mental health 
authorities to ensure adequate, appropriate services through the Projects for 
Assistance in Transition from Homelessness (PATH), a fonnula grant 
program. 

The Center suppons a demonstration program, Access to Community Care 
and Effective Services and Supports (ACCESS), to identify effective strJite-
gies for creating integrated systems for homeless persons with severe mental 
illnesses. 

CMHS supports a collaborative demonstration program with the Center for 
Substance Abuse Treatment to develop and evaluate models of effective 
treatment for homeless individuals with co-occurring serious memal illnesses 
and substance use disorders. 

MANDATI , .̂ l̂e Homeless Demonsffaiion Programs for homeless mentally ill and du.illy 
diagnosed individuals are authorized by Sections 506 and 520 A (e) of the 
Public Health Service Act. The PATH program is authorized by Section 
535 (a) of the Public Health Service Act, and the Stewart B. McKinney 
Homeless Assistance Amendments Act of 1990 (Public Law 
101-645, Title V, Subtitle B). 

t '0'd ES2tt Ubei:TT S66T '8 d3S 820i9St'6:Ol "lIDNnOD SSaiSWOH:WDad 



HOM L $S 8 RVIC S OORAM 

rUNOINO FY '95 Appropriation 

Homeless 
Demonstmtions: $ 21,227,000 

PATH: S 29,462,000 

STATUS • Access to Community Care and Effective Services and Supports (.ACCESS) is a 
new five-year national demonstration program for cooperative agreements 
involving nine states and rwo communities within each state to care for homeless 
persons with serious mental illnesses, including those who also have alcohol and/ 
or other substance use disorders. ACCESS will demonstrate and evaluate 
different approaches to integrating service systems that will improve the 
availability, accessibility, efficiency, accountability and effectiveness of services. 
The Departments of Health and Human Services and Housing and Urban 
Development worked with the Departments of Labor, Education, Agriculture and 
Veterans Affairs to establish the ACCESS program. 

• The PATH formula grant program funds States, the District of Columbia, Puerto 
Rico and the U.S. Territories to support services for persons with serious mental 
illnesses, as well as those who also have substance use disorders, who are or may 
become homeless; Services include: ounreach, screening and diagnosis, habilira-
•tion and rehabilitation services, community mental health services, alcohol or 
drug treatment (for mentally ill individuals with co-occurring substance use 
disorders), staff training, case management, supportive and supervisory services 
in residential settings, and referral for primary health services, Job trnining and 
education. In addition, to improve coordination of services and housing for 
homeless persons with mental illnesses, a limited set of housing services may be 
funded. 

• States distribute PATH funds to local provider agencies, including county an̂  
municipal government entities and non-profit orgaruzacions, for the delivery of 
these services. 
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The Center is collaborating with the Center for Substance Abuse Treatment (CSAT) to 
develop and evaluate treatment models for individuals with co-occurring mental illnesses 
and substance use disorders. In FY 1994, approximately S2.2 million was awarded via 
cooperative agreements to six organizations for this two-year demonstration project. 

Total CMHS contribution in FY 94: 51,400,000 

Total CSAT: S 802,000 

Total FY '94 CMHS and CSAT: 32.202,000 
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